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* Valuable  programs  presented  by  the  affiliated  scientific  societies. 
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NEBRASKA  ALLERGY  SOCIETY 

This  course  represents  an  up-to-date 
review  of  the  presentation,  diagnosis,  and 
therapy  of  chemically-induced  immunologic 
lung  disease.  Included  will  be  discussion 
of  immunolgic  laboratory  procedures  used  in 
the  evaluation  of  these  diseases. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

Discussions  on  the  general  topic  of  derma- 
tology will  focus  on  three  distinct  areas, 
emphasizing  the  practical  aspects  of  new  in- 
formation. The  lectures  will  include  one 
hour  on  dermatologic  surgical  techniques, 
one  hour  on  the  latest  dermatologic  research 
of  specific  practice  value,  and  one  hour 
discussion  of  the  newly  released  dermatolo- 
gic medications  including  Accutane  and 
Acyclovir. 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  program  will  be  a forum  for  present- 
ation of  papers  generated  by  physician  mem- 
bers of  the  American  College  of  Surgeons  as 
well  as  resident  members  who  are  candidates 
for  the  American  College  of  Surgeons. 
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know  in  the  first  few  hours. 
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These  sessions  will  be  devoted  to  topics 
designed  to  assist  the  office  practitioner 
with  the  practice  of  pediatrics.  Nationally 
recognized  speaker.  Doctor  Bernhard  Signsen, 
will  discuss  rheumatology,  and  detailed 
presentations  on  accident  prevention,  physi- 
cal conditioning  and  office  computers  are 
scheduled. 

NEBRASKA  PERINATAL  ORGANIZATION 

The  Nebraska  Perinatal  Organization  will 
present  speakers  covering  topics  such  as  in- 
vitro  fertilization,  neonatal  anesthesia, 
pulmonary  surfactant,  life  and  death  deci- 
sions, maternal  transport,  and  emerging 
legal  issues  in  perinatal  practice. 


NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

This  course  is  designed  to  present  a brief 
summary  of  neuro-ophthalmologic  abnormal- 
ities as  they  relate  to  the  pupil. 
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New  Researchers  in  Short  Supply 

There  is  a serious  shortage  of  physicians  in  MEDICAL  ASSOCIATION 

biomedical  research,  according  to  authorities 

at  the  National  Institutes  of  Health.  The  116th  Annual  Session 


consequence,  they  fear,  may  be  a breakdown  in 
the  transfer  of  knowledge  from  the  lab  to  the 
bedside. 

In  the  past,  many  of  the  greatest  leaps  in 
clinical  medicine  could  be  traced  back  to  the 
small  and  slow  steps  of  physicians  in  the 
laboratory.  For  instance,  Jesse  Roth,  M.D., 
explained  the  basic  defect  in  cell  receptors  in 
diabetes  of  the  obese.  Henry  Kunkel,  M.D., 
revealed  the  role  of  circulating  immune 
complexes  in  disease.  Emil  Frei,  M.D.,  and 
Emil  J.  Freireich,  M.D.,  developed  the  curative 
treatment  for  childhood  leukemia. 

But  this  once-heated  love  affair  between 
medicine  and  basic  research  has  cooled  in 
recent  years.  In  1960,  39%  of  medical  student 
seniors  favored  research  careers,  compared  to 
25%  in  1983.  Physicians  were  the  principal 
investigators  of  31.1%  of  all  investigator- 
initiated  NIH  grants  in  1972,  but  were  the 
principal  investigators  of  only  20.2%  of  grants 
in  1982.  In  1968,  there  were  5303  young 
physicians  enrolled  in  NIH’s  National  Re- 
search Service  Award  program;  in  1983,  there 
are  1959  enrollees,  500  fewer  than  adequate. 

Part  of  the  problem,  say  experts,  is  low 
funding.  Current  NIH  funding,  in  1983  dollars, 
remains  at  1974  levels.  Many  of  the  Institutes’ 
chief  proponents  have  either  retired  or  been 
voted  out  of  office.  Loss  of  federal  support  — 
part  of  the  current  Administration’s  “balance 
the  budget”  campaign  — is  a major  contri- 
butor. 

Academic  institutions  are  limiting  repair  and 
renovation  to  research  facilities  in  the  greatest 
need.  Institutions  are  often  unable  to  provide 
their  basic  science  researchers  and  students 
with  the  modern  labs  or  equipment  needed  to 
conduct  state-of-the-art  research,  says  a report 
by  the  Association  of  American  Universities. 

Low  salary  levels  often  fail  to  attract  “the 
best  and  the  brightest.”  Roughly  $6,000 
separates  the  salaries  of  a third-year  resident 
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included. 
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and  a first-year  research  trainee.  Physicians 
employed  by  medical  school  faculty  on  base 
salary  sustain  a lifetime  economic  loss  of 
$70,000;  physicians  employed  by  NIH  sustain 
an  average  loss  of  $170,000. 

Another  concern  is  competition  for  research 
money.  Physicians  entering  the  research  arena 
find  it  glutted  with  PhDs,  many  of  them  adept 
at  grantsmanship.  The  number  of  grants  has 
stayed  constant,  while  the  number  of  grant 
applicants  has  jumped.  Moreover,  new  MD 
applicants  compete  less  well  than  new  PhD 
applicants,  and  both  groups  have  a tougher 
time  than  MD/PhD  applicants. 

The  new  “humanization”  of  medical  school 
also  works  to  the  young  physician’s  disad- 
vantage. An  emphasis  on  primary  care  causes 
students  to  focus  on  the  clinical  side  of 
medicine;  training  in  the  techniques  and 
methodology  of  research  is  overlooked.  Stu- 

(Continued  on  page  6A) 
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dents  are  not  only  less  interested  in  a research 
career,  but  are  also  less  qualified. 

But  the  need  for  M.D.s  in  biomedical 
research  is  greater  than  ever,  say  experts.  The 
expanding  frontiers  of  virology,  molecular 
biology,  pharmacology,  cell  biology,  and  im- 
munology open  up  new  opportunities  in 
clinical  investigation.  “Never  before  has  an 
excitement  seemed  so  intense  — both  about 
recent  accomplishments  of  clinical  investi- 
gators and  about  opportunities  to  come  in  the 
next  several  decades,”  said  NIH  Director 
James  Wvngaarden,  M.D. 

“By  every  yardstick,  we  are  failing  to  attract 
the  number  of  qualified  physicians  into  re- 
search training.  This  shortfall  of  physician 
investigators  alters  the  balance  between  M.D. 
and  Ph.D.  investigators  deemed  essential  for 
a coordinated  program  in  basic  science  and 
clinical  research,”  said  Dr.  Wyngaarden. 
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Physician  Fee  Freeze 
Delayed  by  Congress 

Physicians  gained  a temporary  respite  as 
legislators,  bent  on  adjournment,  laid  aside  a 
debate  on  physician  fee  freezes  and  ended  the 
first  session  of  the  98th  Congress  November 
18  with  the  freeze  and  other  budget  items  still 
hanging. 

Fee  freezes,  in  different  forms,  were  attach- 
ed to  heavily-lobbied  budget  reconciliation 
bills  neither  the  House  nor  Senate  chose  to 
grapple  with  in  the  flurry  of  year-end  legis- 
lating. 

The  reprieve  is  likely  to  be  short-lived, 
however,  since  reconciliation,  at  least  theoreti- 
cally, remains  high  on  the  Congressional 
agenda  when  members  reconvene  January  23. 

In  addition,  some  influential  members  in 
both  parties  want  to  enact  deficit  reduction 
packages  that  go  far  beyond  the  reconciliation 
measures  and  debate  could  intensify  with  the 
submission  of  the  President’s  fiscal  1985 
budget  early  in  the  new  session.  In  this 
atmosphere,  efforts  to  curb  Medicare  pay- 
ments to  physicians  are  certain  to  continue, 
and  the  AMA  and  medical  specialties,  having 
staved  off  a freeze  in  the  confusing  days  before 
adjournment,  are  now  preparing  for  a new 
battle. 

In  the  House,  debate  will  once  again  center 
on  a Ways  and  Means  proposal  attached  to  the 
committee’s  budget  reconciliation  plan.  Es- 
timated to  save  $920  million  over  three  years, 
the  proposal  would  roll  back  and  freeze  limits 
on  prevailing  fees  for  inpatient  services; 
mandate  assignment  of  inpatient  claims;  and 
remove  hospital  staff  privileges  of  physicians 
who  refuse  assignment. 

In  the  Senate,  physician  fee  debates  will 
revolve  around  two  different  proposals--a 
reconciliation  measure  that  could  go  to  the 
floor  at  any  time  and  a deficit  reduction  plan 
being  drafted  in  the  Senate  Finance  Com- 
mittee. 

The  reconciliation  measure  would  freeze 
prevailing  fee  limits  until  July  1,  1984  and 
would  apply  to  outpatient  as  well  as  inpatient 
care.  The  more  extensive  deficit  trimming 
proposal  would  continue  the  temporary  freeze 
for  another  two  years  for  physicians  that  don’t 

(Continued  on  page  10A) 
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"We  suggest  you 
raise  your  fees 
for  office  calls 
from  $2  to  $3.” 


That  was  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  specialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

8420  W.  Dodge  Road 
Tower  Plaza,  S.  305 
Omaha,  Nebraska  68114 
402/397-5462 
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ORGANIZATIONS,  STATE==_ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D . Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  WTall,  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
John  D.  Griffiths,  M.D.,  President 
8601  W.  Dodge  Rd.,  #210,  Omaha  68114 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D 

201  Ridge  St.,  #311,  Council  Bluff,  IA  51501 
Nebraska  Allergy  Society 

Roger  H Kobayashi,  M.D.,  President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M D , President 
Brvan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K Don  Arrasmith,  M.D  , Secretary-Treasurer 
Mrs.  Phyllis  G Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  Wr.  Smith,  M I).,  President 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B Perry,  R.N.,  Ph.D.,  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M D , Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P Marshall,  Pharm.D  , R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D  , President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A 
P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A Haggstrom,  M.D  , President 

Children's  Memorial  Hospital,  8303  Dodge  St.,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D  , President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M I).,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D.,  President 

120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D.,  Secretary  Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St..  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F Damico,  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #2 10- A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E Andrews,  M I)  , Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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Dista  Products  Company 
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Indianapolis,  Indiana  46285 
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Carolina,  Puerto  Rico  00630 


000023 


WashingtoNotes 

(Continued  from  page  7 A) 

accept  assignment  of  all  claims.  When  added 
to  the  $1.6  billion  savings  from  the  temporary 
freeze,  the  new  plan  would  save  $5.4  billion 
over  the  next  four  years. 

The  four  year,  $150  billion  deficit  reduction 
plan  is  the  brain  child  of  Finance  chairman 
Sen.  Robert  Dole  (R-KS).  Dole  pushed  hard 
for  its  enactment  in  the  last  days  of  the  session 
but  was  able  in  the  end  only  to  win  agreement 
to  have  the  staff  draft  a bill  incorporating  the 
major  elements  of  his  proposal  as  modified  to 
suit  other  members.  The  carefully-crafted 
tentative  compromise  could  unravel  when  talks 
resume  in  February  because  Sen.  William 
Roth  is  threatening  to  offer  an  alternative  more 
acceptible  to  the  Reagan  administration. 

Other  provisions  in  the  tentative  committee 
agreement  include  a fee  schedule  for  clinical 
labs,  restructuring  of  Medicare  cost-sharing 
requirements,  lowering  the  rate  of  increase 
that  will  be  permitted  in  Medicare  payments  to 
hospitals,  increasing  Medicare  Part  B pre- 
miums and  extending  current  reductions  in 
federal  payments  to  Medicare. 

Federal  Panel  Says  Abandon  UCR 

A federal  advisory  panel  assigned  to  look  at 
Medicare’s  financial  problems  is  recommend- 
ing that  Medicare  abandon  physician  payment 
methods  in  effect  since  the  program’s  in- 
ception and  move  to  regionally-  adjusted  fee 
schedules. 

Since  the  panel  is  also  suggesting  that 
physicians  be  required  to  take  all  Medicare 
claims  on  assignment  or  no  claims  on  assign- 
ment, the  physician  would  either  have  to 
accept  the  Medicare  fee  schedule  as  payment 
in  full  for  all  his  patients  or  he  would  have  to 
bill  all  patients  directly. 

Officially  known  as  the  Social  Security 
Advisory  Council,  the  panel  chaired  by  former 
Indiana  Gov.  Otis  Bowen,  MD,  ordinarily 
would  have  looked  at  the  entire  Social  Security 
program.  Instead,  this  year  it  was  instructed  to 
concentrate  on  Medicare  and  the  impending 
bankruptcy  of  the  program’s  hospital  trust 
fund.  Its  final  recommendations  adopted  in 
early  November  are  intended  to  generate 
(Continued  on  page  26) 
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BRIEF  SUMMARY 

PROCARDIA  (mtedipine-  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina  PROCARDIA  (mfedipinei  is  indicated  for  the 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1)  classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ol  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed , e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II.  Chronic  Stable  Angina  {Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  ol  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient's  condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  trequency.  du 
ration  or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS  General  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  caretul  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  I 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  lailure.  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  I See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adjust- 
ing , and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  m rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  |0int  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis,  pruritus  urticaria  le- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  trom  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase. CPK,  LDH  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  mtedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 
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ufacturers original  container 
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Quotes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an  j 
angina  patient. 

While  this  patient  's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree 


for  the  varied  faces  of  angina 
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PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 
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' 'My  doctor  switched  me  to 
PROCAR  DI A M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 


7 shop,  cook  and  can  plant 
flowers  again." 


"/  have  been  able  to  do  volunteer 
work  , .and  feel  needed  and  useful 
once  again." 


" My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 
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Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
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ty? Are  supply  and  equipment  problems  getting  you  down? 

Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities. 


You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques,  and,  if 
qualified,  to  specialize 

These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we  ll  answer  all  of  your  questions  without 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


Detection  of  Colorectal  Carcinoma 


Buckley  and  Christensen,  in  their  article  in 
this  issue  of  the  Nebraska  Medical  Journal, 
emphasize  the  advantages  of  the  flexible 
sigmoidoscope  and  Hemoccult  test  for  the 
screening  and  early  detection  of  colorectal 
carcinoma.1  They  correctly  state  that  double 
contrast  barium  enema  and  colonoscopy  are 
not  cost  effective  screening  methods  for 
colorectal  neoplasms  in  the  general  population. 
However,  they  do  not  emphasize  that  these 
two  techniques  do  have  value  in  screening  high 
risk  groups  for  colorectal  carcinoma  and  for 
the  diagnosis  of  proximal  colon  neoplasms. 
High  risk  groups  for  developing  colorectal 
carcinoma  include  patients  over  40  years  of 
age,  individuals  with  ulcerative  colitis,  patients 
with  female  genital  cancer,  prior  colon  cancer 
or  adenoma,  and  those  individuals  with  in- 
herited preeancerous  conditions  such  as 
familial  polyposis  coli  or  family  cancer  syn- 
drome.'25 The  fecal  occult  blood  test  is  of 
greatest  value  in  asymptomatic  patients,  but  is 
not  as  useful  in  patients  prone  to  bleeding 
associated  with  such  high  risk  conditions  as 
ulcerative  colitis  or  one  of  the  polyposis 
syndromes.23  Double  contrast  barium  enema 
and/or  colonoscopy  should  assume  dominant 
roles  in  screening  for  these  high  risk  patients. 
The  techniques  are  complimentary  and  their 
combined  diagnostic  accuracy  is  greater  than 
either  technique  alone.6'8  The  authors’  mes- 
sage stressing  the  increasing  number  of 
proximal  colon  cancers  in  our  population  is  an 
important  one  and  should  further  stimulate 
radiologists  to  assume  increased  responsibility 


ROGER  K.  HARNED,  M.D. 
Department  of  Radiology 
UNMC 


for  the  diagnosis  of  these  tumors  and  for  the 
screening  of  colorectal  neoplasms  in  the  high 
risk  group  of  patients. 
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ORIGINAL  ARTICLES 


Preliminary  Experiences  with 

Chemonucleolysis  at  the 

University  of  Nebraska  Medical  Center 


THE  North  Central  United  States 
has  consistently  challenged  the 
Western  United  States  for  world 
supremacy  in  the  number  of  laminectomies 
per  population.  The  annual  rate  of  eighty-four 
laminectomies  per  100,000  population  in  this 
region  is  eight  times  higher  than  that  in  the 
United  Kingdom  and  four  times  the  rate  in 
Australia,  two  other  medically  advanced  areas.2 
The  social  implications  of  laminectomy,  which 
often  increases  disability,  even  after  tech- 
nically excellent  results,  has  been  commented 
on  previously  in  this  Journal  (Nebraska 
Medical  Journal,  June  1983).  Because  of 
longstanding  dissatisfaction  with  our  lami- 
nectomy results,  we  were  pleased  in  1982  to 
participate  in  a double-blind  study  of  chemo- 
nucleolysis sponsored  by  Travenol  Labora- 
tories. This  involved  the  injection  of  an  active 
substance,  Disease  (chymopapain  + CEI)  or  a 
placebo,  CEI  (Cysteine,  Disodium  Edetate 
and  Iothalamate,  i.e.,  Disease  without  the 
chymopapain).  The  use  of  chymopapain  has 
been  based  on  its  ability  to  dissolve  the 
glycoprotein  of  the  nucleus  pulposus,  thereby 
shrinking  the  disc  chemically  and  avoiding  the 
need  for  operation.  Despite  many  thousands  of 
intradiscal  chymopapain  injections  since  its 
first  clinical  application  by  Smith  in  1963,3  for 
a number  of  technical  reasons,  the  efficacy  of 
chemonucleolysis  has  only  recently  been  of- 
ficially accepted. 

Materials  and  Methods: 

In  this  present  investigation,  only  patients 
who  would  be  considered  prime  candidates  for 
operative  discectomy  could  be  included.  These 
individuals  were  all  accepted  after  they  had 
been  symptomatic  with  sciatica  for  at  least  six 
weeks  and  had  been  treated  by  adequate 
nonoperative  management  which  included  at 
least  two  weeks  of  bedrest.  Their  neurologic 
findings  had  to  be  consistent  with  disc  disease 
and  the  diagnosis  had  to  be  confirmed  by 
myelogram  and/or  CAT  scan.  Most  recently 
we  have  relied  entirely  on  the  CT  scan  which 
has  been  quite  diagnostic  (Figure  1). 
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The  indications  and  contraindications  for  our 
study  are  summarized  in  Tables  1A,  B,  and  C. 
When  the  patients  met  these  indications  and 
gave  us  their  informed  consent,  they  were  then 
scheduled  for  injection.  This  was  done  using  a 
local  anesthetic  with  the  patient  sedated  but 

TABLE  1A 

INDICATIONS 

6-8  Weeks  of  Nerve  Symptoms 
2 Weeks  Bed  Rest 
Leg  Pain  Predominant 
+ Straight  Leg  Raising 
Failure  to  Respond  to  Caudal  Cortisone 
+ Myelogram  and/or  CAT  Scan 

TABLE  IB 

CONTRAINDICATIONS 
Major,  Rapidly  Progressing  Weakness 
Sphincter  Disturbance 
Stenosis 
Pregnancy 
Allergy 

Prior  Injection 

TABLE  1C 

RELATIVE  CONTRAINDICATIONS 
Previous  Surgery  at  Same  Level 
Workmen’s  Compensation  or  Litigation 
Diabetes 
Gross  Deformity 
Normal  Discogram 
Infection 

Increased  Sedimentaton  Rate  in  Women 
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Figure  1 


CT  scan  of  a large,  centrally  protruded  disc  at  the  L4-5  interspace. 


awake  and  closely  monitored  by  an  anes- 
thesiologist. Two  plane,  image-intensified 
fluoroscopy  was  essential  to  insure  proper 
needle  placement.  The  involved  disc  was 
approached  from  a lateral  direction  with  a long 
spinal  needle.  A discogram  was  then  per- 
formed to  insure  proper  needle  placement 
(Figure  2).  Although  epidural  leakage  of  the 
agents  would  not  be  harmful,  intrathecal 
injection  of  chymopapain  has  been  shown  to  be 
extremely  toxic.  Also,  injury  to  the  nerve  root 
should  be  avoided.  Consequently,  the  coopera- 
tion of  an  awake  patient  was  most  helpful  in 
assisting  needle  placement. 


Fifteen  minutes  after  the  discogram  was 
completed,  a pharmacist  brought  the  agent, 
either  Disease  or  CEI,  to  be  injected  by  a 
physician  (usually  the  anesthesiologist)  other 
than  the  orthopaedic  surgeon.  Subsequent  to 
the  injection  the  patient  was  monitored  closely 
for  any  signs  or  symptoms  suggesting  an 
impending  anaphylaxis.  Eight  deaths  have 
been  reported  from  anaphylaxis,  the  major 
complication  of  the  technique,  amounting  to  a 
mortality  rate  of  .03%.  This,  however,  com- 
pares with  an  anticipated  surgical  mortality  of 
0.17%  and,  from  this  perspective,  chemo- 


Figure  2 

Discogram  is  done  to  insure  proper  needle  place- 
ment. It  shows  typical  leakage  of  the  dye  through  the 
herniated  disc  posteriorly. 
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nucleolysis  is  at  least  five  times  safer  than 
surgery.1 

Results: 

The  results  from  our  double  blind  series  at 
the  University  of  Nebraska  Medical  Center  are 
similar  to  those  reported  nationally  as  il- 
lustrated in  Tables  2A  and  B.  Of  the  eleven 
patients  we  have  followed  for  the  full  six 
months  of  this  study,  eighty  percent  who 
received  the  chymopapain  achieved  a good 
response.  Only  one  patient  who  received  the 
active  agent  was  classified  as  a failure.  He 
ultimately  required  disc  removal  four  months 
after  the  injection.  One  patient  who  received 
the  placebo  developed  increasing  neurologic 
deficit  and  required  laminectomy  two  weeks 
past  injection.  He  was  found  at  that  time  to 
have  herniated  the  disc  material  into  the  axilla 
of  the  nerve  root.  A major  difference  in  our 
Nebraska  study  has  been  the  much  lower 
response  to  the  placebo.  We  feel  this  is  due  to 
the  fact  that  we  have  selected  patients 
carefully  and  eliminated  a good  number  of  the 
seventy  percent  of  patients  with  disc  disease 
who  will  recover  spontaneously. 

TABLE  2A 

UNMC  — DOUBLE  BLIND  STUDY  — 1982 
IMPROVEMENT 

Disease  CEI 

Marked  Improvement 4 1 

Slight 0 1 

None 1 4* 

*One  patient  progressed  neurologically  and  underwent 
laminectomy  2 weeks  post-injection. 


TABLE  2B 

SUCCESS  RATES 


Study 

Disease 

CEI 

U.S.  Un-Blinded 

71% 

European  Un-Blinded 

80% 

U.S.  Double-Blinded 

77% 

57% 

UNMC  Double-Blinded 

80% 

25% 

The  most  consistent 

response  from 

the 

chymopapain  injection  has  been  prompt  relief 
of  the  patient’s  leg  pain  or  sciatica.  (Figure  3) 
In  contrast,  the  back  pain  or  the  discogenic 
pain  can  persist  or  even  worsen  sometimes  for 
three  to  six  weeks.  Most  patients,  however,  can 


Figure  3A 

Patients  who  respond  most  promptly  to  the 
chymopapain  injection  are  those  with  the  most 
severe  sciatica.  This  patient  was  extremely  disabled 
with  a pronounced  sciatic  list  prior  to  injection. 


Figure  3B 

Her  sciatica  remitted  within  a day  following  the 
injection  and  her  list  corrected  within  two  weeks,  as 
shown  in  this  follow-up  photograph. 
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get  back  to  light  work  by  four  weeks  after 
injection  and  heavy  work  by  six  to  eight  weeks. 

The  prompt  relief  of  leg  pain,  which  is 
evident  in  the  first  few  hours  after  injection, 
provides  some  indirect  indication  that  chymo- 
papain may  actually  inhibit  a chemical  irrita- 
tion of  the  root  from  the  disc.  A good  deal  of 
further  investigation  is  needed  about  the 
physiologic,  as  well  as  the  decompressive 
effects  of  chemonucleolysis.  However,  there 
can  no  longer  be  reasonable  question  that  the 
techniques  does  benefit  properly  selected 
patients.  In  light  of  this,  the  Federal  Drug 
Administration  has  released  the  agent  for 
hospital  controlled  usage  by  surgeons  trained 


in  the  method.  In  contrast  to  a fair  percentage 
of  laminectomies,  carefully  performed  chemo- 
nucleolysis should  not  increase  the  patient’s 
disability.  It  should  allow  us  once  again  to  obey 
our  most  important  dictum,  “primum  non 
nocere”. 
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The  Changing  Anatomic  Distribution 
of  Adenocarcinoma  of  the  Colon 
and  Rectum  1955-1980 


Traditionally,  it  has  been 

stated  that  the  diagnosis  of  up 
to  50  percent  of  colorectal 
cancer  was  achievable  by  digital  rectal  exami- 
nation, and  up  to  75  percent  of  cancers  could 
be  diagnosed  with  the  addition  of  rigid 
sigmoidoscopy.1  This  concept  of  75  percent  of 
cancers  being  within  range  of  the  rigid 
proctoscope  has  been  challenged  in  recent 
years.  While  the  incidence  of  adenocarcinoma 
of  the  colon  has  changed  very  little,  several 
recent  studies  have  identified  a change  in  the 
anatomic  distribution.212  A relatively  greater 
proportion  of  right-sided  lesions  is  being  seen 
with  a lesser  proportion  of  rectal  cancers.  If 
this  trend  is  also  present  in  our  area,  screening 
methods  for  the  early  detection  of  colorectal 
cancer  must  be  altered  to  identify  the  greater 
percentage  of  tumors  out  of  range  of  the 
traditional  exam.  This  study  was  undertaken 
specifically  to  examine  our  geographic  area  for 
a change  in  the  anatomic  distribution  of 
adenocarcinoma  of  the  colon  and  rectum  over 
the  last  25  years. 

Methods 

The  Tumor  Registries  at  the  University  of 
Nebraska  Medical  Center  and  the  Nebraska 
Methodist  Hospital  were  examined,  and  2,425 
consecutive  cases  of  adenocarcinoma  of  the 
colon  and  rectum  presenting  from  1955  to 
1980  were  selected  retrospectively  to  deter- 
mine the  exact  location  of  the  primary  tumor. 
Cases  were  grouped  into  ascending,  trans- 
verse, descending,  sigmoid,  rectosigmoid  colon, 
and  rectum.  Ascending  colon  tumors  were 
defined  as  those  arising  in  the  appendix, 
cecum,  ascending  colon,  and  hepatic  flexure. 
Tumors  of  the  splenic  flexure  were  included 
with  those  in  the  descending  colon.  The  cutoff 
separating  the  rectum  from  the  sigmoid  colon 
was  15  centimeters.  Fifty-two  cases  were 
excluded  for  lack  of  precise  histology  or 
anatomic  location  of  the  tumor.  The  cases  were 
then  divided  into  five-year  intervals.  For  each 
interval,  the  absolute  number  of  cases  in- 
volving each  site  was  determined  and  the 
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percentage  of  the  total  calculated.  Results 
were  analyzed  for  statistical  significance  by  the 
chi  square  test. 

Results 

During  this  twenty-five  year  period,  2,373 
cases  of  adenocarcinoma  of  the  colon  and 
rectum  were  identified.  The  absolute  number 
of  cases  involving  each  anatomic  site  along 
with  the  respective  percentage  during  each 
interval  is  shown  in  Table  1.  The  proportion  of 
ascending  colon  tumors  demonstrates  a sig- 
nificantly increasing  trend  (p  < 0.001),  from  15 
percent  in  the  1955-1960  interval  to  26 
percent  in  the  most  recent  interval.  The 
proportion  of  rectal  tumors  demonstrates  a 
significantly  decreasing  trend  (p  < 0.0001), 
from  40  percent  to  22  percent  in  the  same 
respective  intervals.  This  is  illustrated  graph- 
ically in  Figure  1.  The  transverse,  descending, 
and  sigmoid  colon  tumors  show  no  significant 
change  in  their  relative  proportions.  The  total 
percentage  of  tumors  in  the  sigmoid  colon, 
rectosigmoid  colon,  and  rectum  declined  from 
71  percent  in  the  1955-1960  interval  to  57 
percent  in  the  interval  1976-1980. 

Table  1 

Distribution  of  Colorectal  Adenocarcinoma 
Absolute  No.  (Interval  %) 

Anatomic  Site  1955-60  1961-65  1966-70  1971-76  1976-80 

Colon 

Ascending 35  (15)  36  (18)  90  (20)  139  (22)  221  (26) 

Transverse  ....  13  ( 6)  15  ( 8)  43  (10)  68  (11)  73  ( 9) 

Descending.  ...19  ( 8)  15  ( 8)  13  ( 3)  45  ( 7)  65  ( 8) 

Sigmoid 55  (24)  47  (24)  114  (25)  174  (27)  207  (24) 

Rectosigmoid  . 17  ( 7)  21  (11)  72  (16)  81  (12)  97  (11) 

Rectum 92  (40)  64  (32)  122  (27)  138  (21)  182  (22) 

Discussion 

This  study  was  undertaken  to  test  the 
traditional  concepts  regarding  the  anatomic 
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distribution  of  adenocarcinoma  of  the  colon. 
Classic  studies  from  the  1940’s  taught  that 
nearly  50  percent  of  all  cancers  of  the  large 
bowel  were  within  reach  of  the  digital  exam 
and  75  percent  to  be  within  the  range  of  the 
proctoscope.13  Recent  work  has  implied  that  a 
change  in  distribution  has  taken  place.  Our 
study  shows  an  increase  in  adenocarcinoma  of 
the  right  colon  from  15  percent  to  26  percent, 
and  a decrease  in  rectal  cancer  from  40 
percent  to  22  percent  over  a 25  year  span. 
These  findings  are  comparable  with  recent 
studies.  The  implications  directly  affect  our 
everyday  screening  of  asymptomatic  patients 
for  colon  and  rectal  cancer. 

Figure  1 

Change  in  Relative  Proportion  of  Ascending 
Colon  and  Rectal  Cancers,  1955-1980. 


Interval 

The  reason  for  this  change  is  no  clearer  than 
for  the  cause  of  colon  cancer  itself.  It  does  not 
appear  that  the  earlier  recognition  of  more 
proximal  lesions  is  the  cause  of  this  change. 
Other  studies  have  shown  that  the  Dukes’ 
staging  of  cecal  tumors  over  a 25-year  period 
has  not  shown  a trend  toward  earlier  lesions.14 
And,  since  the  end  stage  of  the  untreated 
disease  is  death,  it  is  unlikely  that  proximal 
cancers  went  undetected. 

The  routine  use  of  the  proctoscope  exam  as 
part  of  the  complete  physical  exam  and  the 


removal  of  premalignant  growths  may  in  large 
part  effect  this  change.  Viewing  our  data 
retrospectively,  we  can  not  confirm  this. 
However,  Dr.  Victor  A.  Gilbertson  followed  a 
group  of  patients  who  underwent  regular 
proctoscopic  exams  and  polypectomies  at  a 
cancer  detection  clinic.15  He  found  the  in- 
cidence of  rectal  cancer  to  be  only  15  percent 
of  the  anticipated  rate.  Additionally,  the  ones 
detected  were  all  at  an  early  stage. 

Subtle  dietary  changes  may  be  at  work. 
Combining  the  theories  of  carcinogenosis  and 
the  physiology  of  the  large  bowel  may  help  to 
explain  the  change.  Burkett’s  theory  implying 
an  inverse  relationship  between  dietary  fiber 
and  the  incidence  of  colon  cancer  is  well 
known.  Potential  carcinogens  such  as  bile 
acids,  nitrates,  refined  carbohydrates,  and  high 
fat  diets  may  also  play  a role.  Physiologic  flow 
studies  of  colonic  contents  indicate  that  both 
the  right  colon  and  the  distal  colon  function  as 
reservoirs.16  As  the  amount  of  dietary  fiber  is 
gradually  dropped  over  the  years,  it  may  be 
that  now  the  right  colon  is  exposed  to  a more 
concentrated  collection  of  carcinogens  and  for 
a longer  time  than  before,  leading  to  more 
right-sided  colon  cancers.  Conversely,  the 
transverse  and  descending  colon,  in  which 
colonic  contents  are  not  stored  but  pass 
through  quickly  have  shown  no  change  in  the 
proportion  of  cancer  over  the  same  time 
interval. 

This  trend  does  have  implications  for 
current  methods  of  early  cancer  detection. 
Traditional  methods,  including  digital  rectal 
exam  and  rigid  sigmoidoscopy,  are  becoming 
more  limited  as  the  proportion  of  tumors  move 
from  their  range.  Dr.  Santhat  Nivatvongs  has 
shown  that  the  average  length  of  colon 
visualized  by  the  rigid  examination  is  20 
centimeters.17  During  the  last  decade,  this 
method  of  screening  would  have  revealed  only 
33  percent  of  the  cancers  present.  In  recent 
prospective  trials  comparing  rigid  to  flexible 
fiberoptic  sigmoidoscopy,  the  amount  of  in- 
formation yielded,  time,  patient  acceptance, 
and  amount  of  colon  visualized  clearly  demon- 
strated the  superiority  of  the  flexible  fiberoptic 
sigmoidoscope.1819  The  yield  of  polyps  and 
cancer  was  3.2  times  greater  with  the  flexible 
instrument.  During  our  latest  interval  from 
1976  to  1980,  the  use  of  the  flexible  fiberoptic 
sigmoidoscope  would  have  revealed  57  percent 
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of  the  total  tumors  or  an  increase  of  24  percent 
over  the  rigid  proctoscope.  As  Gordon  has 
pointed  out  by  extrapolating  on  Gilbertson’s 
data  from  the  proctoscope,  we  should  be  able 
to  effect  a significant  decrease  in  left  sided 
lesions.14  Screening  for  cancer  above  the 
sigmoid  colon  could  be  performed  by  double 
contrast  barium  enema  or  colonoscopy  but  not 
in  a cost  effective  manner.  Periodically  check- 
ing the  stool  for  occult  blood  presently  is  the 
most  effective  manner.  The  on-going  Hemoc- 
cult screening  trial  at  the  University  of  Minne- 
sota hopefully  will  confirm  this.20 

The  proctoscopic  exam  is  an  integral  part  of 
the  screening  tests  for  colorectal  cancer.  But,  if 
available  and  at  a reasonable  cost  to  the 
patient,  the  flexible  sigmoidoscope  appears  to 
offer  significant  advantages  to  the  patient  over 
the  proctoscopic  exam  and  should  be  sub- 
stituted for  it.  The  examination  of  the  stool  for 
occult  blood  is  inexpensive  and  easy.  And, 
hopefully,  on-going  trials  will  confirm  its 
expected  usefulness. 

Only  by  adapting  methods  of  screening  to 
changes  in  cancer  presentation  in  combination 
with  diligent  surveillance  can  colorectal  cancer 
be  detected  at  an  earlier  stage  and  survival, 
which  has  changed  little  over  the  last  25  years, 
be  expected  to  improve. 

Summary 

Retrospectively,  the  anatomic  distribution 
of  primary  adenocarcinoma  of  the  colon  and 
rectum  was  studied.  From  1955  until  1980, 
precise  histologic  diagnosis  and  location  was 
documented  in  2,373  cases  from  both  the 
University  of  Nebraska  Medical  Center  and 
the  Nebraska  Methodist  Hospital.  The  pro- 
portion of  right  colon  adenocarcinoma  signifi- 
cantly increased  (p  < 0.001)  from  15  percent 
in  1955  to  26  percent  in  1980,  while  the 
proportion  of  rectal  adenocarcinoma  signi- 
ficantly decreased  (p  < 0.0001)  during  the 
same  period.  Implications  on  screening  for 
early  cancer  detection  are  discussed. 

We  would  like  to  acknowledge  the  help 
provided  by  Santhat  Nivatvongs,  M.D.  in 
reviewing  this  manuscript  and  to  Kashinath 
Patil,  Ph.D.,  for  helping  with  the  statistical 
analysis  of  the  data. 
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The  Mentally  Disordered 
Sex  Offender  in  Nebraska 
A Treatment  Option 


A PERSON  who  exhibits  deviant 
sexual  behavior  rarely  seeks 
treatment  through  the  family 
physician.  More  commonly,  the  spouse  or 
family  member  asks  the  physician’s  advise 
about  what  to  do.  During  a routine  examina- 
tion, a woman  may  mention  to  a physician  her 
concerns  about  her  husband  who  cross  dresses. 
A parent  may  ask  what  help  is  available  for  an 
18  year  old  son  who  exhibits  himself  in  public. 
A family  may  be  in  crisis  because  the  son-in- 
law  was  arrested  for  sexually  assaulting  a 
woman  in  a laundromat.  How  does  one 
diagnose  deviant  sexual  behavior  (paraphilia)? 
What,  if  any,  treatment  is  available?  Some 
physicians  may  know  no  more  about  these 
disorders  than  what  one  may  read  in  a 
newspaper.  For  example,  Dennis  Sell  from 
Lexington,  Nebraska,  who  raped  and  mur- 
dered several  women,  was  frequently  men- 
tioned in  the  newspapers  as  a person  once  held 
at  the  Lincoln  Regional  Center  as  a treatable 
Mentally  Disordered  Sex  Offender.  He  is  now 
incarcerated  at  the  State  Penetentiary. 

Some  Courts  in  Nebraska  have  turned  to  the 
general  physician  for  advice  about  the  medical 
treatment  of  the  sex  offender.  This  is  es- 
pecially true  in  at  least  7 of  the  22  Juris- 
dictions (Districts  1,5,7,8,14,16,  and  19)  where 
there  are  no  psychiatrists.  To  better  inform  the 
practitioner  who  may  be  asked  to  provide  an 
opinion,  the  evaluation,  diagnosis  and  treat- 
ment of  the  sexual  deviant  is  discussed  in  this 
paper  from  a Nebraska  perspective.  In  addi- 
tion, an  alternative,  yet  experimental  medical 
treatment  method  is  presented. 

Individuals  with  deviant  sexual  behavior  can 
be  public  nuisances  and  in  some  instances,  like 
Sell,  dangerous.  They  are  often  both  legal  and 
medical  problems.  Compulsive  deviant  sexual 
behavior  is  a recognized  form  of  mental  illness. 
The  voyeur,  “Peeping  Tom”,  exhibitionist, 
frotteur  or  toucher’,  are  generally  not  dan- 
gerous to  others.  Yet  these  types  of  deviants 
can  be  a nuisance  by  annoying  others  by 
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repeatedly  seeking  victims  for  the  expression 
of  their  perversion.  Rapists,  pedophiles,  or 
sadists,  on  the  other  hand,  are  dangerous  since 
they  can  and  often  do  physically  assault  their 
victims.  In  Nebraska,  rapists  are  seen  as  so 
threatening  that  they  can  be  denied  bail  and 
held  in  jail  to  protect  the  public  before  they  are 
brought  to  trial. 

Nebraska  as  well  as  other  states,  as  reflected 
through  its  Legislature  and  the  enactment  of 
various  laws,  is  concerned  with  what  to  do  with 
the  sexual  offender.  Nebraska  Statute  29-2911 
(1979),  titled  the  Mentally  Disordered  Sex 
Offender  Law,  directs  Nebraska  courts  to 
identify  and  treat  differently  those  individuals 
who  are  found  to  have  a mental  disorder  that 
results  in  the  repeated  commission  of  sexual 
offenses.  Under  the  statute,  after  being  con- 
victed of  an  offense  and  prior  to  sentencing, 
the  Judge  may  request  a psychiatric  examina- 
tion to  answer  the  following  questions: 

1)  Does  the  defendant  have  a mental 
disorder?  2)  As  a result  of  the  Mental  Disorder, 
does  the  person  also  demonstrate  a proneness 
or  propensity  to  commit  repeated  sexual 
offenses?  3)  The  statute  further  asks  the 
examiner  to  determine  if  the  mental  illness  is 
treatable  and  whether  treatment  for  the 
disorder  is  available  in  Nebraska. 

Who  is  a Sexual  Deviant? 

The  new  Diagnostic  and  Statistical  Manual 
of  Psychiatric  Disorders  (DSM  III- 1 980)  clas- 
sifies the  sexual  perversions  or  deviations  as 
“Paraphilias”.  It  defines  paraphilias  as  unusual 
or  bizarre  imagery  or  acts  necessary  for  sexual 
excitement.  It  emphasizes  that  the  individual 
has  an  involuntary  repetitive,  insistent  drive  to 
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perform  unusual  or  bizarre  sex  acts  usually 
with  nonconsenting  partners  or  upon  himself. 
The  types  of  paraphilias  include: 

302.81  FETISHISM 
302.30  TRANSVESTISM 
302.10  ZOOPHILIA 
302.20  PEDOPHILIA 

HOMOSEXUAL 

HETEROSEXUAL 

BISEXUAL 

302.40  EXHIBITIONISM 

302.82  VOYEURISM 

302.83  SEXUAL  MASOCHISM 

302.84  SEXUAL  SADISM 
302.89  ATYPICAL  PARAPHILIA 


Disorders  Not  Specifically  Classified 
INCEST— 1.  ATYPICAL  PARAPHILIA 

2.  PARENT  CHILD  PROBLEM 

3.  PSYCHOSEXUAL  DISORDER 
NOT  ELSEWHERE 
CLASSIFIED 


RAPE  — 1.  SEXUAL  SADISM 

(INFLICT  PAIN  FOR 
SEXUAL  AROUSAL) 

2.  ANTISOCIAL  ACT 
(DISPLACED  HOSTILITY) 

3.  DEPENDENT 
PERSONALITY 
(DOMINANCE  OVER 
WOMEN) 


Polymorphous  perverse  sexuality,  a type  of 
behavior  more  typical  of  the  criminal  or 
antisocial  individual,  can  be  confused  with  the 
diagnostic  category  Paraphilias.  The  criminal 
person  has  no  regard  or  concern  for  the  rights 
or  feelings  of  other  people  and  is  so  self- 
centered  that  he  exploits  anyone  around,  i.e.,  a 
child,  male  or  female  adult,  or  old  person.  The 
exploitation  may  be  to  satisfy  his  sexual 
desires.  Unlike  the  sexual  deviant,  he  does  not 
experience  remorse  or  guilt  from  his  acts. 

Deviant  behavior  often  follows  a repetitive, 
even  stereotypic  pattern.  The  person  develops 
a sexual  desire,  becomes  aroused,  and  seeks 
sexual  expression  through  and  associated  with 
committing  a deviant  sexual  act.  The  fantasies 
associated  with  the  threat  and  excitement 
involved  in  committing  a forbidden,  often 
risky,  deviant  activity  seems  to  be  a major 
component  of  the  perverse  behavior  pattern. 
The  forbidden  act  is  usually  associated  with 
intense  fantasy.  Once  the  individual  has 
committed  the  deviant  act,  he  often  feels 
remorseful,  guilty  and  depressed.  The  guilt, 
remorse  and  depression  inevitably  leads  to 
lowered  self  esteem.  A debate  occurs  within 
the  person  whether  or  not  to  repeat  the  act; 
and  as  a consequence  of  obsessive  thoughts 
and  attempts  to  control  those  thoughts  about 
repeating  the  act,  he  repeats  the  deviant 
behavior. 


The  paraphilias  need  to  be  differentiated 
from  other  causes  of  deviant  sexual  behavior. 
One  might  consider  the  following  diagnostic 
categories  as  a part  of  ones  differential: 

Differential  Diagnoses 

DEVIANT  SEXUAL  BEHAVIOR: 

1.  ORGANIC  DEMENTIA 

A.  DRUG  INDUCED,  IE.,  ALCOHOL 

B.  SENILE  OR  PRESENILE  TYPE 

C.  MENTAL  RETARDATION 

2.  SCHIZOPHRENIA,  MANIC- 
DEPRESSIVE  DISORDERS 

3.  COMPULSIVE  NEUROTIC 

4.  POLYMORPHUS  PERVERSE 
SEXUALITY 

A.  BORDERLINE,  INFANTILE  OR 
NARCISSISTIC  PERSONALITY 
DISORDER 

B.  ANTISOCIAL  PERSONALITY 
DISORDER 


Pattern  of  Compulsive  Neurotic 
Deviant  Sexuality 

1.  SEXUAL  DESIRE  DEVELOPS 

2.  SEXUAL  DESIRE  ASSOCIATED  WITH 
IMAGERY  OF  DEVIANT  SEXUAL 
ACTIVITY. 

3.  MAY  BE  ASSOCIATED  WITH 
PHYSIOLOGICAL  RESPONSE  — 

A.  INCREASED  HEART  RATE 

B.  HYPERALERT,  KEYED  UP,  “RUSH” 

C.  GENITAL  RESPONSE 

4.  MENTAL  CONFLICT:  ANXIETY  AND 
OR  DEBATE  ABOUT  COMMITTING 
DEVIANT  ACT.  ATTEMPTS  TO  STOP 
SELF 

5.  EXCITEMENT  FROM  RISK  TAKING 
INVOLVED  IN  COMMITTING  THE  ACT 

6.  SOCIALLY  ACCEPTABLE  METHODS 
OF  SEXUAL  EXPRESSION  NOT  SAT- 
ISFYING. 

7.  ORGASM  NOT  NECESSARY 
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8.  GUILT,  REMORSE,  SELF  RECRIMI- 
NATION NOT  TO  REPEAT  THE  ACT  — 
DEPRESSION 

Treatment: 

Medical  psychiatric  treatment  of  the  sexual 
deviant  includes  the  use  of  investigative  and 
expressive  types  of  psychotherapy.  This  form 
of  treatment  helps  the  person  develop  insight 
into  the  compulsive  and  ritualistic  components 
of  his  deviant  behavior.  The  therapy  aids  the 
person  in  identifying  what  conflicts  trigger  his 
deviant  behavior  and  how  he  might  resolve 
those  conflicts  in  an  appropriate  manner.  The 
etiological  basis  of  the  compulsive  need  to 
repeat  and  commit  the  deviant  behavior  is 
explored  through  therapy  and  precipitating 
factors  determined.  The  patient  can  become 
aware  of  a pattern  to  his  behavior  and  gain 
some  control  through  treatment. 

Psychotherapy  can  help  identify  various 
precipitating  factors,  including:  as  described 
by  Freund1'2  and  McGuire,3  a sense  of 
inadequacy,  a common  feeling  of  impotence, 
lack  of  assertiveness,  or  as  Karpman4  notes, 
anger  toward  women.  The  risk  taking  or  thrill 
aspect  of  the  behavior11'6'7  and  the  predominant 
fantasized  pleasure  versus  actual  pleasure 
experienced,4  are  also  significant  factors  recog- 
nized by  patients  during  therapy  as  causes  of 
deviant  behavior.  In  addition,  psychotherapy 
can  be  used  as  an  effective  method  of 
increasing  levels  of  anxiety  within  the  patient. 
The  anxiety  evoked  about  the  deviant  activity 
can  sometimes  be  used  to  constructively 
mobilize  the  patient’s  super  ego  allowing  him 
to  alter  or  control  his  deviant  behavior.7 

Behavioristic  forms  of  psychotherapy  are 
also  used  in  treating  the  sexual  deviant.  Most 
psychotherapeutic  approaches  using  behavior 
modification  are  designed  to  help  the  deviant 
patient  inhibit  (extinguish)  the  undesirable 
behavior  (the  deviant  act)  and  reward  ap- 
propriate sexual  behavior  i.e.,  sexual  inter- 
course with  a spouse.  Both  behavior  modifica- 
tion and  more  traditional  psychotherapy  are 
successful  methods  when  used  in  treating 
certain  types  of  deviants.  Generally,  however, 
successful  treatment  of  the  sexual  deviant  has 
been  very  limited. 

Because  psychotherapy  is  limited,  many 
more  controversial  types  of  treatment  have 


been  tried.  For  example,  one  such  treatment  is 
aversive  therapy,  where  an  electric  shock  is 
applied  to  the  genitals  whenever  the  patient  is 
aroused  by  perverse  stimulation.  (Slides  of 
nude  children  are  projected  onto  a screen, 
before  a pedophile.  If  sexual  arousal  i.e., 
erection  occurs,  an  electric  shock  is  applied). 
Therapy  using  reality  confrontation  is  another 
innovative  approach.  For  example,  an  exhibi- 
tionist is  required  to  expose  himself  to  a group 
of  women  who  then  comment  on  his  behavior 
while  he  sits  and  listens.6 

Social  isolation  and  imprisonment  of  the 
deviant  (quarantine)  is  routinely  chosen  by  the 
courts  as  a method  of  separating  the  deviant 
from  his  potential  victims.  Incarceration  is 
used  to  deal  with  a deviant  who  is  either  a 
chronic  social  nuisance,  or  dangerous  like  the 
rapist,  (an  assaultive,  sadistic  sexual  deviant). 

There  is  little  success  in  treating  sexual 
offenders  using  psychological  methods.  Per- 
haps the  most  common  reason  for  failure  is 
that  the  person  in  treatment  is  not  motivated 
for  change.  The  poorly  motivated  person  is 
often  involved  in  therapy  only  after  being 
arrested  and  advised  to  do  so  by  his  attorney. 
The  attempt  to  seek  treatment  may  be  a 
manipulation  to  show  concern  to  influence  the 
court  in  sentencing.  Anxiety  is  an  important 
component  and  necessary  for  therapeutic 
change.  Once  sentencing  is  completed,  es- 
pecially if  the  person  is  released  on  probation, 
he  often  is  poorly  motivated.  This  may  occur 
because  he  no  longer  feels  the  threat  of  the 
court  and  does  not  see  that  it  is  necessary  to 
undergo  further  change,  explore  his  behavior 
or  even  cooperate. 

Further  problems  occur  in  treatment  if  the 
deviant  is  physically  assaultive  or  molests 
children.  It  is  risky  treating  an  assaultive 
person  especially  in  an  unstructured  or  un- 
controlled setting,  such  as  an  outpatient  clinic 
or  private  office.  During  the  beginning  phases 
of  treatment,  due  to  increased  levels  of  anxiety 
brought  about  by  the  treatment,  the  deviant 
person  may  repeat  the  deviant  offense.  Even  in 
a well  motivated,  cooperative  patient,  treat- 
ment failure  may  occur  simply  because  the 
individual’s  sex  drive  is  so  high  that  he  is 
constantly  overwhelmed  with  sexual  fantasies 
and  is  repeatedly  aroused  and  preoccupied 
with  committing  the  sexual  offense. 
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An  Alternative  Treatment: 

The  sex  drive  of  the  sexual  deviant  clinically 
is  reported  as  relatively  strong.  It  seems 
anything  that  might  decrease  the  drive  might 
help  the  person  control  his  deviant  behavior.  A 
psychologically  strong  sex  drive  on  the  other 
hand,  as  reflected  by  current  research,  does 
not  seem  to  correlate  directly  with  measurable 
physiological  or  biochemical  differences  be- 
tween deviant  and  nondeviant  persons.  The 
deviant  person,  none  the  less,  often  reports  a 
constant  preoccupation  with  sexual  thoughts 
and  fantasies  and  has  rapid  erotic  arousal. 

Studies  on  levels  of  serum  testosterone 
demonstrate  normal  ranges  for  men  with 
deviant  sexual  behavior  (300  to  600  nano- 
grams per  deciliter).  The  relationship  between 
sexual  drive,  sexual  fantasies  and  lowered 
serum  testosterone  levels,  however,  has  been 
noted.8  As  a result  of  this  observation,  surgical 
and  more  recently,  medical  castration  as  an 
effective  treatment  of  sexual  deviants  has  been 
used  on  a voluntary  basis  in  European 
Countries  (i.e.,  West  Germany,  Switzerland, 
Scandinavia,  and  England).  Chemical  castra- 
tion in  the  United  States  has  been  limited  for 
the  most  part  to  experimental  research  in  such 
places  as  John  Hopkins  University  in  Balti- 
more, Maryland.9 

Rivalora,  et  al,8  Meyer,  et  al,10  and  others11 
have  treated  sexual  offenders  with  injections 
of  an  anti-androgen,  medroxyprogesterone 
acetate  (Depo-Provera).  When  given  to  men  by 
injection,  the  drug  lowers  serum  testosterone 
levels  significantly. 

Cyproterone  Acetate  (Androcun),  another 
type  of  anti-androgen,  has  been  used  success- 
fully in  Europe.  Drs.  Money  and  Meyers 
studied  the  effect  of  medroxyprogesterone 
acetate  on  23  male  antisocial  sex  offenders. 
They  report  good  results  in  altering  deviant 
sexual  behavior  through  the  use  of  monthly 
and  bi-monthly  intramuscular  injections  of  200 
to  800  miligrams  of  medroxyprogesterone 
acetate.8'9  Researchers  note  that  when  either 
cyproterone  acetate  or  medroxyprogesterone 
acetate  is  used  and  serum  testosterone  levels 
lowered  to  50  to  150  nanograms  per  deciliter, 
psychological  and  behavioral  changes  occur. 
The  psychological  changes  include  elimination 
of  deviant  sexual  fantasy,  including  diminution 
or  absence  of  sex  dreams,  a markedly  lower  or 


completely  absent  sex  drive,  and  relative 
sexual  impotence.  The  response  to  an  anti- 
androgen is  individual  but  can  be  correlated 
with  the  amount  of  circulating  serum  tes- 
tosterone. 

As  a result  of  research  on  injectable 
medroxyprogesterone,  an  emperic  medical 
treatment  method  is  available  as  an  experi- 
mental alternative  to  help  control  the  behavior 
of  the  compulsive  sexual  deviant.  The  treat- 
ment may  be  offered  through  a family  practi- 
tioner’s office  in  areas  where  mental  health 
resources  are  scarce.  One  can  use  the  psy- 
chiatrist as  a consultant  to  outline  the  ap- 
proach and  evaluate  the  patient  with  follow 
up  established  through  the  practitioner’s  office. 
The  method  uses  injectable  medroxypro- 
gestrone  acetate,  an  anti-androgen  which 
depresses  serum  testosterone  levels.  De- 
pressed serum  testosterone  levels  seem  to 
correlate  clinically  with  decreased  compulsive 
deviant  behavior. 

When  initiating  this  treatment,  one  needs  to 
esatblish  the  patient’s  base  line  of  serum 
testosterone.  Methods  for  the  measurement  of 
serum  testosterone  are  in  use  today  in  most 
hospital  laboratories.  The  test  is  simple  and 
requires  a small  amount  of  blood.  Variations  in 
serum  testosterone  levels  occur  over  a 24  hour 
period,  and  are  highest  in  the  morning  shortly 
after  awakening.  For  this  reason,  a morning 
blood  sample  is  used  for  assessment. 

A complete  blood  count,  platelet  count,  and 
liver  function  studies  are  also  necessary.  Some 
reports  have  mentioned  that  liver  function  is 
sometimes  altered  and  platelet  count  de- 
creased as  a side  effect  of  medroxyprogestrone. 
Once  a base  line  of  serum  testosterone  is 
found,  treatment  can  begin  with  an  intra- 
muscular injection  of  lOOmg  of  medroxypro- 
gestrone acetate. 

Behavioral  responses  are  noted  including 
level  of  sexual  desire,  frequency  of  masturba- 
tion, frequency  of  fantasies  and  sex  dreams, 
and  how  quickly  erections  can  be  produced. 
The  amount  of  medroxyprogesterone  can  be 
increased  until  the  desired  behavioral  effects 
are  produced.  Testosterone  levels  are  meas- 
ured as  the  drug  is  increased.  The  dose  can  be 
increased  by  lOOmg  weekly  until  the  desired 
effect  is  obtained.  One  may  not  wish  to 
produce  complete  erective  impotence.  To 
avoid  this,  the  dosage  is  kept  below  a point 


12  Nebraska  Medical  Journal  January  1984 


where  the  patient  reports  a complete  loss  of 
erection. 

Once  a maintenance  dose  is  determined, 
based  on  alteration  of  the  patient’s  behavior, 
the  dosage  may  be  held  the  same  and 
injections  repeated  at  two  week  intervals.  The 
injection  can  then  be  changed  to  one  month 
intervals  depending  on  how  well  the  drug 
controls  the  symptoms. 

Once-  injectable  medroxyprogestrone  ace- 
tate is  given,  one  can  then  follow  the  patient’s 
serum  testosterone  level  to  determine  the 
patient’s  biochemical  response.  The  response 
to  the  medication  is  rapid  so  that  the  serum 
testosterone  levels  will  fall  within  a week  or 
two  following  initiation  of  therapy.  Maintaining 
serum  testosterone  levels  below  150  nano- 
grams per  deciliter  may  be  an  arbitrary  end 
point.  Practically,  an  end  point  can  be  carefully 
correlated  with  the  patient’s  behavioral  re- 
sponse. Additionally  one  can  use  the  patient’s 
blood  levels  of  serum  testosterone  to  deter- 
mine the  amount  of  drug  needed  and  fre- 
quency of  injections.  The  injections  are  given 
as  frequently  as  necessary  to  suppress  an- 
drogen production. 

Outcome  studies  done  by  Money9  have 
shown  that  some  individuals  (5  out  of  12)  were 
able  to  discontinue  the  deviant  sexual  behavior 
after  the  medication  was  stopped.  With  other 
patients,  once  the  medication  is  stopped,  they 
often  have  an  immediate  return  of  the  fan- 
tasies and  the  drive  to  commit  the  deviant  act. 
There  are  also  a group  of  patients  who  once 
they  developed  erective  impotence  refuse 
further  treatment. 

Conclusions: 

Intramuscular  medroxyprogesterone  acetate 
can  be  an  effective,  objective  medical  treatment 
for  sexual  deviants.  It  may  possibly  be  given 
and  the  patient  monitored  by  the  local 
practitioner,  especially  in  areas  where  mental 
health  services  are  not  readily  available.  Once 


injections  are  started,  compliance  is  easily 
monitored  (i.e.,  does  the  person  show  up  for 
the  injection?).  A patient  may  be  tempted  to 
discontinue  treatment  once  his  deviant  be- 
havior ceases.  This  medical  treatment  can  also 
be  an  adjunct  to  psychotherapy  if  mental 
health  resources  are  available. 

What  is  offered  through  the  use  of  anti- 
androgens in  the  medical  treatment  of  sexual 
offenders,  especially  the  nonassaultive  person, 
is  more  optimistic  than  what  has  been  pre- 
viously available.  This  is  especially  true 
considering  the  fact  that  incarceration  for  a 
portion  of  early  and  middle  adult  life  has  been 
the  only  option  which  could  be  safety  exercised 
in  the  past. 

Bibliography 

1.  Freund  K:  “Analysis  of  Disorders  in  Courtship 
Phasing”,  Toronto,  The  Clark  Institute  Manuscript,  1977. 

2.  Freund  K:  “Psychophysiological  Assessment  of 
Change  in  Erotic  Preferences”,  Behavioral  Research 
Therapy,  15:1-4,  1976. 

3.  McGuire  RJ,  Carlisle  JM,  Young  BG:  “Sexual 
Deviations  as  Conditional  Behavior;  a Hypothesis”, 
Behavior,  Research  and  Therapy  2:185-190,  1965. 

4.  Karpman  B:  The  Sexual  Offender  and  His 
Offenses.  Julian  Press,  New  York  1954. 

5.  Kentsmith  DK:  “Sexual  Deviation  — Diagnosable 
Disorder  or  Variant  of  Normal  Behavior”,  Nebraska 
Medical  Journal  60  (7):  225-228,  1975. 

6.  Kentsmith  DK,  Eaton  MT:  Treating  Sexual 
Problems  In  Medical  Practice.  ARCO  Publications, 
New  York,  NY.,  1979. 

7.  Kentsmith  DK:  “Evaluation  and  Psychotherapeutic 
Treatment  of  the  Sexual  Offender”,  in:  Treatment  of 
Antisocial  Syndromes,  W.H.  Reid  ed.,  Van  Nostrand 
Reinhold,  pp.  227-247,  1981. 

8.  Rivarola,  Marco  A,  Camacho,  Alvro  M,  Migeon, 
Claude  J:  “Effect  of  Treatment  with  Medroxyprogester- 
one Acetate  (Provera)  on  Testicular  Function”,  Journal 
of  Clinical  Endrocronology,  28:679-684,  (May)  1968. 

9.  Wolf  L:  “Clockwork  Gray”,  New  Yorker  Magazine 
80:82-83,  (April  21)  1975. 

10.  Meyer  WJ,  Walker  PA,  Wideking  C,  et  al: 
“Pituitary  Function  in  Adult  Males  Receiving  Medroxy- 
progesterone Acetate”,  Journal  of  Fertility  and  Sterility 
28:1072-1076,  (October)  1977. 

11.  Pinta  ER:  “Treatment  of  Obsessive  Homosexual 
Pedophilic  Fantasies  with  Medroxyprogesterone  Acetate”, 
Biological  Psychiatry,  13:369-373,  1978. 


January  1984  Nebraska  Medical  Journal  13 


Physician  Distribution 
in  Nebraska  1975-1980 


RECENT  studies  by  Newhouse 
and  others  using  national  (AMA 
masterfile)  data  support  the 
location  theory  prediction  that  physicians  will 
establish  practices  in  smaller  towns  as  larger 
towns  become  “saturated”  with  physicians.1'4 
Unfortunately,  Newhouse  excluded  data  from 
towns  of  less  than  2,500  because  of  logistical 
problems,  and  assumed  that  the  numbers  of 
physicians  in  these  towns  were  negligible. 
However,  in  Nebraska  about  1 in  20  physicians 
practice  in  such  a town.  Clearly,  Newhouse  has 
not  examined  data  involving  a significant 
number  of  Nebraska  physicians. 

In  the  present  study,  data  from  the  “Ne- 
braska Health  Manpower  Reports”  of  1975 
and  1980  were  used.5  These  data  are  compiled 
from  surveys  sent  to  physicians  with  license 
renewal  applications.  The  physicians  meas- 
ured, therefore,  include  all  physicians  holding 
Nebraska  licenses,  including  residents  in  train- 
ing. The  response  rate  was  greater  than  95% 
for  both  of  these  years. 

The  responding  physicians  were  divided  into 
four  groups  according  to  their  primary  practice 
location.  The  first  group  was  those  physicians 
who  practiced  in  counties  with  at  least  one  city 
of  population  greater  than  100,000  (Douglas 
and  Lancaster  Counties).  These  two  counties 
include  more  than  half  of  all  Nebraska 
physicians.  The  second  group  practiced  in 
counties  with  at  least  one  city  from  10,000  to 
100,000  population.  This  division  very  nicely 
encompasses  the  secondary  population  centers 
in  Nebraska,  including  Scottsbluff,  North 
Platte,  Grand  Island,  Hastings,  Kearney,  Nor- 
folk, Columbus,  Fremont,  Bellevue,  and 
Beatrice.  The  third  group  was  counties  with  at 
least  one  city  of  from  2,500-10,000  population, 
and  the  fourth  from  counties  without  a town  of 
at  least  2,500  population  (Figure  1). 

The  data  are  compiled  in  Table  1.  Phy- 
sicians are  also  divided  by  specialty  in  the 
manner  of  Newhouse.  This  division  reflects  an 
increasing  degree  of  specialization  from  Group 
I to  IV7.  Physicians  who  are  members  of 
other  or  unknown  specialties  make  up  2.5%  of 
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the  total,  and  no  more  than  3.6%  of  any  one 
category. 

The  totals  in  the  last  column  of  Table  1 show 
that  physician  numbers  in  all  four  specialty 
groups  have  increased  from  1975-1980,  with 
more  highly  specialized  physicians  increasing 
proportionally  more.  The  totals  for  the  county 
groups  (across  the  bottom  of  Table  1)  show 
that  the  most  densely  populated  counties  have 
had  a 15%  increase  in  all  physicians;  the  next 
group  (at  least  one  city  10,000-100,000)  a 7% 
increase;  the  next  group  (at  least  one  city 
2,500-10,000)  a 8%  decrease;  and  the  last 
group  (no  cities  of  at  least  2,500)  an  un- 
expected 14%  increase.  In  fact,  the  physicians 
per  1,000  population  in  the  sparsest  counties 
actually  surpassed  the  counties  with  at  least 
one  city  2,500-10,000.  It  is  this  last  group  that 
Newhouse  neglects,  and  also  the  only  one  that 
contradicts  his  predictions  and  theory. 

Why  did  the  physician  population  grow  so 
much  more  quickly  in  the  least  dense  counties? 
During  this  time  period,  National  Health 
Service  Corps  placements  in  Nebraska  num- 
bered about  10, 6 and  the  Nebraska  Rural 
Health  Manpower  Commission  loan  incentive 
program  was  not  yet  placing  physicians. 
Therefore,  public  programs  to  increase  phy- 
sicians supply  in  shortage  areas  could  not 
account  for  the  difference. 

Between  1975  and  1980  intensive  recruiting 
of  primary  care  physicians  by  small  towns  was 
increasing,  and  perhaps  the  increase  in  phy- 
sician numbers  reflects  their  success.  Also,  the 
University  of  Nebraska  School  of  Medicine  has 
for  several  years  encouraged  applications  from 
rural  students.  Perhaps  the  physicians  that 
settled  in  sparsely  populated  counties  from 

•Requests  to:  Nebraska  State  Department  of  Health,  Health  Planning 
Division.  301  Centennial  Mall  South.  P O.  Box  95007,  Lincoln,  NE  68509. 
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Figure  1 

City  Population  Groups  — Nebraska,  1980 


Table  1 

Physician  Distribution  in  Nebraska,  1975  and  1980 


Number  of 

Physicians  in  Counties 
Without  a City  of 
Population  ^ 2,500 

Nunber  of 

Physicians  In  Counties 
With  at  Least  One  City 
of  2,500-10,000 
Population 

Number  of 

Physicians  in  Counties 
With  at  Least  One  City 
of  10,000-100,000 
Population 

Number  of 

Physicians  In  Counties 
With  at  Least  One  City 

Total 

Group  I 

1975  1980  l Chanqe 

1975  I960  t Chanqe 

1975 

1980  1 Chanqe 

1975  1980  I Chanqe 

1975 

1980  1 Change 

85  94  ♦ 11.0 

168  156  - 7.0 

106 

98  - 8.0 

190  243  ♦ 28.0 

549 

591  ♦ 8.0 

Genera)  Practice 
Family  Practice 

Group  11 

11  12  ♦ 7.0 

14  14  0.0 

131 

145  * 11.0 

701  787  ♦ 12.0 

857 

958  ♦ 12.0 

Internal  Medicine 

General  Surgery 

08/GYN 

Psychiatry 

Pediatrics 

Radiology 

Group  III 

1 5 *400.0 

5 2 - 60.0 

53 

65  ♦ 23.0 

295  334  ♦ 13.0 

354 

406  ♦ 15.0 

Anesthesiology 
Orthopedic  Surgery 
Ophthalmology 
Pathology 
Urology 

Otorh 1 no 1 a ry ngo 1 ogy 
Dermatology 

Group  IV 

0 0 0.0 

0 0 0.0 

1 

4 *300.0 

39  48  * 23.0 

40 

52  ♦ 30.0 

Neurology 
Neurosurgery 
Plastic  Surgery 

Total 

97  111  ♦ 14.0 

187  172  - 8.0 

291 

312  ♦ 7.0 

1,225  1,412  ♦ 15.0 

1,800 

2,007  ♦ 12.0 

Total  Population  230,670  232,977 

338.554  352.442 

374,110 

394.494 

S 96, 926  589.922 

1.540.260 

1,569,835 

i Physicians/ 1,000  Pop. 

.421  .476  ♦ 13.1 

.552  .460  - 16.7 

.774 

.791  ♦ 1.7 

2.05  2.39  ♦ 16.6 

1.17 

1.28  * 9.4 

Populatlon/1  Physician 

2.378  2,099 

1.810  2.175 

1.286 

1.264 

487  418 

856 

782 
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Figure  2 

Average  Age  of  Physicians  by  County  Density  — 1975,  1980 


10,000  100,000 


1975-1980  represent  rural  students  that  have 
in  fact  “come  back  home”  to  practice.  Un- 
fortunately, this  increase  effectively  antedates 
the  policy  of  encouraging  rural  students  by 
several  years. 

An  analysis  of  the  change  of  average  age  of 
physicians  in  each  county  group  is  given  in 
Figure  2.  It  shows  that  the  age  of  physicians 
has  generally  decreased,  but  proportionally 
more  so  ( — 15.1%)  in  the  sparsest  counties. 
This  suggests  that  the  influx  of  young  phy- 
sicians replacing  old  physicians  is  greatest  in 
those  counties. 

The  inescapable  conclusion  is  that  tradi- 
tional location  theory  is  not  functioning  in 
Nebraska,  at  least  for  the  years  1975-1980. 
This  finding  also  flies  in  the  face  of  traditional 
policy  that  assumes  a need  to  encourage 
physician  placement  in  the  most  rural  areas. 
Physician  are  disproportionally  locating  in  the 
smallest  towns  without  the  encouragement  of 
government  programs.  Perhaps  placement 


incentive  policy  should  be  retargeted  to 
emphasize  counties  with  cities  from  2,500- 
10,000  population. 
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Nebraska  Survey  — Stillborn  1980 


THE  perinatal  mortality  rate  is  one 
parameter  whereby  an  obstet- 
rical practice  can  be  evaluated. 
This  is  true  whether  the  practice  is  private  or 
hospital  based.  Further  evaluation  of  mortality 
rates  can  be  broken  down  into  stillborn  and/or 
neonatal  mortality  rates.  When  studied  in 
depth,  these  facts  can  and  will  give  insight  into 
problem  areas  which  will  help  improve  the 
clinical  application  of  our  medical  knowledge. 
Failure  to  do  this  destines  the  practice  to  keep 
repeating  the  same  old  mistakes. 

Information  gained  from  stillborn  certifi- 
cates and  data  sent  by  the  attending  physician 
to  the  Nebraska  Medical  Association’s  Ad  Hoc 
Committee  on  Maternal  and  Child  Health  was 
used  in  a study  of  our  1980  stillborn  cases. 
(Tables  I-V) 

Of  the  cases  that  designated  a reason  for 
cesarean  section,  two  could  not  be  justified  by 
the  data  presented.  Six  cases  should  not  have 
been  reported  as  stillborn,  sixty-three  cases 
were  over  37  weeks,  and  fifty-eight  cases  had 
incomplete  data  to  justify  the  diagnosis. 

In  addition  to  the  above  cases,  sixty  more 
records  were  reviewed  by  the  Maternal  Child 
Health  Committee  of  the  Nebraska  Medical 
Association  which  were  classified  as  prenatal 
deaths  occurring  during  labor  or  delivery. 
When  this  group  of  patients  was  reviewed  in 

Table  I 

NUMBER  OF  STILLBORN  CASES 


Primigravida 71 

Multigravida 108 

Not  Noted 12 

Total 191 


Table  II 

NUMBER  OF  CESAREAN  SECTIONS 


Reasons  Stated: 

1.  Twins 2 

2.  Hemorrhage 7 

3.  Breech 1 

4.  Repeat  Section 5 

5.  Failed  Induction 1 

6.  C.P.D 1 

7.  Rupture  of  C/S  Scar 1 

8.  No  reason  given 2 

Total 20 
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detail,  twenty-eight  (47%)  deaths  occurred 
before  the  onset  of  labor,  twenty-four  (40%) 
during  labor,  and  eight  (13%)  during  delivery. 
In  the  opinion  of  the  reviewers,  thirty-five 
(58%)  were  felt  non-preventable  and  three 
(5%)  more  questionable.  This  left  twenty-two 
(37%)  cases  with  possible  preventable  factors 
present. 

Table  III 

AGES  OF  PATIENTS 


16-19 

24 

20-24 

71 

25-29 

59 

30-34 

10 

35-39 

23 

40  Plus 

4 

Table  IV 

GESTATIONAL  AGE  IN  WEEKS 


Less  than  20  weeks 6 

20-24  35 

25-28  17 

29-32  24 

33-36  36 

37-39  17 

40-42  34 

42-44 9 

44-46 3 

Not  stated 10 


Table  V 

DIAGNOSIS  INDICATED  ON  CERTIFICATE 


1.  No  Diagnosis  Given 9 

2.  Unknown 39 

3.  Unable  to  Read 2 

4.  Congenital  Anomalies 12 

Multiple 6 

Anencephaly 4 

Hydrocephalic 2 

5.  Cord  Involvement 27 

6.  Placenta  Abruptio 22 

7.  Placenta  Previa 2 

8.  Erythroblastosis 2 


9.  Other  diagnoses  include:  prematurity,  immaturity, 
placenta  insufficiency,  anoxia,  asphyxia,  cardiac 
arrest,  intracranial  hemorrhage,  and  fetal  sepsis. 
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There  were  three  areas  that  deserve  special 
attention  as  possibly  being  preventable.  In  the 
number  of  post-term  babies  who  were  still- 
born, nine  (15%)  seemed  excessive.  Several  of 
these  were  macrosomic  newborns  with  either 
frank  maternal  diabetes  or  strong  suspicion  of 
diabetes.  It  would  seem  likely  that  early 
diagnosis  and  appropriate  treatment  might 
well  have  improved  the  outcome  in  all  of  these 
cases. 

Another  condition  that  was  apparent  was  the 
delivery  deaths  that  occurred  with  problems  of 
vaginal  breech  delivery  (12%).  Twins  were 
associated  with  four  (7%)  of  the  term  stillbirths, 
and  intrauterine  growth  retardation  with  four 
(7%)  cases.  Seven  (12%)  infants  had  significant 
anomalies,  the  most  frequent  being  anen- 
cephaly.  There  were  seven  (12%)  patients  with 
placental  abruption,  five  (8%)  with  intrauterine 
sepsis,  and  twelve  (20%)  with  premature 
rupture  of  membranes.  Finally,  the  diagnosis 
of  incompetent  cervix  was  listed  on  five  (8%) 
cases,  but  only  one  had  an  attempted  cervical 
circlage. 

The  above  group  of  patients  was  reviewed 
for  1980.  It  is  the  aim  of  the  Midlands  Child 
Health  Committee  to  look  at  these  same 
factors  for  subsequent  years  to  see  if  there  are 
recurrent  problems  apparent.  It  seems  ap- 
propriate to  direct  educational  efforts  toward 
these  problems. 

Comments: 

1.  Autopsy  rate  was  approximately  60%  but 
many  exams  failed  to  explore  all  pathological 
causes  for  stillborn. 

2.  Certificate  diagnosis  was  stated  before 
results  of  the  stillborn  workup  were  reported. 


3.  Not  all  abnormal  findings  were  noted  on 
the  certificate  that  may  have  been  probable 
causes. 

4.  Many  symptoms  noted  in  the  data 
pointed  to  a possible  diagnosis  but  were  not 
explored. 

5.  In  Rh  negative  cases,  RhoGAM  injection 
was  delayed  until  after  delivery.  The  question 
arises  as  to  possible  sensitization  during  time 
of  intrauterine  fetal  demise. 

6.  Fetal  evaluations  for  well  being  were 
delayed  or  not  done,  even  though  indications 
were  noted  in  the  prenatal  data. 

7.  The  problems  of  diabetes  associated  with 
pregnancy,  management  of  breech  presenta- 
tion, and  twin  pregnancy  deserve  renewed 
attention. 


Suggestions: 

1.  Development  of  criteria  for  post-stillborn 
workup.  This  could  be  an  educational  as  well 
as  a data  collecting  tool. 

2.  A committee  appointed  to  develop  the 

above  criteria.  Members  involved  should  in- 
clude: pathologist,  geneticist,  pediatrician, 

obstetrician,  and  family  practitioner. 

3.  Data  could  be  pooled  with  the  goal  to 
develop  a plan  that  would  reduce  the  stillborn 
rate. 

4.  It  would  be  beneficial  if  the  Ad  Hoc 
Committee  on  Maternal  and  Child  Health,  the 
State  Perinatal  Society,  and  Maternal  and 
Child  Health  Division  of  the  State  Health 
Department  coordinated  efforts  to  develop 
this  program. 
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LETTER  TO  THE  EDITOR 


A Reply  to  the  Nursing  Shortage 
and  Nursing  Leaders'  1985  Proposal 


Much  has  been  said  about  just  what  nursing 
is  trying  to  do  with  the  “1985  Proposal  ”,  which 
was  discussed  in  the  July  1983  issue  of  the 
Nebraska  Medical  Journal.  Though  each  group 
has  a different  idea  about  how  it  will  affect  that 
group’s  profession,  most  of  these  ideas  are 
focused  on  the  negative  effects  the  proposal 
will  have  on  the  group’s  special  interests. 
Major  change  in  any  system  will  have  negative 
effects  on  each  part  of  that  system.  If  the 
participants  fail  to  look  at  the  change  in  a 
positive  light,  it  is  all  too  easy  to  avoid  change 
for  personal  comfort.  The  changes  suggested 
by  the  1985  Proposal  have  been  avoided  since 
1923. 

The  main  benefit  to  be  reaped  from  the 
1985  Proposal  is  improved  patient  care. 
Unlike  the  medical  profession  before  the 
Flexner  Report  of  1912,  the  nursing  profession 
is  not  beset  with  poor  practitioners.  It  is, 
however,  faced  with  rapidly  advancing  tech- 
nology that  often  requires  the  nurse  to  be 
technologically  as  well  as  medically  know- 
ledgeable. As  nurses  achieve  higher  levels  of 
training,  they  will  be  more  qualified  to  deal 
with  the  increasing  demands  of  modern  medi- 
cine. The  patient  would  benefit  because  the 
highly  trained  nurse  would  care  for  him  with  a 
better  background  from  a scientific  stand- 
point. 

The  nurse  could  also  opt  to  continue  her 
education  in  nursing  thus  increasing  her 
market  value.  This  option  is  not  available  to 
the  diploma  nurse,  who’s  degree  may  represent 
somewhat  of  a dead  end.  Similarly,  the 
Associate  Degree  nurse  often  finds  that  she 
must  repeat  most  of  her  nursing  curriculum  in 
order  to  gain  an  advanced  degree  in  nursing. 
Certainly  the  utilization  of  statewide  master 
planning  committees  are  a possible  means  of 
converting  the  present  system  into  one  which 
the  prospective  nurse  could  first  gain  a two 
year  degree  close  to  home  and  then  move  on  to 
a four  year  institution  for  completion  of  the 
baccalaureate  degree.  Such  a system  would 
depend  on  the  ability  of  the  participants  to 
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accept  credits  and  guidelines  for  the  levels  of 
nursing  currently  in  practice.  With  a system  of 
standard  curricula  and  transferable  credits, 
the  student  of  nursing  would  gain  a continuity 
of  education  not  available  today. 

Even  the  most  avid  proponent  of  the  1985 
Proposal  is  faced  with  the  massive  problems 
associated  with  implementing  such  a program. 
Even  if  all  parties  were  in  complete  agreement, 
such  huge  changes  would  be  apt  to  produce 
large  problems  for  anyone  even  remotely 
involved  with  nursing.  Though  nursing  has 
avoided  the  injury  that  might  come  from  new 
and  painful  methods,  the  problems  that  might 
have  been  cured  by  such  methods  have 
remained  unsolved  for  some  sixty  years. 

Implementation  of  the  1985  Proposal  is 
imperitive.  The  sooner  the  medical  professions 
deal  with  the  problem  of  education  in  nursing, 
the  sooner  the  problem  can  be  solved.  If 
anything  can  be  learned  from  the  last  sixty 
years,  it  is  that  ignoring  the  problem  does  not 
make  it  go  away.  In  order  to  implement  the 
proposal,  each  segment  of  the  medical  pro- 
fession should  plan  to  help  make  the  transition 
as  smooth  as  possible.  Associate  and  diploma 
schools  must  be  incorporated  into  the  new 
system  in  a meaningful  way.  Diploma  and 
associate  nurses  should  accept  their  “grand- 
parent” status  with  pride.  Perhaps  the  Ameri- 
can Medical  Association  could  act  as  John  D. 
Rockefeller  to  the  fledgling  “University  Nurse” 
in  her  time  of  need. 

This  juncture  in  medicine  might  be  the 
reniassance  of  the  legendary  health  care  team 
which  seems  hopelessly  lost  in  an  era  of 
competition  and  dollar  stretching.  Just  as 
hospital  administrators  argue  over  the  place- 
ment of  a trauma  center,  health  care  profes- 
sionals argue  their  own  side  of  the  entry  into 
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practice  issue.  As  each  facet  of  the  health  care 
team  protects  it’s  interests  in  heated  debate, 
there  can  be  only  one  loser:  the  patient. 

We  are  faced  with  an  important  decision  in 
the  evolution  of  health  care.  The  nurse  can 
continue  to  be  an  employee  of  the  medical 
system  who  carries  out  the  demands  of  those 
in  authority — this  relationship  has  gained 
nursing  the  label  of  “skilled  labor”  and 
eligibility  for  Teamster’s  Union  membership — 
or  the  nurse  can  step  boldly  into  the  world  of 
medical  science  as  an  equal  partner.  If  von 


choose  the  former,  you  can  forget  you  ever 
read  this.  If  you  choose  the  latter,  roll  up  your 
sleeves  and  get  to  work. 
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“Happy  New  Year!” 

With  those  words  of  sincere  greeting  I now 
must  remind  you  of  a few  problems,  perhaps 
opportunities,  that  await  us  in  the  coming  year. 
We  all  must  renew  our  energies  and  prepare  to 
grapple  and  successfully  deal  with  each  and 
every  situation  facing  us.  In  Nebraska  all  of  us 
in  medicine  must  be  concerned  about  three 
main  issues. 

1.  Malpractice  Legislation.  As  we  have 
told  you,  our  excellent  law,  LB434,  which  has 
functioned  well  for  over  seven  years  must  now 
be  looked  at  again  and  some  changes  made. 
For  example,  the  review  panel  may  not  serve 
as  well  as  originally  anticipated.  Hence,  per- 
haps this  could  be  made  optional.  The  ceiling 
award  of  500  thousand  dollars  perhaps  should 
be  adjusted  upwards  to  reflect  cost  of  living 
increases.  This  may  be  true  even  though  no 
award  to  date  has  reached  the  500  thousand 
dollar  lid.  Other  minor  housekeeping  changes 
should  be  made.  To  shepherd  this  through  the 
legislature  will  require  monumental  work  on 
the  part  of  each  and  every  one  of  us  and  also 
the  leaders  in  the  legislature  who  will  guide  us. 

2.  Medicaid.  Our  state  government  leaders 
are  asking  us  to  help  them  solve  this  problem 
which  simply  is  too  many  demands  for  services 
and  not  enough  tax  dollars  to  finance  them.  We 
have  ideas  on  how  to  accomplish  this  need  if 
only  the  details  can  be  worked  out.  Again  you 
will  be  asked  to  assist  and  cooperate,  it  will  not 
be  easy. 

3.  Cost  control  yet  maintain  quality  of 
care.  For  years  now  the  federal  government 
has  encouraged  free  wheeling  expenditures  in 
medical  care,  especially  hospital  care,  and  now 
suddenly  the  well  is  running  dry  and  cost 
control  must  be  the  name  of  the  game.  We 
must  assume  leadership  once  again  to  insure 
the  quality  of  care  does  not  suffer. 

Nationally  problems  also  abound  and  each 
of  us  better  be  aware  and  active. 

1.  Mandatory  assignment  acceptance 
with  penalties  if  not  adhered  to.  The  AMA 

worked  long  and  hard  to  defeat  this  proposal  in 
the  last  congress  and  medicine  was  successful 
but  by  a narrow  margin.  You  can  be  certain  this 


issue  will  arise  quickly  in  the  next  legislative 
session  so  all  must  be  prepared  to  prevent 
federal  regulation  of  physicians’  fees.  In  my 
estimation  mandatory  fee  assignment  is  a most 
critical  issue. 

2.  PRO-  DRG-.  Two  new  words  added  to  our 
medical  jargon  with  an  effect  that  will  be 
extremely  important  in  our  practice  in  the 
future.  DRG’s  mandated  by  the  federal  gov- 
ernment mean  that  each  of  us  must  work 
together  and  also  very  closely  with  our 
hospitals  and  their  administrations.  This  will 
be  so  very  important  so  that  we  maintain 
quality  of  care  while  insuring  our  hospital’s 
survival.  PRO  will  inter  mesh  with  DRGs  and 
here  in  Nebraska  we  have  the  unique  problem 
of  getting  our  PRO  established,  approved,  and 
underway  so  that  we,  the  members  of  The 
Nebraska  Medical  Association  will  control 
quality  of  care  as  well  as  cost  of  care. 

3.  Another  issue  is  UCR  vs  indemnity 
payments  by  third  party  carriers.  Years  ago 
we  utilized  the  indemnity  principle  and  I 
remember  it  working  well.  This  principle  keeps 
the  matter  of  fees  between  the  doctor  and 
patient  where  it  should  be.  UCR  on  the  other 
hand  allows  the  third  party  carriers  to  set  what 
they  consider  to  be  a reasonable  fee.  We 
purchase  as  much  life  insurance  as  we  think  we 
need  so  why  not  secure  as  much  health  care 
coverage  as  we  can  afford  and  feel  we  need. 
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So,  with  these  few  thoughts  and  items  before 
you  as  we  start  1984,  be  aware,  be  active, 
especially  politically  and  also  be  monetarily 
active.  Support  AMPAC  and  candidates  of 


your  choice,  stand  with  us,  work  with  us  and  we 
shall  prevail.  Happy  New  Year! 

Dwaine  J.  Peetz,  M.D. 
President 


The 

Auxiliary 


LEGISLATIVE  CONCERNS 

The  Legislative  Committee  of  the  Nebraska 
Medical  Auxiliary  is  presenting  a LEGIS- 
LATIVE WORKSHOP  in  Lincoln  on  Tuesday, 
January  24,  1984.  You  are  invited  and  urged 
to  attend  this  educational  and  informative 
program.  Your  spouse  is  also  welcome.  We  will 
meet  at  1 1:15  a.m.  at  the  Nebraska  Club,  2000 
First  National  Bank  Building.  Lunch  will  be 
served  promptly  at  11:30  a.m.  Please  send 
your  reservation  and  payment  of  $7.50  for  the 
luncheon  to  Mrs.  Robert  Osborne,  3777  So. 
40th  Street,  Lincoln,  NE  68506,  Phone  (402) 
488-9475.  Reservation  deadline  is  January  17, 
1984. 

Speakers  will  be  Mr.  Ken  Neff,  NMA 
Executive  Director  and  the  NMA  lobbyist,  Mr. 
Dave  Buntain,  who  will  discuss  current 
legislation. 

Special  guests  will  be  legislators  who  serve 
on  the  Public  Health  Committee.  Depending 
on  their  schedules,  other  senators  will  also  be 
invited. 

Dr.  Robert  Shapiro,  Co-Chairman  of  the 
NMA  Commission  on  Legislation  and  Legal 
Affairs,  will  speak  on  the  role  auxilians  can 
play  in  legislation. 

This  will  be  an  excellent  opportunity  to 
communicate  our  concerns  to  our  legislators 
regarding  the  health  needs  of  the  people  of 
Nebraska  and  once  again  show  that  our 
interaction  can  be  influential.  Be  prepared  to 
ask  questions. 


The  1984  session  of  the  State  Legislature 
will  be  limited  to  60  days.  Nebraska,  the  only 
Unicameral  state,  has  a total  of  49  senators. 

Medical  matters  to  be  addressed  in  this 
legislative  session  include  the  following:  pro- 
fessional liability,  Medicaid,  licensure  of  limited 
health  care  practitioners,  nurse/ob-gyn,  mid- 
wives and  others. 

Desta  Osborne  (Mrs.  Robert) 
NMA  A Legislative  Chairman 

Please  fill  out  the  reservation  form  below 
and  send  it,  along  with  payment  of  $7.50,  to 
Mrs.  Robert  Osborne. 


□ Yes.  I plan  to  attend  the  LEGISLATIVE 
WORKSHOP  on  Tuesday,  January  24, 
1984,  at  11:15  a.m. 


NAME 

TELEPHONE 

ADDRESS 

CITY  


COUNTY  AUXILIARY 
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Creighton  University  News 


Richard  L.  Egan,  M.D.,  was  presented  the 
1983  Alumni  Merit  Award  from  the  Creighton 
School  of  Medicine  at  the  school’s  annual 
alumni  reunion  and  banquet  this  autumn. 

Dr.  Egan,  of  Glen  Ellyn,  111.,  is  a 1940 
graduate  of  the  Creighton  medical  school  and 
director  of  the  American  Medical  Association 
Division  of  Educational  Standards  and  Evalu- 
ation. He  also  serves  as  secretary  of  the  AMA 
Council  on  Medical  Education. 

Dr.  Egan  has  devoted  a career  spanning 
more  than  40  years  to  medical  education, 
having  served  three  decades  on  the  Creighton 
faculty  as  a teacher  and  administrator.  Dr. 
Egan  was  dean  of  the  Creighton  School  of 
Medicine  from  1959  to  1970. 

While  living  in  Nebraska  he  was  a member  of 
the  executive  committee  of  the  Nebraska 
Heart  Association  and  served  as  association 
president  in  1960-1961.  He  also  was  a trustee 
of  Children’s  Memorial  Hospital  inOmaha  and 
on  the  executive  board  of  the  Omaha-Douglas 
County  Medical  Society. 

Dr.  Egan  was  a charter  member  of  the  Beta 
Chapter  of  Alpha  Omega  Alpha  in  Nebraska. 


Tom  R.  DeMeester,  M.D. 

Tom  R.  DeMeester,  M.D.,  former  chief  of 
thoracic  surgery  at  the  University  of  Chicago 
Pritzker  School  of  Medicine,  has  joined  the 
Creighton  School  of  Medicine  as  professor  and 
chairman  of  surgery. 

Alan  Fruin,  M.D.,  acting  chairman  at  Creigh- 
ton for  the  past  year,  will  continue  on  the 
faculty  in  his  position  as  associate  professor  of 
surgery. 

Dr.  DeMeester  also  has  an  appointment  as 
chief  of  surgery  on  the  Saint  Joseph  Hospital 
medical  staff. 


In  addition  to  his  responsibilities  as  chief  of 
the  section  of  thoracic  surgery,  Dr.  DeMeester 
held  a faculty  appointment  as  professor  of 
thoracic  and  cardiovascular  surgery  at  the 
Pritzker  medical  school. 

Dr.  DeMeester  has  published  some  140 
articles,  abstracts  and  commentaries  in  scien- 
tific journals  and  has  been  involved  in  the 
production  of  seven  motion  pictures  dealing 
with  thoracic  surgery.  He  also  has  received  a 
number  of  honors,  including  the  Alpha  Omega 
Alpha  Research  Award,  for  his  research  work. 

“We’re  delighted  at  having  a surgeon, 
scientist  and  educator  of  Dr.  DeMeester’s 
caliber  and  extraordinarily  diversified  skills 
join  us  as  chairman  of  surgery,”  said  Dr. 
Richard  O'Brien,  dean  of  medicine.  “He  brings 
to  Creighton  and  to  the  City  of  Omaha 
qualifications  that  are  nearly  unique.  He  has 
particularly  strong  interests  in  the  function 
and  dysfunction  of  the  esophagus  and  in  lung 
cancer.” 

Dr.  DeMeester  received  his  M.D.  Degree  at 
the  University  of  Michigan  and  served  his 
surgical  internship  at  the  Johns  Hopkins 
Hospital,  where  he  later  was  a postdoctoral 
research  fellow  in  transplantation  biology  and 
served  as  chief  resident  in  surgery. 

While  in  the  Army,  Dr.  DeMeester  served  as 
assistant  chief,  thoracic-cardiovascular  surgery 
service,  at  the  Tripler  Army  Medical  Center. 
He  then  joined  the  University  of  Chicago 
medical  faculty  as  chief  of  thoracic  and 
vascular  surgery  in  1974. 

He  has  board  certification  from  the  Ameri- 
can Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery,  and  currently  is  on  the 
editorial  board  of  the  Journal  of  Surgical 
Research. 

He  is  chairman  of  the  membership  commit- 
tee of  the  American  Association  of  Thoracic 
Surgeons.  His  professional  involvements  also 
have  included  terms  as  chairman  of  the 
steering  committee  on  thoracic  surgery  of  the 
American  College  of  Chest  Physicians  and  as 
chairman  of  the  committee  on  postgraduate 
education  of  the  Society  of  Thoracic  Surgeons. 
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In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Kenneth  Hubble,  M.D.  - (Born  April  29,  1916, 
died  October  27,  1983)  - Medical  Specialty  - 
Psychiatry.  Doctor  Hubble  was  a graduate 
of  the  Chicago  Medical  School  in  1944.  He 
was  a member  of  the  Nebraska  Medical 
Association.  Survivors  include  his  wife,  Ber- 
nice; sons,  Hugh  of  St.  Louis,  Patrick  of  Lin- 


Coming  Meetings 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

JOINT  PRACTICE:  WHAT’S  IN  IT  FOR 
YOU?  — January  27,  1984.  Sponsors: 
University  of  Kansas  Medical  Center  and 
the  Greater  Kansas  City  Chapter  of  the 
American  Heart  Association.  Location: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow,  Kansas 
City,  Kansas.  Credit:  8 hours  - AMA  Cat.  I, 
CNE.  Fees:  Physicians  $60,  Nurses  and 
Allied  Health  $40,  Physician/Nurse  Teams 
Enrolling  Jointly  $80. 

CONTEMPORARY  ISSUES  IN  OBSTET- 
RICS AND  GYNECOLOGY  — February 
12-18,  1984.  Sponsors:  University  of  Kansas 
Medical  Center  and  Northwestern  Univer- 
sity. Location:  Sheraton  Hotel,  Ixtapa, 

Mexico.  Credit:  30  hours  - AMA  Cat.  I, 
ACOG,  AAFP.  Fees:  Physicians  $700, 
Spouses  Attending  Course  $550,  Spouses 
Not  Attending  Course  $450  (Fees  include 
hotel  accommodations). 


coin;  daughters,  Mrs.  Dale  (Kathy)  Slusher 
of  Norton,  KS,  Christine  Hubble  of  Lincoln; 
brothers,  Ellsworth  of  Truth  or  Consequen- 
ces, NM,  Gene  of  Phoenix,  AZ;  sister,  Mrs. 
Sam  (Wanda)  Puckett  of  Fairfield,  IL;  and 
seven  grandchildren. 


THE  MICROCOMPUTER  JUNGLE: 
IMPACT  ON  HEALTH  CARE  — March 
1 and  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow,  Kansas 
City,  KS.  Credit:  AMA,  AAFP,  CNE,  PT, 
Dietitian. 

ANNUAL  CARDIOLOGY  POSTGRADUATE 
SYMPOSIUM  — March  5 and  6,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I,  AAFP,  CNE.  Fees:  Physicians 
$300,  Nurses  $85. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
March  15  and  16,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr- 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  15 
hours  AAFP.  Fees:  $350. 

SPORTS  MEDICINE:  REHABILITATION 
OF  THE  INJURED  ATHLETE  — March 
15,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Westin  Crown 
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Center  Hotel,  One  Pershing  Road,  Kansas 
City,  Missouri.  Credit:  AMA,  AAFP,  CNE, 
PT.  Fees:  $55. 

MIDWEST  PAIN  SOCIETY  8TH  ANNUAL 
MEETING:  PRACTICAL  MANAGEMENT 
OF  COMMON  PAIN  SYNDROMES  — 
March  16  and  17,  1984.  Sponsors:  Midwest 
Pain  Society  and  the  University  of  Kansas 
Medical  Center.  Location:  Westin  Crown 
Center  Hotel,  One  Pershing  Road,  Kansas 
City,  Missouri.  Credit:  AMA,  AAFP,  CNE, 
PT.  Fees:  $70. 

REVIEW  AND  UPDATE  IN  GENERAL 
PEDIATRICS  AND  FAMILY  PRACTICE 
— March  18-25,  1984.  Sponsors:  University 
of  Nebraska  Medical  Center,  University  of 
Kansas  Medical  Center  and  Creighton  Uni- 
versity Medical  Center.  Location:  Princess 
Hotel,  Freeport,  Grand  Bahamas.  Credit:  20 
hours  plus  10  optional  hours  — AMA 
Cat.  I.  Fees:  $350. 

For  additional  information:  Marge  Adey, 
University  of  Nebraska  Medical  Center,  42nd 
and  Dewey,  Omaha,  NE  68105,  Telephone 
(402)  559-4152. 

PEDIATRIC  EMERGENCIES  — April  9 & 
10,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  AMA  Cat.  I,  AAFP,  CNE. 
Fees:  Physicians  $200,  Nurses  $110. 

CURRENT  PRACTICES  IN  SURGERY 
April  5 and  6,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 


Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  AMA,  AAFP.  Fees:  Phy- 
sicians $300,  Residents  and  Students  $150. 


TOTAL  MANAGEMENT  OF  THE  ACUTE 
MYOCARDIAL  INFARCTION  — May  7-8, 
1984.  Sponsor:  University  of  Kansas 

Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow,  Kansas  City, 
Kansas.  Credit:  13.25  hrs.  AMA  Cat.  I, 
12.4  hrs.  AAFP,  CNE  credit  pending.  Fees: 
Physicians  $200,  1 day  $140;  Nurses  $90, 
1 day  $60. 


* * * 


1984  ANNUAL  SESSION  — April  27-30  — 
Omaha  Marriott. 

1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  - 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  - 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 
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WashingtoNotes 

(Continued  from  page  10 A) 


about  $300  billion  to  keep  the  hospital  fund 
solvent  through  1995. 

Several  other  recommendations,  such  as 
the  physician  fee  schedule  and  changes  in  the 
claims  assignment  process,  would  not  produce 
savings  for  the  hospital  fund  hut  are  intended 
to  reduce  costs  of  the  supplemental  medical 
insurance  (SMI)  fund. 

A major  portion  of  the  new  revenues  for  the 
hospital  fund  would  come  from  increases  in 
federal  alcohol  and  tobacco  taxes.  Other  major 
fund  raisers  are  recommendations  to  cap  the 
amount  of  employer-paid  health  insurance 
premiums  that  are  nontaxable  to  employees;  to 
add  a Medicare  hospital  surcharge  to  the  SMI 
(Part  B)  premium;  to  change  the  way  medical 
education  is  financed;  and  to  raise  the  initial 
age  of  eligibility  for  Medicare  benefits.  The 
council  rejected  proposals  to  means  test 
benefits  or  increase  the  payroll  taxes  that  now 
fund  the  hospital  (Part  A)  portion  of  Medicare. 
It  also  turned  down  a plan  to  use  general 
revenues  to  pay  for  hospital  care  for  Medicare 
beneficiaries. 

PROPAC  Commissioners  Chosen 

A Brandeis  University  dean  has  been  chos- 
en to  head  a powerful  new  commission  ex- 
pected to  play  a major  role  in  updating  and 
modifying  Medicare’s  diagnosis-related  groups 
(DRG)  pricing  scheme. 

Stuart  Altman,  PhD,  dean  of  the  Florence 
Heller  School  at  Brandeis  and  formerly  with 
the  Department  of  Health  and  Human  Ser- 
vices, will  serve  a three-year  term  as  chairman 
of  the  new  Prospective  Payment  Assessment 
Commission  (PROPAC).  Among  the  14  other 
new  commission  members  are  six  physicians 
and  four  hospital  officials.  Many  of  the 
members  have  previous  experience  in  federal 
or  state  government  or  advisory  panels. 

The  commission  was  mandated  in  the  law 
that  set  up  the  DRG  system.  Beginning  in 
1986,  it  is  to  advise  HHS  on  needed  modific- 
tions  or  additions  in  the  DRGs  to  reflect 
technology  and  practice  changes  and  to  recom- 
mend an  appropriate  annual  increase  in  the 
DRGs. 


Among  the  new  commission  members  are: 
John  C.  Nelson,  MD,  a practicing  Salt  Lake 
City  obstetrician/gynecologist  nominated  by 
the  American  College  of  Obstetricians  and 
Gynecologists,  and  Barbara  J.  McNeil,  MD,  a 
Harvard  professor  of  Clinical  Epidemiology 
and  Radiology  at  Harvard  nominated  by  the 
Society  of  Nuclear  Medicine.  Other  physicians 
on  the  commission  are  James  J.  Mongan,  MD, 
Executive  Director  of  the  Truman  Medical 
Center  in  Kansas  City,  MO.;  Yvette  Francis, 
MD,  PhD,  Director  of  Medical  Services  at  the 
Sickle  Cell  Center  for  Research  in  Brooklyn, 
N.Y.;  Ernest  Saward,  MD,  professor  of  social 
medicine  at  the  University  of  Rochester 
Medical  Center;  and  Steven  A.  Schroder,  MD, 
professor  of  medicine  at  the  University  of 
California. 


Hospice  Benefits  Delayed 

Implementation  of  Medicare’s  new  hospice 
benefit  has  been  delayed  by  renewed  efforts  on 
the  part  of  the  White  House  Office  of 
Management  and  Budget  to  cut  payment  rates 
proposed  earlier  this  fall.  News  reports  say 
that  hospice  home  care  rates  would  fall  from 
about  $53  to  $42  a day  and  inpatient  rates 
from  $271  to  $255  a day  under  the  OMB  pro- 
posal. 

The  hospice  benefit  was  to  have  taken  effect 
November  1,  and  six  hospices  have  received 
provisional  approval  to  participate  in  the 
program.  About  400  of  the  nation’s  1,200 
hospices  are  interested  in  participating,  and 
the  Health  Care  Financing  Administration 
(HCFA)  has  surveyed  45  of  these  and  schedul- 
ed surveys  on  another  58. 

OMB's  latest  argument  for  reducing  the 
rates  is  supported  by  some  HCFA  staff  and  is 
based  on  the  premise  that  the  latest  data  from 
a federally-funded  hospice  demonstration  pro- 
gram does  not  justify  the  higher  rate. 

National  Hospice  Organization  officials  res- 
ponded that  the  demonstration  hospices  were 
not  providing  as  high  a level  of  care  as  is 
permitted  under  the  new  hospice  benefit,  so 
their  costs  are  not  reflective  of  costs  under  the 
new  program. 


26  Nebraska  Medical  Journal  January  1984 


NEBRASKA 

MEDICAL  ASSOCIATION 
116th  Annual  Session 
April  27-30,  1984 
OMAHA  MARRIOTT  HOTEL 
Omaha,  Nebraska 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Price 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 

American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

V Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modern  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 


EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
.Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modern  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

POSITION  WANTED:  An  experienced  Family 
Practitioner  Fellow  of  the  American  Academy  of 
Family  Practitioners  with  added  experience  in 
OB/GYN  and  general  surgery  seeks  to  relocate  in 
Omaha  or  Lincoln  or  any  other  big  town  in  a group 
practice.  Please  reply  to  Box  #005,  Nebraska 
Medical  Journal,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

BLACK  HILLS  CHILD  NEUROLOGY  SEMI- 
NAR: “Advances  in  Clinical  Child  Neurology,”  Feb. 
29-March  2,  1984.  Spearfish  Holiday  Inn,  Spearfish, 
S.D.  Contact:  K.  Alan  Kelts,  M.D.,  Ph.D.,  USD 
Depts.  of  Neurology  & Pediatrics,  2929  5th  Street, 
Suite  240,  Rapid  City,  S.D.  57701. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 
Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 
During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann  La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  4.  Kales  A el  al:  JAMA  241  16921695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
307:1039  1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Genalr  Soc  37:541  -546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet 
ing  of  the  American  Psychiatric  Association,  Washing 
ton,  DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 

Dalmane^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended  Repeated  therapy  should  only  be  under 
taken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving)  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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Contemporary  HypnoticTherapy 

Dalmane*  [flurazepam  HC1 /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 

criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 

3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 

12  to  14  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights . 

•Seldom  produces  morning  hangover; 
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•Avoids  rebound  insomnia  when 
therapy  is  discontinued.1 


15-mg/30-mg  capsules 
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Scott  Carpenter 
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Omaha  Marriott  Hotel  APRIL  27-30  Omaha 

— 1984  ANNUAL  SESSION  SCIENTIFIC  PROGRAMS  — « 


NEBRASKA  ALLERGY  SOCIETY 

This  course  represents  an  up-to-date  review  of  the  pre- 
sentation, diagnosis,  and  therapy  of  chemically-induced 
immunologic  lung  disease.  Included  will  be  discussion  of 
immunologic  laboratory  procedures  used  in  the  evaluation  of 
these  diseases. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

Discussions  on  the  general  topic  of  dermatology  will  focus  on 
three  distinct  areas,  emphasizing  the  practical  aspects  of 
new  information.  The  lectures  will  include  one  hour  on 
dermatologic  surgical  techniques,  one  hour  on  the  latest 
dermatologic  research  of  specific  practice  value,  and  one 
hour  discussion  of  the  newly  released  dermatologic  medica- 
tions including  Accutane  and  Acyclovir. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 

This  program  will  emphasize  the  techniques  of  treatment 
useful  in  the  first  few  hours  of  emergency  care.  What  you 
need  to  know  in  the  first  few  hours  before  you  have  time  to 
get  a book. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
PEDIATRICS  & THE  NEBRASKA  PEDIATRIC  SOCIETY 

These  sessions  will  be  devoted  to  topics  designed  to  assist 
the  office  practitioner  with  the  practice  of  pediatrics.  Na- 
tionally recognized  speaker,  Doctor  Bernhard  Signsen,  will 
discuss  rheumatology,  and  detailed  presentations  on  acci- 
dent prevention,  physical  conditioning  and  office  computers 
are  scheduled. 

NEBRASKA  PERINATAL  ORGANIZATION 

The  Nebraska  Perinatal  Organization  will  present  speakers 
covering  topics  such  as  invitro  fertilization,  neonatal 
anesthesia,  pulmonary  surfactant,  life  and  death  decisions, 
maternal  transport,  and  emerging  legal  issues  in  perinatal 
practice. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOY 

This  course  is  designed  to  present  a brief  summary  of  neuro- 
ophthalmologic  abnormalities  as  they  relate  to  the  pupil. 


NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  program  will  be  a forum  for  presentation  of  papers 
generated  by  physician  members  of  the  American  College  of 
Surgeons  as  well  as  resident  members  who  are  candidates 
for  the  American  College  of  Surgeons. 

NEBRASKA  THORACIC  SOCIETY 

Update  on  pediatric  and  adult  asthma  management  with 
newer  treatment  modalities  and  research  presented. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 

The  title  of  this  program  is  Challenge:  Managing  the  Arthritic 
Patient.  This  program  is  a collaborative  effort  of  the  Arthritis 
Foundation  and  Syntex  Laboratories,  in  cooperation  with  the 
American  Academy  of  Family  Physicians. 

NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS 

This  course  will  present  primarily  basic  concepts  of  obstetri- 
cal anesthesia,  specifically  anesthesia  for  Cesarean  section 
under  general  as  well  as  regional  anesthesia.  It  will  present 
an  update  on  anesthesia  for  complicated  high  risk  obstetrics. 
Topics  in  the  area  of  critical  anesthesia  will  also  be 
presented. 

NEBRASKA  MEDICAL  ASSOCIATION 
PHYSICIAN  ADVOCACY  COMMITTEE 

This  Impaired  Physician  Workshop  for  physicians  and  spouses 
will  feature  John-Henry  Pfifferling,  Ph  D.  A positive  tour  for 
physicians  and  their  spouses  through  the  maze  of  potential 
problems  — the  goals  and  REWARDS  being: 

Promotion  of  physician  well-being. 

Prevention  of  physician  and  spouse  burnout. 

How  to  identify  potential  stress  points  in  practices 
and  partnerships. 

How  to  develop  skills  for  coping  with  these  problems. 


WashingtoNotes 

HCFA  Sets  Physician  DRG  Study 

Health  Care  Financing  Administration  head 
Carolyne  Davis  has  put  together  a task  force  of 
HCFA  staffers  to  collect  the  Medicare  Part  B 
data  that  will  be  needed  for  the  agency’s  study 
on  the  “feasibility  and  advisability”  of  in- 
cluding physicians  in  Medicare’s  diagnosis- 
related  groups  pricing  system.  The  report  is 
due  in  1985.  The  task  force  is  headed  by  Don 
Young,  MD,  Deputy  Director  of  HCFA’s  Bur- 
eau of  Eligibility.  HCFA  is  developing  new  in- 
structions to  Medicare  carriers  regarding  the 
types  of  data  and  format  it  wants  to  see.  The 
data  requested  is  from  1983  and  HCFA  wants 
to  have  it  by  July  of  1984. 

Other  Doctor  Studies  Also  Funded 

The  Health  Care  Financing  Administration 
will  provide  up  to  $3  million  in  grants  in  1984 
for  research  in  several  priority  areas,  including 
prospective  payment  and  physician  reimburse- 
ment. Announced  in  the  November  9 Federal 
Register,  grants  ranging  from  $35,000  to 
$275,000  per  project  will  be  awarded  for 
studies  of:  prospective  payment  methods  for 
physician  services;  negotiated  fee  schedules, 
competitive  bidding  and  per  case  payments; 
significant  reimbursement  imbalances  among 
different  physician  services;  ways  to  reduce 
geographic  and  specialty  differences  in  re- 
imbursement for  comparable  services;  ways  of 
encouraging  preventive  care;  and  changes  in 
the  claim  assignment  process. 

Community  Health  Center  Get  $11  Million 

Health  and  Human  Services  announced 
awards  of  $11.1  million  in  62  grants  to 
establish  new  community  health  centers  or 
enable  existing  centers  to  open  satellite  clinics. 
The  grantees  are  located  in  32  states  and 
territories,  selected  from  among  191  appli- 
cants using  criteria  such  as  the  medical  needs 
of  the  population  in  the  service  area  and  the 
effects  of  unemployment  on  access  to  health 
care. 

“Baby  Doe”  Vote  Ducked  by  Congress 

A coalition  of  medical  and  hospital  groups 
sent  letters  to  every  member  of  Congress, 

(Continued  on  page  4A) 
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Acknowledgements  must  be  given  when  material  from  other  publications 
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1984  CME  Cruise/Conferences 
on  Legal-Medical 
Issues 


APPROVED  FOR 
18  24CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31  80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  PL  94-445.  effective  1 1 77  with 
the  exception  of  the  Hawaiian  Conference  which  conforms  to 
the  requirements  of  PL  97  424 


January  7 18  (from  Ft 
Lauderdale.  FL) 

1 1 Day  Caribbean 

April  14-21  (from  Los 
Angeles.  CA) 

7 Day  Mexican  Riviera 

May  19  26  (from 
Honolulu.  HI) 

7 Day  Hawaiian 


June  30  July  14  (from 
San  Francisco.  CA) 

14  Day  Alaskan 

July  25  Aug  4 (from  Ft 
Lauderdale.  FL) 

10  Day  Caribbean 

Aug  1 125  (from 
Venice.  Italy) 

14  Day  Mediterranean 


*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 

For  color  brochure  189  Lodge  Ave 
and  additional  Huntington  Station,  N Y 11746 

information  contact  Phone  (516)  549  0869 


Washington otes 

(Continued  from  page  3A) 

urging  them  to  delay  a vote  on  controversial 
“Baby  Doe"  legislation.  Indeed  the  vote  was 
eventually  postponed  until  at  least  next  year  as 
the  move  died  with  adjournment.  The  legisla- 
tion would  have  permitted  government  inter- 
vention in  the  care  and  treatment  of  infants  at 
risk  with  life-threatening  congenital  impair- 
ments. Although  there  have  been  efforts  to 
reconcile  different  “Baby  Doe"  viewpoints,  no 
satisfactory  compromise  has  yet  been  reached. 
The  group  said  Congress  should  hold  hearings 
on  the  issue. 

“Because  of  controversial  requirements  con- 
tained in  this  legislation,  the  undersigned 
groups  are  opposed  to  consideration  of  the  bill 
at  this  time,"  it  stated.  The  letter  was  signed 
by  representatives  of  nine  health  care  groups: 
the  American  Medical  Association,  the  Ameri- 
can Academy  of  Pediatrics,  the  American 

(Continued  on  page  12A) 
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Tenth  District:  Councilor:  Richard  A.  Cot 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin.  Frontier, 
Furnas,  Gosper.  Harlan.  Hayes.  Hitch- 
cock. Kearney.  Phelps.  Red  Willow. 
Webster 

Eleventh  District:  Councilor  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur,  Deuel.  Garden.  Keith.  Lincoln. 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte.  Cheyenne.  Dawes.  Kimball, 
Morrill.  Scotts  Bluff.  Sioux. 
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D.  R.  Cronk,  Grand  Island Gordon  Francis.  Grand  Island 

John  C.  Wilcox.  Aurora Lee  Wilkens,  Aurora 

Melvin  Campbell.  Ainsworth John  Brvd,  Valentine 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairburv 
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David  A.  Allerheiligen.  McCook . . . . E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Before  prescribing,  see  complete  prescribing  information  in 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
'S  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
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component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
is  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K * intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk,  if  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  penodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  dunng  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  In 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene  and  leukopenia,  thrombocylo- 
penia.  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported.  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocuranne  Triamterene  is  a weak  folic  acid  antagonist  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Tnamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide . The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide , but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  mfeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps  weakness,  dizziness  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  (may  be  aggravated  by  alcohol  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Tnamferene 
has  been  found  in  renal  sfones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephntis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide . although  a causal  relationship  has  not 
been  established 

Supplied.  Dyazide  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak1"  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  You  Need  to 
Conserve  K+ 


Potassium-  Sparing 

The  unique 
red  and  white 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dvrenium*  (brand 
of  triamterene ) and  25  mg.  of  hydrochlorothiazide. 

Over  17  Years  of  Confidence 

Dyazide*  capsule: 
"four  assurance  of 
SK&F  quality: 

* 

a product  of 

SK&F  CO. 

Carolina,  PR.  00630 


©SK&F  Co  1983 
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ONCOLOGY  FELLOWSHIP  PROGRAM  APRIL  12-13,  1984 

A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Holling 
Education  Center,  Immanuel  Medical  Center,  April  12-13,  1984.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  April  12.  Participants  are  housed  at  the  beautiful  new  Immanuel 
Plaza  Motel  on  the  Medical  Center  campus. 


An  agenda  for  the  two-day  program  is  as  follows: 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
Steven  T.  Bailey,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  A.  Hughes,  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 

♦Session  presenter  rotates  for  each  Fellowship  Program. 

For  more  information  on  this  or  future  Fellow- 
ships, contact  Marion  Kaple,  Holling  Education 

Center,  Immanuel  Medical  Center,  6901  North 

72nd  Street,  Omaha,  Nebraska  68122,  (402) 

572-2340. 


Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
John  R.  Feagler,  M.D. 

Multiple  Myeloma 

John  R.  Feagler,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Tumor  Markers 

Thomas  A.  Ruma,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 

Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Liver  Pumps  and  Hickman  Catheters 
Thomas  Connors,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 
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ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 

Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical /surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  either  in  a sophisticated,  metropolitan  medical 
environment  providing  educational  and  teaching  opportunities,  or  a rural  setting 
offering  a substantial  practice  with  outdoor  recreational  potential  second  to 
none. 

Sound  interesting?  Based  on  your  financial  needs,  our  client  will  offer 
appropriate  income  guarantees,  incentives,  relocation  expenses  and  total 
malpractice  insurance. 

Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 
3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
•reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
influenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clmitest®  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy — Pregnancy  Category  B — Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
wen  controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
mother’s  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 . and  0 16  meg  ml  at  two,  three 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®.  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children— Safety  and  effectiveness  of  this  product  for  use 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a tew  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophiiia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1m  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ' 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  your  family. 
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we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 
We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  vou  are. 


We  make  the  intelligent  match. 
OFFICE  OF  RURAL  HEALTH 

UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 
Grand  Forks,  ND  58201  (701)  777-3848 

Contact:  Mary  Halan  Palton,  Ph.D. 
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Surgical 
Supply  House 

Phone  474-3222 
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SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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Association  of  Medical  Colleges,  the  American 
Hospital  Association,  the  American  Psychia- 
tric Association,  the  Federation  of  American 
Hospitals,  the  American  Academy  of  Family 
Physicians,  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  the  National 
Association  of  Children’s  Hospitals  and  Re- 
lated Institutions. 

The  bill  — HR  1904,  sponsored  by  Rep. 
Austin  J.  Murphy  (D-PA)  — cleared  a sub- 
committee last  March  and  the  full  Education 
and  Labor  Committee  last  May.  Debate  on  the 
floor  of  the  House  once  was  scheduled  for  the 
week  of  Nov.  7.  Now,  debate  may  take  place 
the  next  session  of  Congress,  which  starts  Jan. 
23. 

Congress  Tightens  Fetal  Research 

The  long  debate  over  who  should  control  the 
National  Institutes  of  Health’s  pursestrings 
was  eclipsed  in  the  closing  days  of  Congress  by 
a more  controversial  and  emotional  issue:  fetal 
research. 

The  biomedical  community  watched  with 
alarm  as  Rep.  William  Dannemeyer  (R-CA), 
“speaking  for  society’s  unwanted  members,” 
won  the  majority  of  House  votes  with  an 
amendment  to  the  NIH  bill  which  restricted 
virtually  all  research  on  fetuses  intended  for 
abortion. 

The  tables  suddenly  turned,  however,  when 
Rep.  Rodney  Chandler  (R-WA)  offered  a 
surprise  alternative:  an  amendment  that  per- 
mitted research  with  appropriate  safeguards. 
Fetal  research  is  acceptable  only  if  it  poses 
minimal  risk  to  the  fetus,  and  if  scientific 
knowledge  can  be  gained  in  no  other  way,  the 
amendment  said.  Moreover,  research  would 
be  permitted  only  if  approved  by  six  layers  of 
institutional  and  governmental  peer  review, 
involving  between  30  and  40  individuals,  he 
added. 

This  more  moderate  amendment  — along 
with  the  entire  NIH  bill  — won  the  voiced 
support  of  the  House,  plus  resounding  ap- 
plause. Rep.  Dannemeyer,  reluctant  to  give  up, 
promptly  asked  for  a count  of  votes,  then 

(Continued  on  page  14  A) 
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ORGANIZATIONS,  STATE=_ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  St.,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D. 

201  Ridge  St,  #311,  Council  Bluff,  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Martin  R.  Lohff,  M.D.,  President 
Methodist  Hospital,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 

Nebraska  Chapter  — American  Academy  of  Physician  Assistants 

Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 

Nebraska  Chapter  — American  College  of  Pediatrics 

Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  St,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  Ph  D.,  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E- 15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A Haggstrom,  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D.,  President 

120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St.,  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


WashingtoNotes 
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objected  to  the  vote,  saying  that  a quorum  was 
not  present.  Overruled,  he  then  requested  a 
separate  vote  on  Chandler’s  amendment. 
Attention  spans  were  short  and  legislators 
were  eager  to  go  home;  this,  too,  was  denied. 

The  medical  community  had  two  reasons  to 
be  relieved  by  the  House  vote.  The  moderate 
fetal  research  amendment  keeps  research 
opportunities  open  while  making  sure  that 
safeguards  are  observed.  The  NIH  bill  keeps 
authority  for  NIH  spending  in  the  hands  of 
scientists,  not  legislators. 

The  NIH  bill,  which  reauthorizes  National 
Cancer  Institute,  the  National  Heart,  Lung  and 
Blood  Institute,  and  other  expiring  NIH 
programs,  is  a compromise  between  two  vastly 
different  proposals.  Reps.  Henry  Waxman  (D- 
CA)  and  John  Dingell  (D-MI)  favored  high 
funding  levels  and  a line-item  list  of  research 
projects  specified  by  Congress.  Reps.  Richard 
Shelby  (D-AL),  James  Broyhill  (R-NC),  and 
Edward  Madigan  (R-IL)  pushed  for  lower 
funding  levels  and  retaining  the  current  NIH- 
based  system  of  authorizing  grants.  The 
adopted  compromise  contains  the  high  funding 
levels  set  in  Waxman’s  proposal  but  lets  NTH 
hand  out  the  money. 

Rep.  Shelby  called  the  NIH  bill  “a  unified 
workable  package  that  takes  a consensus 
approach  to  the  management  of  NIH.”  Rep. 
Madigan  applauded  the  “convergence  of  wide- 
ly divergent  concerns.” 

A similar  sense  of  commitment  seems 
lacking  in  the  Senate;  these  legislators  have 
postponed  consideration  of  their  NIH  bill  until 
the  next  session.  The  legislation  is  believed  to 
be  accepted,  although  not  embraced  by  the 
Reagan  Administration. 

Methaqualone  Banned 

The  nation  may  follow  the  example  of  eight 
states  in  banning  the  controversial  sedative- 
hypnotic  drug  Quaalude  (methaqualone).  The 
House  of  Representatives,  believing  the  drug’s 
danger  outweighs  its  benefit,  has  voted  a 
nationwide  ban  of  the  product.  Simultaneous- 
(Continued  on  page  57) 
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BRIEF  SUMMARY 

PROCARDIA  ■ (mtedipmei  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina  PROCARDIA  (nifedipine)  is  indicated  lor  the 

management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  ot  sustained  effectiveness  and  evaluation  of  long  term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ot  PROCAROIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  of  these  potential  problems  and, 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  frequency,  du 
ration  or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  trom  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  Important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS.  General  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure . care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
Of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admimstered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069  2600  66)  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59;  to  77  F ( 15;  to  25  C)  in  the  man- 
ufacturer s original  container 

More  detailed  professional  information  available  on  repuest 
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7 can  do  things  that  I 
couldn  't  do  for  3 yrs  including 
joining  the  human  race  again" 


Quotes  from  an  unsolicited  " 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient  's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive.'’ 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable.'’ 

"I  shop,  cook  and  can  plant 
flowers  again.’’ 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again.’’ 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients— having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 
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Please  see  PROCARDIA  brief  summary  on  ad/oining  page 


Arthritis  Therapy 
That  Checks  Out. 

Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (aspirin)  zero-order  Release. 

Boots  Pharmaceuticals,  Inc. 

Pioneers  in  medicine  for  the  family  6540  LINE  AVENUE,  PO.  BOX  6750 
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4 HR/pH  7.5 


ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorpnn  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorpnn  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorprin  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas.  Zorprin  releases  the  maiority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential  □ Bioavatlability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicyllc  acid  can  be  measured  24  hours  after  a single  oral  dose  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorpnn  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%). 
salicyluric  acid  (75%)  salicylic  phenolic  (10%),  acyl  glucuromdes  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  In  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients.  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorpnn  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration,  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI).  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothromblnemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time.  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics.  concomitant 
use  therefore  is  not  recommended.  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition.  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothromblnemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery.  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day.  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  Increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirins  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin.  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn.  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding.  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported.  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis.  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes.  eg  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted.  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusion,  drowsines.  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient.  An  arterial  blood  pH  of  71  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants,  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic.  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate.  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required.  □ ("A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal.)  □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  ol  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  O It  is  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  ( 8oz . or  more)  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b.i  d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain  white  capsule-shaped  tablets  □ Bottles  of  100  Tablets  — NDC  0524-0057-01  □ Caution:  Federal  law  prohibits  dispensing  without 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Control  of  Physician  Supply: 

Is  it  Necessary?  Is  it  Fair? 


The  House  recommended  the  Board  of 
Directors  or  an  appropriate  commission  study 
the  impact  of  the  foreign  medical  graduate  on 
the  future  of  American  medicine  with  emphasis 
on  the  State  of  Nebraska. 

NMA-NEWS,  Vol  VIII,  # 8 , Oct.  83 

SINCE  the  1980  report  of  the 
Graduate  Medical  Education 
National  Advisory  Committee 
(GMENAC),  which  predicts  a surplus  of 
physicians  in  the  90’s,  there  have  been  efforts 
to  curb  the  supply.  Already  there  has  been  a 
reduction  in  size  of  the  freshman  class,  the  first 
one  in  years;  foreign  medical  graduates 
(FMGs)  are  the  next  target. 

Ability  to  Take  Corrective  Actions 

In  the  50’s  and  60’s,  there  was  a perceived 
need  for  equal  and  better  access  to  health  care; 
actions  were  taken  to  increase  training  phy- 
sicians and  to  attract  FMGs.  If  we  could 
accomplish  those  achievements  in  the  period 
of  increasing  need,  it  is  only  natural  that  we 
should  have  the  ability  and  the  flexibility  to 
correct  the  “perceived”  oversupply  and  future 
“glut’.  However,  what  corrective  measures  we 
may  take,  must  be  fair. 

A Matter  of  Fairness 

First,  we  should  be  fair  to  the  profession.  In 
any  survey  physicians  and  clergymen  have 
usually  led  the  way  as  respected  and  trusted 
professions.  Any  unfair  action  would  harm  the 
profession  and  would  not  be  fair  to  physicians 
themselves. 

The  chairman  of  the  committee  on  physician 
supply  in  California  talked  about  “the  attrition 
rate  of  physicians  already  in  practice”;  he 
wanted  that  rate  to  increase.  Maybe,  it  is  time 
old  docs  quit  and  left  the  market  to  younger 
fellows.  Is  it  fair?  Do  remember  that  young 
doctors  grow  older  too! 

Secondly,  let  us  be  fair  to  the  young  and 
dedicated  men  and  women  who  want  to  make  a 
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career  in  the  health  field.  Let  us  not  behave  as 
old  members  of  a selected  and  closed  club; 
let  us  not  slam  the  door  to  the  youth. 
Otherwise,  someday,  they  may  throw  “the 
attrition  rate”  argument  on  you. 

Let  us  be  fair  to  physicians  trained  overseas, 
especially  the  able  and  dedicated  ones  who 
wish  to  top  off  their  training  with  the  high 
technology  and  skilled  experience  of  America, 
or  those  who  wish  to  serve  in  the  environment 
and  conditions  commensurate  to  their  ability. 
This  exchange  of  culture  and  training  stimu- 
lates intellectual  discussion,  helps  the  stream 
of  knowledge  flow  over  boundaries,  promotes 
medical  science,  and  brings  benefits  to  pa- 
tients, here  and  worldwide. 

Above  all,  any  action  taken  must  be  fair  to 
patients  everywhere.  It  must  take  into  con- 
sideration the  welfare  of  patients  here  and 
worldwide.  We  should  maintain  the  high 
standard  of  care  in  America,  plus  help 
improving  the  care  overseas,  thus  enhancing 
the  prestige  and  altruism  of  American  medi- 
cine. 

With  this  thought  of  fairness  in  mind,  let  us 
consider  the  problem  of  physician  surplus  and 
some  of  the  efforts  to  control  supply. 

Is  it  a Numerical  Problem? 

Californian  neurosurgeon  Lippe,  chairman 
of  the  committee  on  physician  supply  said, 
“Logic  tells  us  that  there  must  be  a limit  to  the 
number  of  physicians  per  population”.  Well, 
statistics  may  show  a “glut”  based  on  phy- 
sician-population ratio,  but  it  is  a well  known 
fact  that  there  are  still  areas  of  shortage  in  this 
year  of  1983.  The  main  problem  is  not  a 
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numerical  one  but  one  of  maldistribution.  As 
long  as  this  (mal)  distribution  problem  is 
unsolved,  any  reduction  would  worsen 
shortage  and  further  restict  availability. 
If  one  really  cares  for  availability,  then 
an  eventual  certificate  of  need  for  additional 
physicians  in  certain  areas  would  be  a more 
sensible  approach,  although  this  is  a very 
touchy  point. 

Going  further  on  its  appeal  for  restriction  of 
supply,  neurosurgeon  Lippe  pointed  out  that 
“each  physician  in  practice  produces  an 
expenditure,  on  the  average,  of  $300,000  to 
$500,000  a year  in  health  delivery.  So  on  a 
statistical  basis,  for  every  physician  you  turn 
out,  you  cost  the  population  $300,000  to 
$500,000  extra”.  One  sees  with  amusement 
how  “economics”  can  bear  such  a heavy  weight 
on  logic!  The  era  for  “accessibility  to  care”  has 
definitively  gone.  The  prime  concerns  now  are 
cost  control  and  rationing  services.  The  “old 
docs”  who  stubbornly  refuse  to  cooperate  for  a 
greater  “attrition  rate”  will  argue  that  every 
physician  you  turn  out  will  offer  the  population 
$300,000  to  $500,000  worth  of  medical  ser- 
vices. Otherwise,  one  would  assume  that 
physicians  in  some  areas  are  providing  useless 
services  that  we  can  get  away  with  by 
eliminating  physicians. 

Is  There  a Surplus  of  Physicians  in 
Nebraska? 

It  is  interesting  to  note  that  Nebraska 
physician-population  ratio  is  “12%  better  than 
in  1971”.  At  the  same  time,  it  is  reported  that 
the  number  of  counties  without  physicians  in 
Nebraska  has  increased  from  13‘in  1971  to  15 
in  1977,  and  to  19  in  1983. 


Regarding  (mal)  distribution,  out  of  the 
1909  physicians  in  active  practice  in  1981,  153 
served  in  towns  less  than  2500  population; 
1756  were  in  larger  towns  and  cities.  Few  of  us 
realized  that  there  are  more  than  500  towns  of 
less  than  2500  versus  48  towns  and  cities 
above  2500  population. 

Lastly,  there  were  114  FMGs  in  Nebraska  in 
1981,  representing  6.2%  of  the  total  number  of 
physicians,  while  the  national  percentage  was 
in  the  neighborhood  of  19%. 

Close  Door  Policy 

At  the  AMA  annual  convention  in  June, 
California  introduced  four  resolutions  aimed 
directly  at  FMGs.  More  requirements  are 
being  asked  of  FMGs.  VQE  has  replaced  the 
ECFMG  exam,  and  more  recently,  the  Depart- 
ment of  Health  and  Human  Services  has 
approved  another  new  exam,  FMGEMS  to 
replace  VQE  and  ECFMG.  Florida  wants  the 
FMG  to  show  proof  that  the  medical  school  he 
or  she  graduated  from  provided  comparable 
training  conditions  to  those  offered  by  US 
schools,  not  in  a general  way,  but  specifically 
during  the  year  he  or  she  graduated.  FMGs 
who  have  immigrated  and  who  are  fully 
licensed  to  practice  might  lose  their  visa  status 
if  they  do  not  hold  speciality  certification,  a 
condition  not  required  of  US  trained  phy- 
sicians. Some  other  states  might  soon  jump 
onto  the  band  wagon  of  “close  door  policy”. 

In  this  atmosphere,  and  considering  that 
Nebraska  does  not  have  a surplus  of  phy- 
sicians, a call  for  a commission  to  study  the 
impact  of  FMGs  on  US  and  Nebraska  medi- 
cine hardly  appears  justified  and  necessary.  It 
conveys  a dubious  message. 
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Buyer  Beware:  There  is  No  Consumer's 
Report  for  "Facts"  About  the 
Nursing  Education  Issue 


FOCUS  on  the  appropriate  educa- 
tional preparation  for  entry  into 
the  practice  of  nursing  has 
been  identified  as  a recurring  issue  in  nursing 
history.1  However,  the  intensity  of  debate  by 
members  of  the  discipline  of  nursing  as  well  as 
the  diversity  of  non-nurse  professional  groups 
involving  themselves  in  dialogue  on  the  issue 
has  varied  over  time.  As  one  attempts  to 
develop  a rational  perspective  amid  the 
cacophony  of  voices  purporting  to  hold  their 
“truths  to  be  self-evident”  on  the  issue,  one 
quickly  realizes  that  it  is  a complex,  emotion 
provoking  issue  with  conflicting  “truths”.  It  is 
interesting  to  take  note  of  the  diversity  of 
people  who  purport  to  hold  the  truth  and 
reflect  on  the  credibility  of  the  presenters  and 
their  facts.  Questions  of  this  nature  are  raised 
for  me  when  I read  an  article  written  by  a 
lawyer  residing  and  practicing  in  the  state  of 
Washington  who  explains  nursing  and  the 
nursing  shortage  in  Nebraska  to  physicians  in 
Nebraska.2  It  is  difficult  to  clearly  assess  and 
accurately  ascribe  motives  to  the  individuals 
and  groups  who  are  intermittently  involved  in 
discussion  and  representation  of  the  “issue 
that  won’t  go  away.”3  Nonetheless,  it  is 
important  that  all  parties  interested  in  health 
care  in  general  and  nursing  specifically  listen 
carefully  to  all  presenters  of  the  issue  without 
regard  to  the  presenters’  motives,  and  attempt 
to  separate  the  potentially  inflammatory  in- 
nuendoes and  misinformation  from  the  “truth” 
and  substantive  components  of  the  issue. 

In  attempting  to  maximize  a rational  and 
minimize  an  emotional  response  to  this  complex 
issue,  individuals  and/or  groups  must  have 
indepth  understanding  of  nursing  and  apply 
certain  principles  to  the  analysis  of  the  issue. 
Individuals  must  have  an  understanding  of 
almost  limitless  global  as  well  as  minute  details 
about  the  discipline  of  nursing  in  order  to 
avoid  being  lured  onto  the  bandwagon  of 
emotion.  The  following  is  cited  as  an  example 
demonstrating  the  need  to  have  extensive  and 
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detailed  knowledge  about  nursing  to  avoid 
responding  to  misleading  data  and  statements. 

When  detailing  his  perception  of  the  impact 
of  baccalaureate  education  on  nursing  man- 
power in  Nebraska,  Mr.  Dolan  reports: 

In  1981  in  Nebraska,  there  were  two 
associate  degree  programs  graduating  a total 
of  238  nurses;  four  BSN  programs  graduat- 
ing 194  graduates;  five  diploma  programs 
graduating  288  graduates  . . . 

In  fact,  the  situation  is  even  worse  when  one 
considers  how  many  of  the  graduates  of 
Nebraska  schools  became  licensed  in  the 
State  of  Nebraska.  In  1981,  only  56%  of  the 
BSN  graduates  became  licensed  in  Nebras- 
ka, suggesting  a large  number  of  BSN 
graduates  who  either  failed  the  exam  or 
migrated  out  of  state.  Conversely,  of  associate 
degree  and  diploma  school  graduates,  97% 
and  98%,  respectively,  became  licensed  in 
the  state  of  Nebraska  and  therefore  eligible 
for  service  in  Nebraska.2 

Without  specific  knowledge  of  nursing 
programs  in  the  state,  the  reader  would 
probably  fail  to  realize  there  are  actual  errors 
in  this  information.  The  first  error  relates  to 
the  number  of  BSN  programs  in  Nebraska; 
there  are  five  BSN  programs  rather  than  the 
reported  four.  An  error  in  reporting  such 
simple,  easily  accessible  information  must 
raise  question  about  other  “facts.”  During  the 
1981  calendar  year  there  were  285  graduates 
from  these  programs,  rather  than  the  194 
reported.  Of  those  285  graduates,  98  were 
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already  licensed  to  practice  nursing  in  the 
State  of  Nebraska.  Of  the  remaining  187 
graduates,  110  wrote  and  passed  the  licensure 
examination  in  Nebraska.  Therefore,  there 
were  208  new  baccalaureate  graduates  in  1981 
who  were  licensed  to  practice  in  the  state 
rather  than  the  108  calculated  from  Mr. 
Dolan’s  figures  (194  (graduates)  x 57%  (pass 
rate)  = 108).  Furthermore,  Mr.  Dolan’s 
statement  “suggesting  a large  number  of  BSN 
graduates  who  either  fail  ...”  may  lead  the 
reader  to  believe  a problem  exists  with  the 
percent  of  baccalaureate  graduates  who  pass 
State  Board  Examinations,  concluding  the 
programs  are  of  poor  quality.  To  draw  such  a 
conclusion  from  the  innuendo  would  be  in- 
correct. In  point  of  fact,  the  pass  rate  for  the 
baccalaureate  graduates  writing  in  the  State  of 
Nebraska  was  96%  as  compared  with  the  89% 
overall  pass  rate  for  the  state  as  reported  by 
the  State  Board  of  Nursing  for  the  July  1981 
writers.  This  overall  pass  rate  includes  all 
baccalaureate,  diploma  and  associate  degree 
graduates  writing  the  examination.  These  data 
lead  to  a question  of  how  the  pass  rate  of  the 
program  types  reported  separately  can  surpass 
the  aggregate  officially  reported  pass  rate.  As 
one  attempts  to  determine  who  reports  the 
“truth,”  one  must  remember  that  the  state 
board  pass  rate  for  specific  schools  or  aggre- 
gate types  of  programs  is  not  available  as 
public  information.  The  only  public  informa- 
tion presented  here  was  the  overall  pass  rate 
for  the  state.  My  data  for  baccalaureate 
programs  came  directly  from  program  repre- 
sentatives. 

The  second  possible  inference  derived  from 
Mr.  Dolan’s  statement  of  “migrated  out  of 
state”  has  some  validity  since  39%  of  the 
graduates  who  were  not  previously  licensed 
migrated  out  of  state  before  writing  the 
licensing  examination.  As  one  considers  these 
data,  it  is  important  to  remember  that  three  of 
the  five  schools  are  private  institutions.  Fur- 
thermore, two  of  the  three  private  schools 
extensively  recruit  students  from  other  states 
and  hold  missions,  which  though  including 
Nebraska,  extend  beyond  our  state.  We  can 
only  expect  that  students  coming  to  our  state 
specifically  to  attend  a private  institution  may 
leave  after  graduation.  However,  even  with  the 
migration,  which  is  explainable  and  justifiable, 
there  were  in  truth  over  two  hundred  1981 
baccalaureate  graduates  licensed  or  holding 


license  in  the  state.  This  is  a very  different 
picture  than  would  be  derived  from  the  “facts” 
you  were  presented  by  Mr.  Dolan. 

The  above  was  cited  merely  as  an  example 
rather  than  an  exhaustive  list  of  areas  which 
should  be  raised  as  concerns  in  the  content.  It 
was  utilized  because  it  demonstrates  that 
information  that  is  presented  as  fact  may  be  as 
suspect  as  statements  of  acknowledged  personal 
opinion. 

As  indicated  earlier,  in  addition  to  having 
specific  information  about  nursing,  an  in- 
dividual needs  to  apply  certain  principles  when 
attempting  to  rationally  deal  with  such  a 
complex  issue.  The  first  principle  relates  to 
ensuring  that  there  is  an  understanding  of  the 
implied  meanings  of  the  same  or  similar  terms 
when  used  by  different  portrayers  of  the  issue. 
The  second  principle  is  that  major  social 
policies  should  be  viewed  with  long-range 
perspective,  avoiding  use  of  the  criterion  of 
immediacy  of  societal  problems  and  issues. 

When  applying  the  principle  related  to  the 
need  for  a common  understanding  of  the 
language,  it  becomes  evident  that  there  are 
several  terms  associated  with  the  issue  which 
warrant  clarification  of  meaning  and  intent. 
Two  terms  which  seem  most  prone  to  ambiguity 
and  consequent  emotionalism  are  “profes- 
sional” and  “technical.”  One  should  under- 
stand that  in  applying  these  terms,  the  intent  is 
to  differentiate  between  the  scopes  of  respon- 
sibility within  nursing.  This  focus  on  dif- 
ferentiation in  responsibility  was  made  explicit 
in  the  “Position  Statement  on  Nurses  Roles  — 
Scope  And  Preparation”  adopted  by  the  board 
of  directors  of  the  National  League  for  Nursing 
in  February,  1982,  and  supported  by  the 
membership  in  June,  1983.  That  position 
statement  reads  “(n)ursing  as  an  occupation,  in 
the  broadest  sense,  covers  a wide  range  of 
activities  that  may  be  viewed  as  a continuum 
beginning  with  simply  nurturing  tasks,  pro- 
gressing through  increasingly  complex  respon- 
sibilities, and  culminating  in  critical  decision- 
making activities.  To  meet  the  reality  of  this 
wide  range  of  responsibilities  and  activities,  a 
corresponding  range  of  nursing  practice  roles 
is  required;  these  have  come  to  be  referred  to 
as  vocational,  technical,  and  professional  nurs- 
ing practice.”4  In  addition  to  this  differentia- 
tion in  scope  of  responsibility  based  upon 
complexity  of  the  decision-making  arena,  for 
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many  years  nursing  has  differentiated  the 
scopes  of  practice  in  terms  of  settings  for 
practice,  such  as  acute  care  institutions  as 
contrasted  with  public  health  institutions. 
These  differentations  have  been  related  to 
different  types  of  preparation.  As  long  ago  as 
1948,  Esther  Lucile  Brown  wrote  “(t)he  fact 
has  long  been  apparent  that  there  are  pro- 
portionately too  few  nurses  prepared  to  give 
more  than  general  bedside  care.  The  efficient 
operation  of  hospitals,  public  health  agencies, 
and  other  community  health  undertakings  has 
been  hindered  because  of  the  paucity  of  nurses 
with  sufficiently  broad  educational  and  pro- 
fessional background.”5 

Within  the  College  of  Nursing  of  the 
University  of  Nebraska,  an  educational  program 
has  been  developed  which  reflects  the  pre- 
paration for  differing  scopes  of  practice.  At  the 
present  time,  at  the  undergraduate  level,  the 
University  of  Nebraska  offers  both  associate 
and  bachelors  degrees  in  nursing.  In  1973 
when  faculty  was  developing  the  new  under- 
graduate programs,  they  specifically  identified 
behaviors  which  differentiated  the  practice  of 
a technologist  and  a professional.6  The  faculty 
identified  differences  in  the  type  of  client  the 
two  graduates  would  care  for;  for  example,  the 
associate  degree  graduate  has  as  a primary 
concern  the  individual  with  identified  health 
problems.  The  professional  scope  for  the 
bachelors  degree  graduate  also  includes  a 
concern  for  individuals  who  have  no  identified 
health  problem  in  order  to  maintain  health.  A 
second  example  of  difference  in  scopes  of 
practice  relates  to  the  type  of  institution  in 
which  they  are  prepared  to  practice.  The 
nursing  technician,  associate  degree  graduate, 
is  prepared  to  “function  within  a formalized 
nursing  service  organization  where  policies 
and  practice  are  well  established  and  written.” 
In  contrast  the  professional  practitioner, 
bachelors  degree  graduate,  is  additionally 
prepared  to  function  in  a setting  where  there  is 
no  formal  nursing  service  organization  and 
may  help  develop  the  structure  needed.  A 
third  area  of  difference  relates  to  the  nature  of 
information  and  knowledge  supporting  their 
continuing  practice.  It  is  expected  that  the 
technician  will  read  non-research  literature  to 
remain  current  in  practice.  In  addition,  it  is 
expected  that  the  bachelors  degree  graduate  is 
able  to  read  and  utilize  results  of  published 


research  as  appropriate.  A fourth  and  final 
area  recited  to  assist  in  understanding  this 
differentiation  in  practice  relates  to  the  nature 
of  nursing  interventions  the  two  graduates  are 
prepared  to  deliver.  The  technician  is  ex- 
pected to  know  the  common  occurring  prob- 
lems of  individuals  in  acute  care  agencies  and 
the  common  interventions  for  these  problems. 
The  professional  is  expected  to  be  able  to 
utilize  resources  to  identify  complex  and  less 
common  problems  and  design  care  for  these 
situations.  This  information  taken  from  ma- 
terial of  the  University  of  Nebraska  provides 
evidence  of  the  definition  of  the  terms 
technical  and  professional  as  related  to  scopes 
of  practice. 

This  definition  of  the  terms  technical  and 
professional  stands  in  marked  contrast  to  the 
sometimes  implied  differentiation  of  defini- 
tions of  the  terms  as  being  a qualitative 
difference  with  technician  being  lesser  and 
professional  being  better.  The  faculty  of  the 
University  is  reflective  of  a large  cadre  of 
nurses  who  believe  and  support  the  notion  that 
both  types  of  practitioners  are  necessary  and 
of  value  in  the  discipline  of  nursing.  One  type 
is  not  better  than  the  other  . . . merely 
different.  A second  concept  which  is  on 
occasion  interjected  by  inneundo  into  the 
technical,  professional  issue  is  one  which 
seems  to  impugne  the  integrity  and  ethics  of 
the  technical  practitioner.  The  implication 
seems  to  be  that  technicians  are  not  ac- 
countable for  the  quality  of  the  care  that  they 
deliver  or  they  are  not  committed  to  the 
discipline  and  practice  of  nursing  whereas 
professionals  are.  This  is  not  an  accurate 
identification  of  the  difference  between  the 
two  terms.  Evidence  for  refutation  of  such  a 
differentiation  between  the  two  practitioners  is 
provided  in  curricular  material  developed  in 
1973  and  reaffirmed  in  1977  by  the  faculty  of 
the  College  of  Nursing  of  the  University  of 
Nebraska.  For  both  graduates  of  the  associate 
and  baccalaureate  programs,  the  faculty  iden- 
tified as  common  characteristics  “(fjollows 
through  on  commitments  made  to  clients  and 
co-workers,”  and  “(t)akes  responsibility  and  is 
accountable  for  the  consequences  of  her 
actions.” 

Another  term  which  seems  to  trigger  intense 
emotional  response  when  discussing  the  issue 
is  the  term  license.  Licensure  is  a process  by 
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which  state  governments  protect  the  public 
through  establishment  of  standards  for  entry 
into  the  practice  of  an  occupation,  such  as 
medicine,  nursing,  or  cosmetology.  Individuals 
discussing  the  licensure  aspect  of  nursing  need 
to  realize  that  licensure  is  the  exercise  of 
governmental  control  for  public  welfare,  not  a 
mechanism  for  confering  status  on  individuals 
or  protecting  disciplines. 

The  idea  that  there  must  be  only  one  type  of 
license  for  everyone  practicing  in  the  discipline 
of  nursing  does  not  currently  have  legal  status. 
This  is  evidenced  by  licensure  of  practical  and 
registered  nurses  both  practicing  within  the 
discipline.  The  nature  of  the  license  for  these 
two  practitioners  is  dependent  upon  the 
scopes  of  practice  as  identified  within  the 
discipline.  To  imply  that  in  order  to  function 
within  the  discipline  of  nursing  everyone  must 
hold  an  identical  license  is  blatantly  mis- 
leading. Furthermore,  to  conclude  that  not 
holding  a license  means  that  one  cannot 
function  within  a discipline  is  erroneous. 
Licensure  should  be  directly  related  to  the 
scope  of  practice  and  not  necessarily  the  total 
discipline. 

The  three  terms  identified  and  discussed 
above  are  not  meant  to  be  exhaustive  but 
rather  exemplary  of  terms  which  have  been 
utilized  without  clear  reference  to  meaning. 
Perhaps  the  use  of  such  terms  has  led  to  the 
germination  and  continuation  of  an  issue  that 
might  otherwise  be  resolved. 

The  second  principle  that  was  identified  as 
important  in  contemplating  social  policies  is 
that  they  should  be  viewed  with  a long-range 
perspective,  avoiding  use  of  the  criterion  of 
immediacy  of  societal  problems  and  issues  as  a 
primary  factor.  Demonstrated  application  of 
this  principle  in  addressing  this  complex  issue 
of  nursing  can  be  achieved  by  contrasting  the 
utilization  of  social  missions  of  institutions 
with  the  issue  of  surplus  or  shortage  of 
manpower  as  factors  in  determining  the 
education  of  practitioners  for  disciplines. 
Institutions  which  have  been  designed  to 
meet  identified  societal  needs  tend  to 
have  a high  degree  of  stability  in  terms 
of  their  missions.  The  relative  stability  of  these 
institutions  and  their  identified  missions 
provide  a degree  of  guidance  for  the  formula- 
tion of  social  policy.  Educational  institutions 
have  been  vested  with  the  social  responsibility 


of  generation  and  transmission  of  knowledge 
necessary  for  maintaining  and  enhancing 
society.  In  contrast,  health  care  institutions 
such  as  hospitals,  nursing  homes,  public  health 
agencies,  have  been  vested  with  the  social 
responsibility  of  providing  accessibility  to 
health  and  medical  care  for  those  people  in 
need  of  such  services.  The  resources  and 
structures  required  to  achieve  the  missions  of 
these  two  social  institutions,  education  and 
health  care,  are  different.  It  is  acceptance  of 
these  differences  in  missions  and  resources 
that  supports  the  importance  of  the  principle 
that  “education  for  all  those  who  are  licensed 
to  practice  nursing  should  take  place  in 
institutions  of  higher  education.”7  This  under- 
standing of  the  long  term  social  perspective  of 
the  issue  stands  in  marked  contrast  to  the 
rationale  that  some  detractors  from  this 
principle  state  as  the  rationale  — “nurses  were 
not  treated  appropriately  by  hospitals  and 
physicians  . . .”2  To  give  credence  to  the  latter 
type  of  statement  as  reflecting  a primary 
rationale  for  a basis  for  attempting  social 
change  is  to  underestimate  the  collective 
intellect  and  integrity  of  nurses  and  nursing 
organizations,  and  to  deny  the  reality  of  social 
institutions  and  systems. 

On  the  contrary,  to  predicate  a model  of  a 
discipline  and  the  nature  of  preparation  for 
roles  within  that  discipline  on  episodic  social 
problems  would  evidence  short  sightedness 
and  consequent  unmanageable  instability  and 
flux.  One  of  the  social  problems  which  has 
been  cited  as  an  issue  which  should  impact  the 
design  of  nursing  and  education  for  nursing  is 
the  manpower  issue.  As  late  as  July,  1983  the 
“nursing  shortage”  was  being  utilized  as  the 
presenting  problem  by  Mr.  Dolan  for  dis- 
cussion of  the  issue  of  educational  preparation 
for  nursing.  To  appreciate  the  naivete’  of 
utilizing  such  issues  to  determine  major 
policies  and  positions,  one  need  only  realize 
the  ephemeral  nature  of  the  issues.  It  is  true 
that  in  1982  and  1983,  national  media  carried 
items  related  to  what  was  proclaimed  to  be  a 
shortage  of  approximately  100,000  nurses. 
However,  during  the  peiod  when  these  short- 
ages were  being  announced  in  the  national 
media,  a systematic  study  of  nursing  man- 
power was  being  conducted  under  the  aegis  of 
the  Institute  of  Medicine.  The  results  of  that 
two  year  study  were  released  in  early  1983. 
The  first  recommendation  of  this  study  states 
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“estimates  indicate  that  the  aggregate  supply 
and  demand  for  generalist  nurses  will  be  in 
reasonable  balance  during  this  decade  . . .”8 
Furthermore,  at  a personal  anecdotal  level  the 
emphemeral  nature  of  the  manpower  issue  is 
provided  in  a letter  to  the  editor  which  was 
printed  in  a national  nursing  publication  in  the 
same  month  the  shortage  was  being  pro- 
claimed by  Mr.  Dolan.  An  individual  nurse 
reports,  “(t)he  nursing  shortage  is  over.  My 
personal  experience  testifies  to  that  fact.  New 
graduates  and  the  near-to-graduating  nurses  I 
have  talked  with  are  worried  about  where  they 
will  work.  Will  nurses  debate  entry  into 
practice  when  employers  have  their  pick  of 
nurses?”9  In  conclusion,  to  imply  that  nursing 
education  and  the  discipline  of  nursing  should 
be  designed  to  respond  to  such  limited  term 
issues  is  to  underestimate  the  intellect  and 
social  responsibility  and  responsibliness  of 
nursing. 

In  conclusion,  you  as  a member  of  the 
medical  community  have  been  presented  with 
sketchy  details  related  to  a very  complex  issue 
of  another  discipline.  As  a concerned  citizen 
and  professional,  it  is  important  that  as  you 
consider  involving  yourself  actively  in  attempts 
to  resolve  this  issue  that  you  do  so  based 
upon  an  understanding  of  the  major  con- 
ceptual components  of  the  issue  and  knowl- 
edge of  specific  minute  details  about  nursing 
and  nursing  education.  It  is  important  that 
such  a complex,  emotion  provoking  issue  as 


education  for  practice  for  any  discipline  be 
discussed  and  debated  in  as  objective  a 
fashion  as  is  possible.  We  should  apply  the 
maxim  “buyer  beware”  as  we  listen  to  the 
people  who  portray  the  issue  with  their  “facts” 
and  “truths”.  Certainly  we  will  all  form 
opinions  on  such  a critical  issue.  We  should 
strive  to  ensure  our  opinions  are  formulated 
upon  accurate  data  and  maximum  under- 
standing of  all  facets  of  the  issue. 
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Nursing  and  Nursing  Education: 
Public  Policies  and  Private  Actions 
A Summary  of  the  Report  * 


A COMPREHENSIVE  study 
was  prompted  in  the  late 
1970’s  as  to  whether  further 
substantial  federal  outlays  for  nursing  educa- 
tion would  be  needed  to  assure  an  adequate 
supply  of  nurses.  The  intent  of  the  congres- 
sional mandate,  as  expressed  in  legislative 
records,  was  to  secure  an  objective  assessment 
of  the  need  for  continued  federal  support  of 
nursing  education  programs,  to  make  recom- 
mendations for  improving  the  distribution  of 
nurses  especially  in  medically  underserved 
areas,  and  to  suggest  actions  which  would 
encourage  nurses  to  remain  active  in  their 
profession.  The  study,  contracted  by  the 
Department  of  Health  and  Human  Services, 
was  mandated  by  Public  Law  96-76,  the  Nurse 
Training  Act  Amendments  of  1979. 

The  document  summarized  is  the  final 
report  of  a two-year  study  of  nursing  and 
nursing  education  undertaken  early  in  1981  by 
the  Institute  of  Medicine  of  the  National 
Academy  of  Sciences.1 

Over  a period  of  eighteen  years  beginning  in 
1965,  more  than  $1.6  billion  was  appropriated 
under  the  Nurse  Training  Act.  Programs  were 
established  with  the  primary  intention  of 
expanding  the  supply  of  nurses  but  also  to 
improve  the  quality  and  distribution  of  this 
supply.  This  was  accomplished  by  increasing 
the  capacity  of  educational  institutions,  pro- 
viding student  financial  assistance,  and  in- 
creasing the  opportunities  of  nurses  to  obtain 
advanced  training,  such  as  that  required  to 
become  a clinical  nurse  specialist  or  a nurse 
practitioner.  Actions  by  the  executive  branch 
of  four  successive  federal  administrations 
suggesting  decreased  support  for  nursing 
education  have  reflected  a conviction  that 
these  forms  of  federal  support  for  nursing 
education  generally  have  outlived  their  useful- 
ness. One  possible  exception  might  be  for 
small  amounts  of  support  for  selected  objec- 
tives such  as  preparing  particular  kinds  of 
nurse  specialists.  Throughout  the  period, 


PATRICIA  B.  PERRY,  R.N.,  Ph.D.t 
Dean,  Bishop  Clarkson  College  of  Nursing 
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however,  Congress  continued  to  urge  more 
generous  support  of  nursing  education  and  to 
express  concern  about  the  effects  of  withdrawal 
of  federal  support.  Authorizations  for  certain 
of  the  Nurse  Training  Act  programs  that 
peaked  in  the  1970s  have  been  continued, 
albeit  at  decreased  levels  of  support. 

The  Study  Change 

The  congressional  charge  detailed  in  Section 
113  of  the  Nurse  Training  Act  Amendments  of 
1979  spelled  out  the  purposes  of  this  study  as 
follows: 

(a)(1)(A)  to  determine  the  need  to  continue  a 
specific  program  of  Federal  financial 
support  for  nursing  education. 

(B)  to  determine  the  reasons  nurses  do 
not  practice  in  medically  underserved 
areas  and  to  develop  recommenda- 
tions for  actions  which  could  be 
taken  to  encourage  nurses  to  prac- 
tice in  such  areas. 

(C)  to  determine  the  rate  at  which  and 
the  reasons  for  which  nurses  leave 
the  nursing  profession  and  to  develop 
recommendations  for  actions  which 
could  be  taken  to  encourage  nurses 
to  remain  in  or  re-enter  the  nursing 
profession,  including  actions  involv- 
ing practice  settings  conducive  to  the 
retention  of  nurses. 

The  part  of  the  study  described  in  para- 
graph (a)(1)(A)  shall  include  consideration  of 
the  following: 

(a)(2)(A)  the  need  for  nurses  under  the  present 

•Copies  of  the  full  report  may  be  obtained  from  National  Academy  Press, 
2101  Constitution  Avenue  NW,  Washington,  D.C.  20418. 

t Reprint  article  requests:  Patricia  B.  Perry,  Ph.D.,  Bishop  Clarkson 
College  of  Nursing,  333  South  44th  Street,  Omaha.  Nebraska  68131. 
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health  care  delivery  system  and  as  it 
may  be  modified  by  increased  use  of 
ambulatory  care  facilities,  or  as  it 
may  be  changed  by  the  enactment  of 
legislation  for  national  health  in- 
surance. Determination  of  such  need 
shall  include  determination  of  the 
need  for  nurses  training  in  each  type 
of  school  of  nursing  (as  defined  in 
Section  853(2]  of  the  Public  Health 
Service  Act:  a diploma  school  of 
nursing,  an  associate  degree  school 
of  nursing,  or  a collegiate  school 
awarding  baccalaureate  or  graduate 
degrees  in  nursing),  for  nurses  with 
graduate  training  in  the  varying 
nurse  practitioner  clinical  speciali- 
ties, and  for  nurse  administrators 
and  nurse  educators. 

(B)  The  cost  of  nursing  education  and  a 
comparison  of  the  cost  of  education 
at  each  type  of  school  of  nursing  (as 
so  defined)  and  comparison  of  the 
costs  of  each  of  the  graduate  pro- 
grams of  nursing. 

(C)  The  availability  of  other  sources  of 
support  for  nursing  education,  in- 
cluding support  under  general  pro- 
grams of  Federal  financial  support 
for  postsecondary  education,  under 
State  and  other  public  programs,  and 
from  private  sources. 

The  statute  also  specified  that  final  recom- 
mendations be  made  after  a two-year  study  of 
all  the  considerations  described  in  the  sub- 
paragraphs;  and  that,  if  a need  for  continued 
federal  financial  support  for  nursing  is  found, 
the  study  was  to  recommend  the  form  it  should 
take  and  the  basis  for  such  recommendations. 
The  study  also  was  instructed  to  recommend 
actions  which  would  encourage  nurses  to 
practice  in  underserved  areas,  to  remain  in  or 
re-enter  the  nursing  profession,  and  to  make 
practice  settings  more  attractive  to  the  reten- 
tion of  nurses. 

The  committee  established  a number  of  ad 
hoc  advisory  panels  of  additional  experts  to 
assist  in  specific  aspects  of  the  study.  It  also 
engaged  consultants,  commissioned  working 
papers,  and  secured  participation  (through  its 
workshops  and  other  means)  of  a broad 
selection  of  the  nursing  profession’s  repre- 


sentatives and  of  others  with  authoritative 
knowledge  in  relevant  fields.  Although  Insti- 
tute and  Academy  policy  precluded  committee 
membership  by  official  representatives  or 
employees  of  national  organizations  with  a 
direct  interest  in  the  outcome  of  the  study, 
ample  opportunity  was  afforded  during  the 
course  of  the  study  to  obtain  information  and 
opinions  from  representatives  of  nursing  and 
other  organizations. 

On  August  5,  1981,  the  study’s  interim 
report  was  transmitted  to  the  Congress  and  to 
the  Secretary.  It  was  made  available  for  public 
consideration.  Comments  were  received  from 
numerous  individuals  and  organizations. 
These  were  reviewed  by  the  committee  and 
staff  and  were  taken  into  account  during 
subsequent  study  activities. 

After  an  introductory  chapter  that  provides 
the  reader  with  background  on  the  diversity 
both  of  nurses’  roles  and  of  nurse  education 
programs,  the  report  focuses  on  the  particular 
components  of  the  study  charge. 

Chapters  II  and  V deal  with  the  first  study 
question:  Is  there  a need  for  continued  federal 
support  for  nurse  education?  Chapter  II 
reports  the  findings  on  whether  the  aggregate 
supply  of  generalist  nurses  will  be  sufficient  to 
meet  future  demand,  and  how  changes  that 
could  occur  in  the  health  care  system  might 
affect  demand.  Chapter  III  discusses  the  ways 
the  current  and  future  supply  of  nurses  may 
be  influenced  by  the  costs  of  nursing  education 
and  the  sources  of  education  financing.  Chapter 
IV  discusses  education  for  generalist  positions 
in  nursing,  in  particular,  the  policies  and 
practices  in  nursing  education  that  affect  the 
future  supply  of  new  nurses  and  the  oppor- 
tunities for  educational  and  career  advance- 
ment for  those  already  in  the  work  force. 
Chapter  V examines  the  supply  and  demand 
relationship  of  nurses  educationally  prepared 
for  advanced  professional  positions  in  nursing. 

The  second  major  study  question  — how  to 
alleviate  shortages  of  nurses  in  underserved 
areas  and  for  underserved  populations  — is 
addressed  in  Chapter  VI.  The  third  study 
question  — how  to  improve  retention  of  nurses 
in  their  profession  — is  dealt  with  in  Chapter 
VII  in  conjunction  with  an  analysis  of  how 
employer  policies  and  management  practices 
in  the  utilization  of  nursing  resources  influence 
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demand  and  supply.  The  report  concludes  with 
a discussion  in  Chapter  VIII  of  the  nation’s 
nursing  research  resources  and  needs.  This 
chapter  identifies  areas  in  which  further  data 
and  studies  are  required  to  improve  capabili- 
ties for  monitoring  the  nation's  supply  of  and 
demand  for  nurses,  and  to  guide  national  and 
state  planning  for  nursing  education. 

The  recommendations  are  listed: 

1.  No  specific  federal  support  is  needed  to 
increase  the  overall  supply  of  registered 
nurses,  because  estimates  indicate  that 
the  aggregate  supply  and  demand  for 
generalist  nurses  will  be  in  reasonable 
balance  during  this  decade.  However, 
federal,  state,  and  private  actions  are 
recommended  throughout  this  report  to 
alleviate  particular  kinds  of  shortages  and 
maldistributions  of  nurse  supply. 

2.  The  states  have  primary  responsibility  for 
analysis  and  planning  of  resource  alloca- 
tion for  generalist  nursing  education. 
Their  capabilities  in  this  effort  vary 
greatly.  Assistance  should  be  made  avail- 
able from  the  federal  government,  both  in 
funds  and  in  technical  aid. 

3.  The  federal  government  should  maintain 
its  general  programs  of  financial  aid  to 
postsecondary  students  so  that  qualified 
prospective  nursing  students  will  continue 
to  have  the  opportunity  to  enter  generalist 
nursing  education  programs  in  numbers 
sufficient  to  maintain  the  necessary  aggre- 
gate supply. 

4.  Institutional  and  student  financial  support 
should  be  maintained  by  state  and  local 
governments,  higher  education  institu- 
tions, hospitals,  and  third-party  payers  to 
assure  that  generalist  nursing  education 
programs  have  capacity  and  enrollments 
sufficient  to  graduate  the  numbers  and 
kinds  of  nurses  commensurate  with  state 
and  local  goals  for  the  nurse  supply. 

5.  To  assure  a sufficient  continuing  supply  of 
new  applicants,  nurse  educators  and  na- 
tional nursing  organizations  should  adopt 
recruitment  strategies  that  attract  not  only 
recent  high  school  graduates  but  also 
nontraditional  prospective  students,  such 
as  those  seeking  late  entry  into  a pro- 
fession or  seeking  to  change  careers,  and 
minorities. 


6.  Licensed  nurses  at  all  levels  who  wish  to 
upgrade  their  education  so  as  to  enhance 
career  opportunities  should  not  encounter 
unwarranted  barriers  to  admission.  State 
education  agencies,  nursing  education 
programs,  and  employers  of  nurses  should 
assume  a shared  responsibility  for  develop- 
ing policies  and  programs  to  minimize  loss 
of  time  and  money  by  students  moving 
from  one  nursing  education  program  level 
to  another. 

7.  Closer  collaboration  between  nurse  edu- 
cators and  nurses  who  provide  patient 
services  is  essential  to  give  students  an 
appropriate  balance  of  academic  and 
clinical  practice  perspectives  and  skills 
during  their  educational  preparation.  The 
federal  government  should  offer  grants  to 
nursing  education  programs  that,  in  asso- 
ciation with  the  nursing  services  of  hos- 
pitals and  other  health  care  providers, 
undertake  to  develop  and  implement 
collaborative  educational,  clinical,  and/or 
research  programs. 

8.  The  federal  government  should  expand  its 
support  of  fellowships,  loans,  and  pro- 
grams at  the  graduate  level  to  assist  in 
increasing  the  rate  of  growth  in  the 
number  of  nurses  with  master’s  and 
doctoral  degrees  in  nursing  and  relevant 
disciplines.  More  such  nurses  are  needed 
to  fill  positions  in  administration  and 
management  of  clinical  services  and  of 
health  care  institutions,  in  academic  nurs- 
ing (teaching,  research,  and  practice),  and 
in  clinical  specialty  practice. 

9.  To  alleviate  nursing  shortages  in  medically 
underserved  areas,  their  residents  need 
better  access  to  all  types  of  nursing 
education,  including  outreach  and  off- 
campus  programs.  The  federal  govern- 
ment should  continue  to  cosponsor  model 
demonstrations  of  programs  with  states, 
foundations,  and  educational  institutions, 
and  should  support  the  dissemination  of 
results. 

10.  To  meet  the  nursing  needs  of  specific 
population  groups  in  medically  under- 
served areas  and  to  encourage  better 
minority  representation  at  all  levels  of 
nursing  education,  the  federal  government 
should  institute  a competitive  program  for 
state  and  private  institutions  that  offers 
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institutional  and  student  support  under 
the  following  principles: 

* Programs  must  be  developed  in  close 
collaboration  with,  and  include  commit- 
ments from,  providers  of  health  services 
in  shortage  areas 

* Scholarships  and  loans  contingent  on 
commitments  to  work  in  shortage  areas 
should  be  targeted,  though  not  limited, 
to  members  of  minority  and  ethnic 
groups  to  the  extent  that  they  are 
likely  to  meet  the  needs  of  underserved 
populations,  including  non-English- 
speaking  groups. 

11.  Differential  allowances  in  payment  should 
take  into  account  the  special  burdens  of 
inner-city  hospitals  that  demonstrate  legi- 
timate difficulties  in  financing  services 
because  of  disproportionate  numbers  of 
uninsured  or  Medicaid  and  Medicare 
patients.  Federal,  state,  and  local  govern- 
ments and  third-party  payers  should  pay 
their  fair  shares  of  amounts  necessary  to 
prevent  insolvency  and  to  support  accept- 
able levels  of  service,  including  nursing 
care. 

12.  The  rapidly  growing  elderly  population 
requires  many  kinds  of  nursing  services 
for  preventive,  acute,  and  long-term  care. 
To  augment  the  supply  of  new  nurses 
interested  in  caring  for  the  elderly,  nursing 
education  programs  should  provide  more 
formal  instruction  and  clinical  experiences 
in  geriatric  nursing.  Federal  support  of 
such  efforts  is  needed,  as  well  as  funding 
from  states  and  private  sources. 

13.  Nursing  service  staffs  in  nursing  homes 
certified  as  “skilled  nursing  facilities”  and 
in  other  institutions  and  programs  pro- 
viding care  to  the  elderly  often  lack 
necessary  knowledge  and  skills  to  meet  the 
clinical  challenges  presented  by  these 
patients.  Such  facilities,  in  collaboration 
with  nursing  education  programs  and 
other  private  and  public  organizations, 
should  develop  and  support  programs  to 
upgrade  the  knowledge  and  skills  of  the 
aides,  LPNs,  and  RNs  who  work  with 
elderly  patients.  States  should  assist 
vocational  and  higher  education  programs 
to  respond  to  these  needs.  Federal  sup- 
port of  such  programs  should  be  main- 
tained. 


14.  The  federal  government  (and  the  states, 
where  applicable)  should  restructure 
Medicare  and  Medicaid  payments  so  as  to 
encourage  and  support  the  delivery  of 
long-term  care  nursing  services  provided 
to  patients  at  home  and  in  institutions.  For 
skilled  nursing  facilities,  such  payment 
policies  should  encourage  the  continuing 
education  of  present  staffs  and  the  recruit- 
ment of  more  licensed  nurses  (RNs  and 
LPNs),  and  should  permit  movement 
toward  a goal  of  24-hour  RN  coverage. 

15.  There  is  a need  for  the  services  of  nurse 
practitioners,  especially  in  medically 
underserved  areas  and  in  programs  caring 
for  the  elderly.  Federal  support  should  be 
continued  for  their  educational  prepara- 
tion. State  laws  that  inhibit  nurse  practi- 
tioners and  nurse  midwives  in  the  use  of 
their  special  competencies  should  be 
modified.  Medicare,  Medicaid,  and  other 
public  and  private  payment  systems 
should  pay  for  the  services  of  these 
practitioners  in  organized  settings  of  care, 
such  as  long-term  care  facilities,  free- 
standing health  centers  and  clinics,  and 
health  maintenance  organizations,  and  in 
joint  physician-nurse  practices.  (Where 
state  payment  practices  are  broader,  this 
recommendation  is  not  intended  to  be 
restrictive.) 

16.  The  proportion  of  nurses  who  choose  to 
work  in  their  profession  is  high,  but 
examination  of  conventional  management, 
organization,  and  salary  structures  in- 
dicates that  employers  could  improve 
both  supply  and  job  tenure  by  the 
following: 

* providing  opportunities  for  career  ad- 
vancement in  clinical  nursing  as  well  as 
in  administration 

* ensuring  that  merit  and  experience  in 
direct  patient  care  are  rewarded  by 
salary  increases 

* assessing  the  need  to  raise  nurse  salaries 
if  vacancies  remain  unfilled 

* encouraging  greater  involvement  of 
nurses  in  decisions  about  patient  care, 
management,  and  governance  of  the 
institution 

* identifying  the  major  deterrents  to 
nurse  labor  force  participation  in  their 
own  localities  and  responding  by  adapt- 
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ing  conditions  of  work,  child  care,  and 
compensation  packages  to  encourage 
part-time  nurses  to  increase  their  labor 
force  participation  and  to  attract  inactive 
nurses  back  to  work. 

17.  Lack  of  precise  information  about  current 
costs  and  utilization  of  nursing  service 
personnel  makes  it  difficult  for  nursing 
service  administrators  and  hospital  man- 
agers to  make  the  most  appropriate  and 
cost  effective  decisions  about  assignment 
of  nurses.  Hospitals,  working  with  federal 
and  state  governments  and  other  third- 
party  payers,  should  conduct  studies  and 
experiments  to  determine  the  feasibility 
and  means  of  creating  separate  revenue 
and  cost  centers  for  direct  nursing  care 
units  within  the  institution  for  case-mix 
costing  and  revenue  setting,  and  for  other 
fiscal  management  alternatives. 

18.  The  federal  government  should  establish 
an  organizational  entity  to  place  nrusing 
research  in  the  mainstream  of  scientific 
investigation.  An  adequately  funded  focal 
point  is  needed  at  the  national  level  to 
foster  research  that  informs  nursing  and 
other  health  care  practice,  and  increases 
the  potential  for  discovery  and  application 
of  various  means  to  improve  patient 
outcomes. 

19.  Federal  and  private  funds  should  support 
research  that  will  provide  scientifically 
valid  measurements  of  the  knowledge  and 
performance  competencies  of  nurses  with 
various  levels  and  types  of  educational 
preparation  and  experience. 

20.  As  national  and  regional  forums  identify 
promising  approaches  to  problems  in  the 
organization  and  delivery  of  nursing  serv- 
ices, there  will  be  a need  for  wider 
experimentation,  demonstration,  and  eval- 
uation. The  federal  government,  in  con- 
junction with  private  sector  organizations. 


should  participate  in  the  critical  assess- 
ment of  new  ideas  and  the  broad  dis- 
semination of  research  results. 

21.  To  ensure  that  federal  and  state  policy- 
makers have  the  information  they  need  for 
future  nurse  manpower  decisions,  the 
federal  government  should  continue  to 
support  the  collection  and  analysis  of 
compatible,  unduplicated,  and  timely  data 
on  national  nursing  supply,  education, 
and  practice,  with  special  attention  to 
filling  identified  deficits  in  currently  avail- 
able information. 

Arthur  Hess,  Chairman,  summarized  the 
study  and  the  participation  of  the  Committee 
and  panel  members:  “A  study  of  such  scope 
and  detail  as  this  depends  for  its  successful 
conclusion  on  the  good-spirited  labors  of  many 
people  . . . The  strength  of  this  report  borrows 
something  from  the  devotion  of  each  person 
who  worked  on  it.” 

This  summary  has  been  prepared  by  the 
author  who  was  a participant  in  the  study  as  a 
member  of  the  Advisory  Panels  on  Trends  and 
Projections  and  on  Advanced  Nurse  Education 
of  the  Institute  of  Medicine  Study.  The  article 
briefly  describes  the  pertinent  points  pro- 
posed in  a report  by  Arthur  Hess,  Chairman  of 
the  Committee  on  Nursing  and  Nursing 
Education.  Dr.  Hess  is  Scholar-in-Residence 
Institute  of  Medicine,  Washington,  D.C.  The 
recommendations  are  listed  as  they  appear  in 
the  document. 

References 

1.  Nursing  and  Nursing  Education:  Public 

Policies  and  Private  Actions.  By  Arthur  E.  Hess, 
Chairman  (Washington,  D.C.:  National  Academy  Press, 
1983.) 


38  Nebraska  Medical  Journal  February  1984 


Voiding  Disorders  of  Childhood 


IN  a previous  article  by  Dr.  Jan 
Werner,  “Urodynamic  Assess- 
ment of  the  Urologic  Patient,” 
diagnostic  modalities  were  discussed  with 
respect  to  voiding  dysfunctions.1  In  this  article, 
we  intend  to  further  explain  these  urodynamic 
parameters  from  a clinical  standpoint  so  that 
the  clinician  may  more  effectively  diagnose 
and  treat  voiding  dysfunctions  in  children 
without  organic  neurologic  lesions.  Basic 
voiding  physiology  will  be  discussed  along  with 
abnormal  voiding  physiology  followed  by  the 
appropriate  treatment  of  the  dysfunction.  We 
have  found  our  method  to  have  a high  degree 
of  efficacy  and  a low  incidence  of  side  effects. 

Nocturnal  Enuresis 

By  far,  the  most  frequently  encountered 
voiding  dysfunction  is  nocturnal  enuresis, 
more  commonly  known  as  bedwetting.  The 
theories  explaining  nocturnal  enuresis  are 
many,  but  none  fully  explain  this  complex 
problem.  A common  misconception  of  the 
etiology  of  enuresis,  which  still  persists,  is  that 
of  the  “deep  sleeper”  phenomenon.  Kales  et  al. 
in  1977,  showed  that  there  is  not  a statistically 
significant  difference  between  the  sleep  pat- 
terns of  the  enuretic  and  non-enuretic  child  of 
the  same  age  group.2  The  frequently  reported 
phenomenon  of  deep  sleeping  seems  to  be 
more  a function  of  the  parents  evaluation  of 
the  depth  of  sleep.  Hence,  the  evidence  of  the 
relationship  with  depth  of  sleep  to  enuresis  is 
not  valid.  The  most  widely  accepted  theory 
today  is  that  bladder  instability  is  the  cause  of 
enuresis.3 

If  the  child  has  never  been  dry  at  night,  the 
term  primary  nocturnal  enuresis  is  used. 
Primary  enuresis  is  associated  with  delayed 
neuronal  maturation.  When  nighttime  conti- 
nence has  been  achieved  for  greater  than  three 
months  and  the  child  then  reverts  back  to 
noctural  enuresis,  this  is  termed  secondary 
noctural  enuresis.  Secondary  enuresis  may  be 
associated  with  infection,  psychogenic  etiolo- 
gies, or  other  predisposing  factors.4  The 
clinician  should  be  aware  of  these  differences 
and  attempt  to  identify  other  predisposing 
factors. 

The  enuretic  child  who  undergoes  urody- 
namic evaluation  is  almost  invariably  found  to 
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have  an  unstable  bladder.  An  unstable  bladder 
is  defined  as  one  in  which  a small  increase  in 
intravesical  volume  causes  the  detrusor  to 
contract  involuntarily,  causing  the  true  intra- 
vesical pressure  (total  intravesical  pressure 
minus  intraabdominal  pressure)  to  exceed  15 
cm  H2O  pressure.  This,  by  definition,  is 
detrusor  instability.4  Most  authorities  feel  that 
in  children,  detrusor  instability  is  caused  by 
delayed  neuronal  maturation  of  the  inhibitory 
fibers.  These  fibers  are  thought  to  be  the  last 
neurons  to  myelinate.6’7  With  true  intravesical 
pressures  in  excess  of  15  cm  H2O  pressure, 
reflex  relaxation  of  the  internal  sphincter 
occurs  and  voiding  follows  (micturition  relfex). 
Since  the  child  is  sleeping,  voluntary  contrac- 
tion of  the  somatic  external  sphincter  is  not 
occurring,  and  thus,  an  uninterrupted  flow  of 
urine  occurs.  Depending  upon  the  volume  at 
which  the  bladder  is  “triggered,”  the  enuresis 
may  be  once  nightly  or  several  times  per  night. 
As  mentioned  previously,  enuresis  is  very 
complex  and  this  theory  does  not  fully  explain 
all  causes,  but  from  a standpoint  of  manage- 
ment, is  very  functional.  Symptomatology  is 
almost  always  pure  nighttime  bedwetting 
without  any  daytime  complaints.  Frequency  of 
wetting  may  vary  proportionally  to  evening 
fluid  intake.  In  the  absence  of  outlet  obstruc- 
tion or  vesicoureteral  reflux,  infection  is 
extremely  rare  in  these  children.8  A screening 
urine  culture  on  the  initial  visit  will  effectively 
rule  out  infection. 

Diurnal  Enuresis 

The  second  most  common  voiding  dys- 
function is  diurnal  enuresis.  This  consists  of 
involuntary  urinary  loss  during  both  day  and 
night.  Essentially,  this  patient  has  a neonatal 
type  bladder  which  persists  past  three  years  of 
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age.  As  in  nocturnal  enuresis,  the  theory  of 
delayed  neuronal  maturation  of  inhibitory 
fibers  is  the  cause.  Historically,  these  children 
complain  of  marked  urgency,  are  unable  to 
hold  their  urine,  and  usually  dribble  on  the  way 
to  the  bathroom  (urgency  incontinence).  Many 
times  the  child  is  noted  to  squat  and  cross 
his/her  legs  in  an  attempt  to  prevent  voiding 
(commonly  called  the  squatting  maneuver). 
Also,  coughing  or  sneezing  may  evoke  a strong 
detrusor  contraction  (instability)  with  sub- 
sequent increased  urgency  and  urgency  in- 
continence. This  differs  from  stress  incon- 
tinence in  that  marked  urgency  is  present 
(usually  is  absent  in  stress  incontinence),  and 
from  the  infected  bladder  by  the  absence  of 
urgency  after  voiding  (usually  present  in  the 
infected  bladder).  Parents  usually  report  a 
forceful  urinary  stream  without  a history  of 
urinary  tract  infections.  As  in  nocturnal 
enuretics  infection  is  uncommon  in  the  absence 
of  dysfunctional  outlet  obstruction  or  vesico- 
ureteral reflux  and  can  easily  be  ruled  out  by 
urine  culture. 

The  clinician  must  also  be  wary  of  other 
entities  which  may  mimic  or  cause  persistent 
detrusor  instability:  juvenile  onset  of  diabetes 
mellitus,  infection,  vaginitis  secondary  to 
foreign  body,  candidiasis,  pin  worms,  spina 
bifida  occulta,  cerebral  palsy,  multiple 
sclerosis,  recent  divorce,  move  or  other  family 
problems.  If  infection  is  present,  an  intra- 
venous urogram  (IVP)  should  be  obtained.  If 
pyelocalyectasis  or  hydroureter  is  present,  a 
voiding  cystourethrogram  should  be  done  to 
rule  out  obstruction,  reflux  or  post  void 
residual  urine.  If  any  of  these. are  present, 
appropriate  referral  or  diagnostic  studies  are 
in  order. 

Hyperactive  External  Sphincter 
Syndrome 

With  the  newer,  more  accurate  urodynamic 
instruments  available  today,  the  hyperactive 
external  sphincter  syndrome  is  being  diag- 
nosed more  frequently.  This  entity  is  common- 
ly confused  with  detrusor  sphincter  dys- 
synergia,  a syndrome  which  is  almost  exclu- 
sively seen  in  patients  with  neurologic  lesions. 
It  differs  in  that  the  child  with  the  hyperactive 
external  sphincter  does  not  have  a neurologic 
abnormality.  It  is  seen  in  children  who  void  by 
abdominal  straining  rather  than  by  the  normal 
micturition  reflex.  When  one  uses  the  ab- 


dominal muscles  to  void,  a reflex  contraction  of 
the  somatic  external  sphincter  occurs.  This  is  a 
normal  phenomenon  which  assists  in  maintain- 
ing continence  in  the  event  of  a cough,  sneeze, 
laugh  or  heavy  lifting.  When  a child  learns  to 
void  by  abdominal  straining,  this  same 
mechanism  causes  dysfunctional  obstruction 
of  the  bladder  outlet.  Over  time,  the  bladder 
undergoes  compensatory  hypertrophy  and 
possible  diverticular  formation.  With  pro- 
longed obstruction,  the  bladder  decompen- 
sates, and  residual  urine  occurs  with  sub- 
sequent infection  from  urostasis.  Depending 
upon  the  stage  in  the  progression  of  this 
dysfunction,  the  history  may  vary  greatly.  In 
the  early  stage,  nocturnal  enuresis  may  be  the 
only  sign;  progression  to  diurnal  incontinence 
with  increasing  bladder  hypertrophy,  and 
finally  to  urgency  incontinence,  infection, 
vesicoureteral  reflux  and  even  hydronephrosis 
may  occur  in  the  severe  cases.  If  an  IVP  is 
obtained,  one  may  note  bladder  diverticula. 
These  are  all  findings  suggestive  of  outlet 
obstruction  and  may  be  the  only  clue  to  the 
diagnosis.  The  definitive  diagnosis  and  ap- 
propriate treatment  can  only  be  made  through 
urodynamic  evaluation. 

Infrequent  Voiding  Syndrome 

Among  young  girls  presenting  with  voiding 
problems,  a pattern  of  infrequent  voiding  is 
often  seen.  A voiding  history  reveals  that  these 
patients  void  as  rarely  as  two  times  daily. 

This  habit  may  offer  the  patient  a “social 
advantage,”  however,  later  it  contributes  to 
inefficient  voiding.  By  repeatedly  postponing 
voiding,  these  children  overdistend  then- 
bladders,  sometimes  stretching  them  to  the 
point  of  decompensation. 

Urodynamically  these  patients  may  have 
bladder  capacities  of  800  ml  or  more.  Early,  an 
infrequent  voider  may  empty  her  bladder 
completely,  but,  with  time,  voiding  may  be- 
come progressively  inefficient,  and  the  patient 
develops  post-void  residual  urine.  According 
to  Warwick,  the  infrequent  voider  often  has  a 
very  stable  bladder  which  is  easily  distensible 
— accomplished  by  inhibiting  detrusor  con- 
tractions, rather  than  by  increasing  external 
sphincter  tone.9 

Chronic  overstretching  causes  detrusor 
acontractility  and  hyposensitivity  develops, 
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leading  to  overflow  incontinence  and  in- 
complete voiding. 

A large  bladder  is  noted  on  cystoscopic 
examination  or  on  cystography  with  trabecula- 
tion  and  possibly  bladder  diverticula.  In  light 
of  the  large  amount  of  residual  urine,  a urine 
culture  should  be  done  to  rule  out  infection. 

By  placing  the  patient  on  timed  voidings 
every  2-3  hours  and/or  intermittent  self- 
catheterization,  the  bladder  may  recover  its 
contractility.  The  patient’s  progress  is  moni- 
tored by  measuring  residual  urine  which 
decreases,  as  the  bladder  recovers  its  tone.  A 
trial  of  phenoxybenzamine  HC1  and  bethan- 
echol  chloride  to  facilitate  bladder  emptying 
may  also  be  helpful. 

Treatment 

Correction  of  voiding  dysfunctions  are  done 
with  an  understanding  of  the  neurophysiology 
and  pharmacokinetics  of  detrusor  contraction. 
It  is  generally  felt  that  the  human  bladder 
contracts  via  cholinergic  stimulation  after 
cortical  inhibition  is  released.  With  detrusor 
contraction,  the  internal  sphincter  (alpha- 
adrenergic  sympathetic  fibers)  relaxes  along 
with  the  somatic  external  sphincter.  Depend- 
ing on  the  type  of  voiding  dysfunction, 
treatment  is  aimed  at  increasing  or  decreasing 
the  neurotransmitter  activity  supplied  to  these 
muscles.  Unfortunately,  very  few  medications 
are  available  specifically  for  voiding  dysfunc- 
tion. Many  medications  have  side  effects  which 
may  effect  detrusor  contractility  or  outlet 
resistance.  It  is  these  side  effects  which  may  be 
therapeutic.  In  some  cases,  changing  or  dis- 
continuing a medication  used  to  treat  other 
conditions  may  also  alleviate  the  problem. 

Anticholinergic  medications  cause  detrusor 
relaxation  by  blockade  at  the  neuromuscular 
junction  or  the  ganglion,  depending  upon  the 
medication.  When  one  combines  a neuro- 
muscular blocker  with  a ganglionic  blocker,  the 
effects  of  the  medication  are  synergistic.  Thus, 
if  an  enuretic  child  on  Tofranil  (a  ganglionic 
blocker)  does  not  improve,  adding  Ditropan  or 
Probanthine  (neuromuscular  blockers)  may 
obtain  the  desired  effect.  Conversely,  if  a 
neurotransmitter  deficit  at  the  neuromuscular 
junction  is  identified,  a parasympathomimetic 
medication  may  facilitate  detrusor  contraction. 
The  greatest  limiting  factor  in  using  these 
medications  seem  to  be  additional  side  effects. 


especially  when  using  them  in  combination,  i.e. 
dry  mouth,  constipation.  The  clinician  should 
always  be  wary  of  outlet  obstruction  before 
instituting  these  medications  as  acute  urinary 
retention  may  occur. 

Treatment  of  primary  enuresis  is  contro- 
versial from  the  standpoint  of  both  timing  and 
methods  available,  as  well  as  the  level  of 
clinical  practice,  i.e.  Family  Practitioner  versus 
Urologist.  The  most  cost  effective  treatment 
for  enuresis  is  a “tincture  of  time,”  since  the 
spontaneous  cure  rate  is  approximately  15 
percent  per  year  after  age  five,  a statistic  which 
supports  neuronal  immaturity  as  the  etiological 
factor  in  enuresis.10  Since  the  majority  of 
children  are  continent  when  starting  school, 
the  wet  child  is  open  to  untoward  psychosocial 
stress,  which  only  reduces  the  quality  of  the 
learning  experience  during  these  most  im- 
pressionable times. 

Various  “buzzer  alarm”  systems  are  avail- 
able through  most  major  catalog  ordering 
firms.  These  devices  are  taunted  as  being 
efficient  in  solving  the  bed  wetting  problem. 
When  reviewing  the  medical  literature,  vari- 
able success  rates  ranging  from  17-85%  are 
reported.4'61011  Prices  range  from  $37.99  to 
$59.99  on  a local  survey.  We  have  no 
experience  with  this  apparatus;  however,  in 
lieu  of  easy  access,  reasonable  price,  and 
money  back  guarantee  if  not  satisfied,  little 
could  be  lost  by  using  this  system  as  an  initial 
therapy. 

A positive  reinforcement  program  consisting 
of  a calendar  and  star  system  can  be  instituted 
at  little  cost.  This  is  performed  by  the  child, 
not  the  parents,  where  he/she  fixes  a star  to 
the  approriate  day  of  dryness.  If  the  child  has 
two  or  three  consecutive  dry  nights  or  days,  a 
gift  which  is  mutually  agreed  upon  between  the 
child  and  parent  is  given.  If  the  program  is 
successful,  the  duration  of  a dry  period  is 
gradually  extended,  and  the  type  of  reward 
increased.  If  this  system  fails,  a timed  voiding 
at  1:00  or  2:00  A.M.  can  be  added  and/or 
medication.  Tofranil  (Imipramine)  at  a dose  of 
1 mg/kg  at  bedtime  has  shown  a 70%  response 
rate  when  used  as  initial  therapy.13  When  to 
institute  medication  into  the  treatment  pro- 
gram is  often  governed  by  the  amount  of 
parental  dissatisfaction  with  the  child’s  prob- 
lem or  the  lack  of  response  to  conservative, 
nonmedication  programs.  An  unhappy  parent 
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only  compounds  the  problem  for  the  enuretic 
child,  especially  when  so  much  attention  has 
been  focused  on  the  enuresis.  If  this  situation 
evolves,  we  suggest  more  aggressive  pharma- 
cologic therapy  by  adding  Ditropan  (Oxybu- 
tynin)  5 mg  at  bedtime  to  the  above  program. 
In  our  experience,  nearly  all  children  respond 
to  this  treatment.  Those  who  have  failed  to 
improve  on  this  regimen  usually  have  strong 
psychosocial  factors  influencing  the  voiding 
dysfunction.  When  identified,  appropriate 
referral  is  suggested  and  implemented,  if 
possible. 

The  hyperactive  external  sphincter  syn- 
drome is  a very  complex  entity  and  difficult  to 
diagnose  without  urodynamic  data  since  many 
other  less  common  voiding  dysfunctions 
mimick  this  syndrome,  most  of  which  have 
different  treatments.  The  most  promising 
treatment  is  bladder  retraining  in  conjunction 
with  biofeedback.  Occasionally,  anticholinergic 
medication  and  straited  muscle  relaxants  are 
necessary  to  correct  the  abnormal  pressure 
gradients  which  cause  the  dysfunctional  symp- 
toms. Longitudinal  data  on  efficacy  of  this 
treatment  is  currently  pending.13 

Summary 

The  child  with  urinary  incontinence  is  often 
difficult  to  manage.  A basic  understanding  of 
detrusor  neurophysiology  benefits  the  clinician 
in  selecting  the  appropriate  treatment  program. 
A careful  psychosocial  history  should  be 


obtained,  especially  in  children  who  are 
refractory  to  initial  therapy.  When  urinary 
infection  is  present,  obstruction  or  reflux 
should  be  suspected.  Positive  psychologic 
reinforcement  by  the  use  of  calendars  to  note 
progress  should  always  be  implemented  in  the 
treatment  regimen.  This  positive  reinforce- 
ment should  be  done  by  the  child,  not  by  the 
parents. 
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Giant  Cell  Reparative  Granuloma: 
Report  of  an  Unusually  Large  Lesion 


GIANT  cell  reparative  granuloma, 
a bone  lesion  found  mainly  in 
the  jaw,  has  been  a source  of 
considerable  diagnostic  confusion  in  the  past 
due  to  its  similarity  to  other  giant  cell  lesions  of 
the  bone.1'2’3  A number  of  reports  have  shown 
consistent  features  of  this  lesion  distinguishing 
it  from  the  others.3'4'5'6  7 We  report  here  a case 
of  a giant  cell  lesion  of  the  mandible  whose 
features  are  consistent  with  giant  cell  repara- 
tive granuloma  and  which  is  of  particular 
interest  because  of  its  unusually  large  size. 

Case  Report: 

A 35-year-old  white  male  presented  initially 
with  a two-week  history  of  vague  discomfort  in 
the  anterior  mandibular  teeth.  There  was  no 
history  of  trauma.  No  dental  caries  were 
present.  The  patient’s  past  medical  history 
was  unremarkable.  Physical  examination 
showed  that  the  left  lower  lateral  incisor  was 
hypersensitive  to  percussion.  The  teeth  as- 
sociated with  the  lesion  were  hyporesponsive 
to  electric  pulp  stimulation.  On  x ray,  an  ill- 
defined  radiolucency  was  seen  around  the 
apices  of  the  left  lower  lateral  incisor,  canine, 
and  first  bicuspid  teeth.  A one-stage  root  canal 
and  apicoectomy  were  performed  and  soft 
tissue  was  curetted  from  around  the  apex  of 
the  lateral  incisor  and  the  adjacent  cuspid.  The 
patient  was  asymptomatic  for  about  four 
months,  then  returned  with  pain  and  swelling 
in  the  same  area.  A second  root  canal  was  done 
with  curettage  of  periapical  tissue.  He  con- 
tinued to  have  discomfort  during  the  next  few 
months.  An  x ray  taken  three  months  following 
the  second  root  canal  showed  loss  of  the 
normal  trabecular  pattern  of  the  mandible 
extending  from  the  inferior  cortex  up  through 
the  alveolar  ridge,  and  from  the  right  lateral 
incisor  to  the  left  second  molar  (Fig.  1,2).  The 
patient  was  admitted  to  the  hospital  for 
removal  of  the  lesion.  Laboratory  tests  in- 
cluding CBC,  urinalysis,  serum  calcium  and 
phosphorus  were  all  normal.  Curettage  of  the 
lesion  was  performed;  it  was  found  to  be 
grossly  perforating  through  bone  in  two  places. 
The  lesion  was  found  to  extend  from  the 
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mandibular  right  canine  to  the  left  second 
molar,  with  extensive  invasion  on  facial, 
lingual,  and  intraradicular  portions  of  the  roots 
of  all  these  teeth.  The  bony  defect  measured  2 
cm.  in  height  by  10  cm.  in  length.  The  inferior 
portion  of  the  lateral  wall,  the  inferior  border 
and  the  medial  wall  of  the  mandible  remained 
after  curettage.  It  was  necessary  to  remove 
nine  teeth  in  the  process. 

Grossly,  the  curetted  tissue  was  soft  with 
some  areas  of  palpable  bone  within.  It  was 
hemorrhagic,  bluish-black,  and  slightly  gritty 
on  cut  section.  Microscopically,  a fibroblastic 
stroma  was  seen  with  multinucleated  giant 
cells  of  variable  size  scattered  somewhat 
irregularly  throughout.  (Fig.  3,4)  A consider- 
able amount  of  hemorrhage,  phagocytes  con- 
taining hemosiderin,  and  interstitial  osteoid 
and  new  bone  formation  were  present.  Peria- 
pical tissue  from  the  two  previous  root  canal 
procedures  had  been  submitted  for  micro- 
scopic examination  and  showed  features  similar 
to  the  above. 

*Request  for  reprints  should  be  addressed  to  Dr.  Schenken  at  P.O.  Box 
14424,  Omaha,  Nebraska  68114. 
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Discussion 

Lesions  of  bone  containing  giant  cells 
include  giant  cell  (reparative)  granuloma, 
brown  tumor  of  hyperparathyroidism,  aneur- 
ysmal bone  cyst,  cherubism,  and  the  osteo- 
clastoma (giant  cell  tumor  of  bone).1-2  The 
giant  cell  granuloma  is  divided  into  central  and 
peripheral  types.  The  latter,  also  called  giant 
cell  epulis,  is  an  extraosseous  lesion.2 


The  greatest  source  of  confusion  in  the  past 
has  been  in  distinguishing  the  relatively 
common  central  giant  cell  granuloma  from  the 
very  rare  true  giant  cell  tumor. 1-2-3-7  Indeed, 
retrospective  studies  have  shown  that  many 
lesions  of  the  jaw  diagnosed  as  giant  cell 
tumors  were  actually  giant  cell  granulomas.2-7 
The  distinction  is  important  to  make  because 
of  the  differential  prognosis  and  treatment  of 
these  two  lesions.1-3 

r~  mm*1  wm 


Figure  1 — This  x-ray  shows  the  lesion,  a poorly 
eircumseribed  radiolucent  pattern,  extending  from 
an  impacted  mandibular  third  molar  across  the  mid 
line.  The  inferior  border  is  quite  irregular.  Two 
teeth  with  root  canals  can  be  seen. 


Figure  2 — This  anterior-posterior  view  shows  the 
extent  to  which  the  lesion  crosses  the  mid  line  and 
involves  the  right  cuspid. 
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Central  giant  cell  granuloma  was  first 
described  by  Jaffe  as  a benign,  non-neoplastic 
reparative  reaction  within  the  mandible  or 
maxilla.4  While  the  jawbones  appear  to  be  the 
most  frequently  involved,  the  lesion  has  been 
described  in  other  bones  of  the  head  and 
body.2’5  It  occurs  mainly  in  adolescents  and 
young  adults  below  the  age  of  20  years  but  may 
be  found  at  any  age.1’2  The  lesion  typically 
presents  at  a variable  period  of  time  after 
onset  as  a sometimes  painful  swelling  in  the 


jaw.1  It  may  be  discovered  incidentally  on 
x ray.2  A history  of  dental  work  or  other  trauma 
is  occasionally  found.2  8 It  occurs  only  in  tooth- 
bearing  areas  of  the  jaw;  most  lesions  are 
anterior  to  the  first  permanent  molar  region.1 
Roentgenographically,  the  lesion  appears  as  a 
radiolucent  defect  with  sharply  delineated 
borders  and  may  be  multilocular,  notched  or 
lobular.1 

Grossly,  these  lesions  are  reddish  to  brown, 
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Figure  3 — Giant  cells  are  liberally  interspersed 
between  inflammatory’  cells  and  spindle-shaped 
cells.  Osteoblasts,  forming  osteoid,  are  seen  probab- 
ly secondary  to  previous  surgery’  (lOOx). 
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Figure  4 — Giant  cells  contain  relatively  large 
numbers  of  nuclei  (400x). 
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soft  friable  tissue  masses  which  may  be  gritty 
to  palpation.1-4'5’6-8  The  bony  cortex  is  thinned 
and  expanded  but  perforation  is  rare.1  Micro- 
scopically, multinucleated  giant  cells  are  ir- 
regularly distributed  in  a stroma  of  fibrocytic, 
collagenized,  and  richly  vascular  tissue. 1-2-5 
Areas  of  hemorrhage  are  invariably  seen  with 
which  the  giant  cells  are  usually  associated.1,5 
Hemosiderin,  osteoid  and  young  bony  tra- 
beculae are  also  typically  seen.2-5  The  giant 
cells  may  show  evidence  of  phagocytic  activity 
in  that  intracytoplasmic  erythrocytes,  hemo- 
siderin, and  vacuolization  are  seen.  The  giant 
cells  are  often  in  association  with  inflammatory 
cells.2-5-6 

In  contrast  to  the  giant  cell  granuloma,  the 
true  giant  cell  tumor  of  bone  rarely  occurs 
before  age  20  years.2  It  is  usually  found  in  long 
bones  and  is  extremely  rare  in  the  jaw- 
bones.2-3-7 While  radiographic  characteristics 
are  not  diagnostic  for  either  lesion,  blurred 
borders  favor  giant  cell  tumor.2  Microscopical- 
ly, the  giant  cells  are  larger,  contain  more 
nuclei,  and  are  more  uniformly  distributed  in  a 
stroma  of  plump,  atypical  cells.2-3  Osteogenic 
activity  is  absent  and  there  is  no  collageniza- 
tion,  hemorrhage,  hemosiderin,  or  inflam- 
matory cells  unless  fracture  has  occurred.2-3-6 

Giant  cell  granuloma  is  generally  a self- 
limited lesion  and  may  regress.2  Currettage  is 
the  treatment  of  choice.  Recurrence  is  in- 
frequent;2 however,  multiple  recurrences  have 
been  reported  and  the  lesion  may  on  occasion 
cause  extensive  local  destruction.8 

The  true  giant  cell  tumor  is  aggressive, 
shows  no  regression,  frequently  Recurs,  and 
occasionally  metastasizes.2-3  A more  radical 
surgical  intervention  is  necessary  in  treatment 
of  this  lesion,1-2-3 

The  brown  tumor  of  hyperparathyroidism 
should  also  be  considered  in  the  differential 
diagnosis  of  a jawbone  giant  cell  lesion.  This 
lesion  is  indistinguishable  histologically  from 
the  central  giant  cell  granuloma  but  may  be 


ruled  out  in  the  presence  of  normal  serum 
calcium  and  phosphorus  levels.2 

The  aneurysmal  bone  cyst  and  cherubism 
are  two  other  giant  cell  containing  lesions  of 
bone  which  present  less  of  a diagnostic 
problem.2  Cherubism  is  an  autosomal  domi- 
nant disorder  of  the  bone-forming  mesen- 
chyme which  may  mimic  the  giant  cell  granu- 
loma microscopically.2  It  is  characterized  by  a 
proliferation  of  fibrous  tissue  and  variable 
amounts  of  giant  cells  and  usually  occurs 
bilaterally  in  the  mandibular  angles.4  Bilateral 
cervical  lymphadenopathy  is  common  and  the 
lesion  tends  to  involute  at  puberty.2  The 
aneurysmal  bone  cyst  is  commonly  preceded 
by  trauma  or  pre-existing  lesion  and  is 
distinguished  from  giant  cell  granuloma  by  the 
presence  of  blood-filled  spaces.2 

The  case  presented  here  is  consistent  with 
the  diagnosis  of  central  giant  cell  reparative 
granuloma.  It  is  unusual  in  its  large  size  and  its 
penetration  of  the  bony  cortex.  Recurrence  of 
this  lesion  is  infrequent  following  complete 
curettage  and  the  recurrences  in  this  case 
probably  represent  incomplete  curettage.  This 
case  also  demonstrates  the  potentially  locally 
destructive  nature  of  this  ordinarily  benign 
lesion. 
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FRACTURE  OF  THE  MONTH 


Open  "Combine"  Fracture  of  the 
Tibia  Treated  by  the  Orr  Technique 


Case  Presentation: 


A 12  year  old  boy  was  brought  to 
the  University  of  Nebraska 
u Emergency  Room  three  hours 
after  his  right  leg  had  been  caught  in  the  belt  of 
a combine.  This  resulted  in  an  open,  extremely 
comminuted  tibia-fibula  fracture  contaminated 
by  farm  dirt  and  debris.  Six  centimeters  of 
bone  had  been  lost  at  the  fracture  site,  leaving 
a large  gap  (Figure  1).  The  lower  leg  remained 
attached  to  the  limb  by  a 4 cm.  band  of  skin 
anteriorly  and  medially.  The  foot  was  dusky 
but  warm.  Doppler  assessment  indicated  that 
the  posterior  tibial  and  dorsalis  pedis  pulses 
were  present.  The  patient  could  extend  his 
toes  and  ankle  slightly  and  felt  light  touch  in 
the  foot.  Initial  cultures  of  the  wound  grew 
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mixed  gram  negative  and  positive  organisms. 
The  major  questions  stimulated  by  this  case 
related  to  priorities  of  management. 

Discussion: 

Open  fractures  of  this  nature,  combining 
soft  tissue  and  skeletal  injuries,  represent  the 
most  difficult  of  all  wound  management 
problems.  Priority  should  be  given  first  to  any 
limb-threatening  injury  to  the  vascular  system. 


1A-1B.  Clinical  and  roentgenographic  appearance 
of  the  initial  injury  showing  extensive  soft  tissue  and 
skeletal  damage. 
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Repair  of  arterial  and  venous  damage  and 
decompression  of  ischemic  muscle  by  fas- 
ciotomy  must  be  accomplished  as  rapidly  as 
possible.  In  this  instance,  the  Doppler  studies 
were  sufficient  to  document  adequate  distal 
perfusion.  However,  intraoperative  arterio- 
grams would  also  be  mandated  if  there  was  any 
question  regarding  circulatory  status. 


Figure  IB 

The  second  priority  is  to  prevent  the 
acute  infection  of  soft  tissues  and  bone  be- 
coming chronic.  Such  a wound  should  be 
treated  like  any  abscess  with  open  drainage 
and  antibiotics.  Closure  would  be  no  more 
appropriate  for  this  type  of  contaminated 
wound  than  it  would  be  for  an  abscess 
anywhere  else.  Intravenous  broad  spectrum 
antibiotics  are  started  immediatley  after  initial 
wound  culture  and  adjusted  subsequently 
according  to  culture  and  sensitivity  reports. 
Tetanus  prophylaxis  is  also  initiated.  However, 
the  key  to  treatment  is  adequate  and  prompt 
debridement. 

The  derivation  of  the  term  debridement  is 
from  the  French  “debridlement”  meaning 
unbridling  or  opening  of  the  wound  (not 


closure).  This  technique  is  best  summarized 
by  Sir  James  Learmonth’s  verse: 

“On  the  edge  of  the  skin  take  a piece  very  thin, 
The  tenser  the  fascia,  the  more  you  should 

slash  ’er, 

Of  muscles  much  more  ’til  you  see  fresh  gore, 
And  the  bundles  contract  at  the  least  impact, 
Hardly  any  bone,  only  bits  quite  alone.” 

The  third  priority  is  fracture  reduction  and 
stabilization  of  both  skeletal  and  soft  tissues. 
This  can  be  effectively  accomplished  by  the 
Orr  technique,  using  transverse  pins  proximal 
and  distal  to  the  fracture  site  and  incorporated 
in  plaster.  The  continuous  support  provided 
by  this  cast  is  as  important  for  soft  tissue  as  it 
is  for  skeletal  healing.  Because  the  plaster 
diminishes  sheer  forces  on  the  wound  while 
maintaining  moisture  necessary  for  epitheliali- 
zation,  the  Orr  technique  has  proven  superior 
to  other  methods  of  external  skeletal  fixation 
which  do  not  support  the  soft  tissue.  The 
history  of  this  method  originated  by  H.  Winnett 
Orr  of  Lincoln,  Nebraska,  and  Josef  Trueta  of 
Oxford,  England,  has  been  discussed  pre- 
viously in  this  Journal.1  The  technique  is  based 
on  the  fact  that  the  virulence  of  an  infection 
relates  to  the  status  of  the  host  and  the  milieu 
of  the  wound  and  not  necessarily  to  bacterial 
contamination.  To  a great  extent  this  has 
become  a treatment  of  choice  for  U.S.  military 
wounds  but  is  less  widely  recognized  in  civilian 
practice.  The  technique  includes  prompt  and 
adequate  wound  debridement,  avoidance  of 
primary  closure,  and  support  of  the  skeletal 
and  soft  tissue  wounds  in  plaster  cast. 
Adequate  wound  drainage  must  be  insured. 
Consequently,  reinspection  and  redebride- 
ment in  the  operating  room  are  frequently 
essential  components  of  the  management. 

Subsequent  priority  is  placed  on  achieving 
fracture  union,  not  necessarily  closing  the 
wound.  When  priority  is  given  to  fracture 
healing  and  skeletal  stability  is  achieved 
promptly,  soft  tissue  wounds  generally  heal 
spontaneously  (Figure  2).  Conversely,  if  soft 
tissue  coverage  is  over-emphasized  at  the 
expense  of  skeletal  union,  the  outcome  is 
frequently  an  infected  non-union  or  failure  of 
both  skeletal  and  soft  tissue  healing. 

Management: 

This  patient  was  taken  to  the  operating 
room  shortly  after  admission  where  his  wound 
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2A-2B.  Clinical  and  roentgenographic  appearance 
at  six  weeks  when  bone  grafting  was  carried  out.  At 
this  point,  although  the  soft  tissue  wounds  had  not 
healed  entirely,  priority  was  given  to  achieving 
fracture  union. 


3A-3B.  Clinical  and  roentgenographic  appearance 
four  years  after  injury  showing  the  patient’s  ability 
to  push  off  with  his  injured  leg.  Once  fracture  union 
had  been  achieved,  the  soft  tissue  wounds  required 
no  further  treatment. 
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was  debrided,  irrigated  extensively,  and  im- 
mobilized by  the  Orr  pins-in-plaster  technique. 
Two  days  after  the  injury  the  wound  was 
recleansed,  again  in  the  operating  room.  One 
week  later  his  cast  was  changed  again,  the 
wounds  redebrided  under  operating  room 
conditions,  and  a long  leg,  pins-in-plaster  cast 
was  reapplied.  The  patient  was  discharged  two 
weeks  post  injury,  walking  on  crutches.  Three 
week  later,  or  approximately  five  weeks  post 
injury,  he  was  readmitted  for  bone  grafting  of 
the  6 cm  tibial  defect.  Although  the  soft  tissue 
wound  had  not  closed,  the  fracture  site  was 
sufficiently  stable  to  allow  us  to  remove  the 
Steinmann  pins.  (Figure  2).  Four  months  post 
injury  the  fracture  and  the  soft  tissue  wounds 
had  healed  sufficiently  to  remove  the  cast  and 
apply  an  ankle-foot  orthosis.  The  patient 
discarded  this  about  three  months  later  and 
was  able  gradually  to  resume  participation  in 
sandlot  sports. 


The  fracture,  which  healed  initially  with  13° 
of  valgus  tilt  due  to  the  loss  of  the  lateral  tibial 
cortex  and  fibula,  slowly  remodeled.  The 
patient  was  last  seen  at  16  years  of  age,  almost 
four  years  post  injury.  At  that  time  he  was 
participating  actively  in  sports  and  school 
activities.  His  ankle  had  realigned  with  growth 
parallel  to  ground  and  his  range  of  right  ankle 
motion  was  equal  to  the  opposite  ankle.  No  leg 
length  discrepancy  was  evident.  The  patient’s 
only  problem  at  that  time  was  clawing  of  toes 
due  to  the  tightness  of  his  toe  flexors  at  the  site 
of  the  injury  in  the  posterior  calf.  This  was 
subsequently  corrected  surgically. 
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LETTER  TO  THE  EDITOR 


Dear  Dr.  Forker: 

I read  with  interest  the  article  by  Dr.  C.  J. 
Cornelius,  “Medical  Consultation  and  Re- 
ferral: A Cooperative  Effort  in  Patient  Care”, 
in  the  August  1983  issue  of  the  Nebraska 
Medical  Journal.  I felt  that  it  was  an 
excellent  article  and  pointed  out  many  things 
that  are  important  not  only  from  the  stand- 
point of  the  rural  practitioner  but  also  from 
those  of  us  in  urban  areas. 

Along  this  line,  my  associate,  Dr.  Frank  J. 
Weirman,  has  developed  for  our  office  the 
enclosed  consultation  form  to  send  to  our 
consulting  physicians.  A copy  of  this  record  is 
then  placed  in  the  patient’s  chart  which  gives 
us  some  ability  to  follow  up  on  the  consul- 


tations we  have  made.  In  addition,  we  can  give 
the  consultant  specific  instructions  as  to  what 
we  would  like  him  to  do  as  well  as  what  prior 
testing  has  been  already  performed.  This  will 
hopefully  reduce  the  cost  of  medicine  a little 
bit  by  saving  unnecessary,  repeated  tests. 

We  have  found  that  most  consultants  find 
this  helpful  to  them  as  it  gives  them  specific 
guidelines  and  direction  from  our  standpoint. 

Perhaps  other  primary  care  physicians  could 
adapt  something  like  this  for  their  practice  and 
increase  the  efficiency  of  our  interphysician 
communication. 

Sincerely, 

Dale  E.  Michels,  M.D. 


Date  of  Appt. 

Time  

Dear  Dr.  

I am  referring  , to  you  for  further  evaluation  in  regard 

to  . Significant  medical  history  that  might 

be  helpful  includes:  


Previous  diagnostic  tests  or  examinations  that  have  been  completed  are: 
QSee  attached 


DATE  OF  TEST 

TEST 

TESTING  LOCATION 

RESULTS 

Current  medications  that  the  client  is  taking  to  my  knowledge  are: 


Presently,  the  client's  primary  support  system  includes: 


Requested  Disposition  of  Case: 

Consultation  and  Report  and: 

□ Return  patient  as  soon  as  consultation  work-up  is  completed 

□ Return  patient  after  conclusion  of  care  for  this  illness 

□ Assume  management  for  this  particular  illness 

□ Assume  future  management  within  your  field 
Explain  to  patient: 

P Diagnosis 

□ Outline  treatment 

□ Refer  back  for  interpretation  and  treatment 

If  surgery  is  indicated:  (Referring  physician  requests  to:) 

□ Assist  (please  call  and  arrange) 

□ Perform  surgery 

□ See  patient  in  hospital 

□ Consultant  proceed  without  referring  physician's  participation 
, Lincoln  Family  Medical  Group,  P.C. 
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FEATURES 


President's  Page 


BEST  WISHES  FOR  A 
HAPPY  VALENTINE’S  DAY 

As  we  approach  this  day  of  happiness  and 
love  I would  like  to  forget  politics,  PRO’s, 
malpractice  and  all  of  these  thoughts  and  muse 
for  a few  moments  about  our  Valentines. 
These  are  the  people  — in  most  instances  our 
wives,  in  some  cases  husbands  — who  stand 
with  us  day  and  night  in  our  moments  of 
triumph,  e.g.  a sick  child  made  well,  a young 
mother  snatched  from  the  jaws  of  death  or  in 
our  sad  moments  of  defeat.  These  moments 
could  be  after  a fatiguing  day  to  watch  the 
young  teenagers  life  slip  through  our  fingers 
like  so  much  jello  because  of  an  alcohol  or  drug 
related  accident.  Or  perhaps  it  could  be  the 
child’s  life  snuffed  out  in  a careless  hunting 
accident.  Through  these  horrendous  moments 
only  our  spouses  see  and  support  us  during  the 
emotional  devastation  that  we  undergo.  I often 
wonder  if  early  on  these  prospective  spouses 
were  to  have  a preview  of  the  life  of  the 
doctor’s  wife  or  husband,  if  they  wouldn’t 
hesitate  and  perhaps  flee.  In  my  own  case,  my 
valentine  deserves  the  highest  medal  available. 
This  business  of  getting  up  at  5 a.m.  to  prepare 
breakfast  and  send  me  off  into  the  world,  then 
trying  to  put  the  house  together  after  the 
grandchildren  have  visited,  and  finally  pre- 
paring gourmet  meals  on  schedule  for  any 
number  of  guests  overwhelms  me.  In  addition 
to  working  outside  the  home  she  does  all  the 
cleaning  and  laundry,  nobody  else  could  do  it 
right.  I do  believe  that  she  deserves  a large 
Valentine. 

After  all  of  this  we  turn  to  the  spouses 
collectively,  labeling  them  the  Auxiliary,  from 


who  we  ask  and  receive  much.  As  a group  these 
supportive,  intelligent,  ambitious  people  ac- 
complish great  things.  They  are  with  us  in  the 
heat  of  a political  campaign,  or  working  inten- 
sively to  secure  necessary  legislation,  or 
creating  and  successfully  accomplishing  major 
projects  such  as  the  health  gallery  project  that 
is  succeeding  so  nicely. 

My  message  this  day  to  all  of  you  Valentines 
out  there,  we  love  you,  we  need  you,  we 
appreciate  you,  and  we  thank  you. 

Happy  Valentine’s  Day 


Dwaine  J.  Peetz,  M.D. 
President 
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The 

Auxiliary 


“PROGRESS  THROUGH  CONCERN”, 
my  theme  for  the  year.  There  is  still  time  to 
compare  my  goals  for  the  year  and  see  how 
many  you  have  accomplished. 

Have  you  had  your  AMA-ERF  and  NMF 
projects? 

Are  you  informed  on  legislative  action? 
Personal  contact  with  your  legislator  may 
change  their  vote  to  benefit  health  care. 

What  kind  of  health  project  are  you  a part  of 
in  your  community?  Don’t  miss  the  opportunity 
to  let  your  neighbors  know  that  you  really  care 
about  a healthier  life  for  them. 

There  are  many  ways  you  can  make  others 
aware  of  health  projects.  Every  community  is 
concerned  with  drug  use.  Don’t  stand  back  and 
think  it  will  go  away.  Find  out  how  you  can 
work  with  other  groups  — prevention  or 
intervention  — both  are  needed. 

The  problem  of  child  abuse  won’t  stop 
happening  until  we  stop  it.  Parenting  programs 
have  shown  positive  results  in  preventing  child 
abuse. 

Are  you  helping  with  the  goal  of  a Smoke- 
free  society  by  the  year  2000?  This  will  require 
programs  that  educate  the  public  to  the 
harmful  effects  of  smoking,  aid  the  smoker  in 
relieving  the  addiction,  and  stop  the  distribu- 
tion of  free  cigarettes  to  minors. 

President  Reagan  is  advocating  a unified 
drinking  age  of  21  which  is  one  of  our  goals. 

What  about  a stress  workshop?  Stress 
occurs  in  people  of  all  ages  with  debilitating 
and  destructive  effects. 

The  AMA  Auxiliary  has  long  promoted  good 
nutrition.  Do  you  have  information  available  to 
inform  the  public  of  the  detrimental  effects  of 
eating  disorders  and  the  need  to  develop 
positive  eating  attitudes  and  behavior? 

Have  you  provided  programs  in  self  defense 
to  insure  safety  in  the  streets? 

What  program  have  you  established  to  help 


adolescents  develop  a sense  of  responsibility 
and  to  educate  them  about  problems  of 
adolescent  pregnancy? 

WE  HAVE  A CHALLENGE  - The  Kiewit 
Foundation  has  given  the  Health  Galleries  a 
grant  for  $138,500  which  requires  a total 
match  from  us.  Their  grant  is  earmarked  for 
the  Mobile  Unit.  Please  consider  a donation  to 
the  Health  Galleries. 

BENEFACTORS  (name  on  a specific 

Exhibit) $5,000-$24,000 

PATRONS  (name  on  a patron 

plaque) 1,000-4,999 

SPONSORS  (certificate  of 

appreciation) 200-999 

Other  Supporters 10-199 

Your  previous  donation  will  be  added  to 

your  current  pledge. 

Your  support  is  the  only  way  to  complete  the 
project,  including  the  Mobile  Van,  to  bring 
health  education  all  across  the  state. 

Have  YOU  paid  your  dues?  It  is  still  not  too 
late.  As  a physician’s  spouse  this  is  your  way  to 
improve  the  health  and  quality  of  life  for  all 
people. 

* * * 

May  I encourage  you  to  attend  the  Mid- 
Winter  Board  Meeting  Tuesday,  February  28, 
1984  (snow  date  March  6,  1984)  to  be  held  at 
the  Community  Blood  Bank,  2966  “O”  St., 
Lincoln?  Coffee  at  9:30  a.m.  — Business  will 
be  conducted  starting  at  10  a.m. 

Mrs.  Leland  Olson,  North  Central  Director, 
from  Omaha  will  brief  us  on  current  nation 
events. 

Mrs.  Charles  Gregorius  will  relate  her 
personal  experience  as  an  organ  donor  recipient 
and  stress  the  importance  of  working  with  this 
program. 

A salad  luncheon  will  be  provided  by  hosts, 
Lancaster  County  Medical  Auxiliary  with  your 

(Continued  on  page  54) 
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$5  donated  to  the  Health  Galleries.  Everyone 
is  welcome. 

* * * 

Make  plans  to  attend  the  annual  meeting  at 
the  Marriott  Hotel  in  Omaha  April  27-30, 


Coming  Meetings 

1984  ANNUAL  SESSION  — April  27-30  — 
Omaha  Marriott. 

1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 

4TH  ANNUAL  MEDICAL  SKI  CONFER- 
ENCE, Keystone,  Colorado.  “Diagnostic 
Dilemmas  — The  Approach  and  the  An- 
swers”, February  26  - March  1,  1984. 
Topics  to  include  sports  injuries,  otolaryn- 
gology, gastroenterology,  oncolbgy,  hyper- 
tension and  radiology.  The  program  will  be 
taught  by  faculty  from  the  University  of 
Nebraska  College  of  Medicine.  The  program 
has  been  approved  for  16  hours  of  AMA 
Category  I Credit  and  AAFP  Prescribed 
credit.  Space  has  been  booked  at  Keystone 
Lodge  for  both  condos  and  sleeping  rooms. 
All  meetings  will  be  in  the  Lodge.  The 
registration  fee  is  $300  and  includes  wine 
and  cheese  reception,  coffee  breaks,  the 
scientific  sessions,  the  NASTAR  race  and 
reception.  To  register  or  for  further  informa- 
tion please  contact:  Marge  Adey,  Center  for 
Continuing  Education,  UNMC,  42nd  and 
Dewey,  Omaha,  Nebraska  68105.  Telephone 
402-559-4152. 


1984.  The  business  meeting  is  Friday  morning 
with  an  educational  symposium  following 
lunch.  The  brunch  will  be  held  at  the  Omaha 
Country  Club  Saturday  morning.  Watch  for 
exact  details. 

Mrs.  Glen  Lau 


33RD  ANNUAL  OBSTETRICS  AND  GYNE- 
COLOGY PROGRAM  — March  8 & 9, 1984. 
This  annual  two  day  program  will  be  held 
at  the  Holiday  Inn,  at  72nd  Street  and  1-80. 
Guest  speakers  will  be  Rudolph  Galask, 
M.D.,  University  of  Iowa,  Moon  Kim,  M.D., 
Ohio  State  University,  Byron  Masterson, 
M.D.,  University  of  Louisville,  George 
Morley,  M.D.,  University  of  Michigan  and 
Jean  Colls,  R.N.P.,  M.N.  from  Torrance, 
California.  Presentations  will  include:  Estro- 
gen, Osteoporosis  & Endometrial  Cancer; 
Contmeporary  Perspective  on  Menopause; 
Postoperative  Infections,  Update  on  the 
Laster  in  Gynecology,  Primary  Amenorrhea, 
Antibiotics,  Management  of  Female  Hirsuit- 
ism.  To  register  or  for  further  information, 
please  contact:  Marge  Adey,  Center  for 
Continuing  Education,  University  of  Ne- 
braska Medical  Center,  42nd  and  Dewey, 
Omaha,  Nebraska  68105.  (402)  559-4152. 

36TH  ANNUAL  MIDWEST  CANCER  CON- 
FERENCE, American  Cancer  Society, 
Kansas  Division  — March  9 and  10,  1984, 
Hilton  Inn  East,  Kellogg  and  Rock  Road, 
Wichita,  Kansas.  Topic:  “Genitourinary 
Malignancies”. 

REVIEW  AND  UPDATE:  GENERAL 

PEDIATRICS  AND  FAMILY  PRACTICE 
— March  18-25,  1984.  Freeport,  Grand 
Bahama  Island,  Princess  Hotel,  Golf,  Beach 
& Tennis  Club.  The  course  will  provide  a 
review  and  update  on  common  pediatric  and 
adolescent  problems,  updates  on  antibiotics, 
cancer  treatment  and  current  status  of  breast 
cancer.  Faculty  will  be  provided  by  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
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Creighton  University  School  of  Medicine 
and  the  University  of  Kansas  College  of 
Health  Sciences  and  Hospital.  The  travel 
package  includes  7 nights  and  8 days  at  the 
beautiful  Princess  Hotel  which  has  2 PGA- 
rated  18  hole  golf  courses,  12  tournament 
caliber  tennis  courts  (both  clay  and  all 
weather),  a private  beach  club,  3 fresh  water 
pools,  deep  sea  fishing  and  casinos.  Round- 
trip  travel  and  lodging  prices  can  be  provided 
from  any  city.  (Examples,  per  person,  from 
Omaha  $708,  from  Denver  $749,  from 
Kansas  City  $640).  The  physician  registra- 
tion fee  is  $400.  The  course  is  approved  for 
AMA  Category  I and  AAFP  Prescribed 
hours  totaling  30.  To  register  or  for  further 
information  please  contact:  Marge  Adey, 
University  of  Nebraska  College  of  Medicine, 
Center  for  Continuing  Education,  42nd  and 
Dewey,  Omaha,  Nebraska  68105.  (402)  559- 
4152.  Or  Miss  Hattie  DeLapp,  Creighton 
University  School  of  Medicine,  Office  of 
Continuing  Education,  2500  California, 
Omaha,  Nebraska  68178.  (402)  280-2550. 


FAMILY  PRACTICE  REVIEW  — March  26  - 
April  6,  1984  and  repeated  May  7-18,  1984. 
These  programs  provide  a comprehensive 
review  as  well  as  assistance  in  preparing  for 
the  Recertification  examination.  You  will  be 
able  to  study  most  areas  of  medicine,  which 
will  be  taught  by  over  100  faculty  members 
from  all  departments  of  the  University  of 
Nebraska  College  of  Medicine.  This  two-week 
course  will  be  taught  through  case  studies, 
lectures,  demonstrations  and  audiovisual 
presentations,  as  well  as  with  daily  self- 
assessment  board  type  examinations.  Ap- 
proximately 1,000  pages  of  handout  materials 
plus  several  supplementary  books  will  be 
provided  each  registrant.  Breakfasts, 
lunches,  and  bus  transportation  between 
the  hotel  and  campus  are  included  in  your 
registration  fee.  Modest  priced  hotel  accom- 
modations are  available.  Registration  fee  is 
$825.  A deposit  of  $225  is  required  to  regis- 
ter. 100  approved  hours  for  AMA  & AAFP. 
To  register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 


“DEVELOPING  INTERVIEWING  AND 
COUNSELING  SKILLS”  — Two  day  work- 
shop sponsored  by  the  Nebraska  Department 
of  Health,  Nutrition  Division.  The  workshop 
will  feature-keynote  speaker  Harold  Engen, 
Ed.D  from  the  University  of  Iowa.  Workshop 
participants  will  learn  techniques  for 
effectively  interviewing  and  counseling 
patients,  clients,  and  staff.  Meeting  date: 
March  29-30,  1984.  Location:  UNL  - East 
Campus  Union,  Lincoln,  Nebraska.  Continu- 
ing education  credits  will  be  requested  from 
the  Nebraska  Nurses’  Association,  American 
Dietetic  Association  and  Hospital,  Institu- 
tions, and  Educational  Food  Service  Society. 
For  more  information,  contact  the  Nebraska 
Department  of  Health,  Nutrition  Division, 
301  Centennial  Mall  South,  P.O.  Box  95007, 
Lincoln,  Nebraska  68509  or  call  402-471- 
2781. 

ELECTROCONVULSIVE  THERAPY  - 1984 
UPDATE  — April  6-7,  1984,  Sheraton  Inn 
and  Conference  Center  and  University  of 
Wisconsin  Clinical  Science  Center,  Madison, 
Wisconsin.  Sponsors:  The  Center  for  Af- 
fective Disorders  and  Department  of  Psy- 
chiatry, University  Medical  School,  Hospital 
and  Clinics.  Audience:  Psychiatrists,  psy- 
chologists, nurses,  and  mental  health  pro- 
fessionals. Credit:  10  hours  of  Category  I of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  and  1.0  CEUs 
by  University  of  Wisconsin-Extension.  Fees: 
$200  for  physicians,  nurses,  health  care 
professionals,  $100  for  residents  and  trainees. 
For  further  information  contact:  Dorothy  B. 
Davidson,  Ph.D.,  Program  Coordinator, 
Center  for  Affective  Disorders,  Department 
of  Psychiatry,  University  of  Wisconsin 
Hospital  and  Clinics,  600  Highland  Avenue, 
Madison,  Wisconsin  53792,  (608)  263-6129. 

EMERGENCY  MEDICINE  REVIEW 
April  9-14,  1984.  This  course  will  provide 
physicians  engaged  in  the  evaluation  and 
treatment  of  urgent  and  life  threatening 
conditions  with  an  in-depth  review  of  emer- 
gency medicine.  This  six  day,  45  hour, 
comprehensive  review  of  the  field  of  Emer- 
gency Medicine  will  be  of  value  to  physicians 
involved  in  full-time  practice  of  Emergency 
Medicine,  physicians  seeking  certification  in 


February  1984  Nebraska  Medical  Journal 


55 


Emergency  Medicine  and  primary  care  phy- 
sicians, residents-in-training  seeking  a review 
in  the  field  of  Emergency  Medicine.  To 
register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 


A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
May  24  and  25,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Sudler 
Hall,  University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  AAFP. 
Fee:  $550. 

* * * 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

PEDIATRIC  OPHTHALMOLOGY  — April 
13,  1984,  LIniversity  of  Kansas  Medical 
Center,  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
7 hours  - AMA  Cat.  I 

IMPLICATIONS  OF  THE  MICROCOM- 
PUTERS FOR  SPEECH-LANGUAGE- 
HEARING CLINICIANS  — April  13  and  14, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  KS. 
Credit:  10  hours  AMA  Cat.  I,  ASHA.  Fees: 
$50. 

ANNUAL  PATHOLOGY  SCIENTIFIC 
SEMINAR  — April  14,  1984.  Sponsor:  Uni- 
versity of  Kansas  Medical  Center.  Location: 
Rieke  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  KS.  Credit:  7 hours  AMA 
Cat.  I. 


AMERICAN  ASSOCIATION  OF  ENDO- 
CRINE SURGEONS  ANNUAL  MEETING 
— April  15-18,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Ala- 
meda Plaza  Hotel,  Wornall  at  Ward  Parkway, 
Kansas  City,  Missouri. 

VENTILATION/PERFUSION  AND  GAS 
EXCHANGE:  A PHYSIOLOGIC  AP- 

PROACH — April  19  and  20,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Granada  Royale  Hometel,  220  W.  43rd 
St.,  Kansas  City,  Missouri.  Credit:  11  - AMA 
Cat.  1;  9.5  - AAFP,  RT,  CRNA,  CNE.  Fees: 
Physicians  — 2 days  $125,  1 day  $70;  Nurses 
& Therapists  — 2 days  $70,  1 day  $45; 
Students  $10. 

10TH  ANNUAL  POSTGRADUATE  FAMILY 
PRACTICE  SYMPOSIUM  — April  25  and 
26,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

29TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — April  27,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Battenfeld  Auditorium,  University  of 
Kansas  Medical  Center,  39th  and  Rainbow 
Blvd.,  Kansas  City,  KS.  Credit:  6 hours 
AMA  Cat.  I,  AAFP. 

34TH  ANNUAL  POSTGRADUATE 
SYMPOSIUM  ON  ANESTHESIOLOGY 
— April  27,  28,  and  29,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Crown  Center  Hotel,  One  Pershing 
Road,  Kansas  City,  Missouri.  Credit:  15 
hours  AMA  Cat.  I,  13  hours  AAFP,  CRNA. 
Fees:  3 days  - $240,  2 days  - $180;  1 day  - $95. 

MUSCULOSKELETAL  TUMOR  SOCIETY 
MEETING  — May  10,  11,  and  12,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Alameda  Plaza  Hotel, 
Wornall  at  Ward  Parkway,  Kansas  City, 
Missouri.  Credit:  AMA. 

KANSAS  MEDICINE:  TEN  YEARS  LATER 
— May  11,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 
Auditorium,  University  of  Kansas  Medical 
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Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

EXTRACAPSULAR  CATARACT  EXTRAC- 
TION — IMPLANTATION  OF  INTRA- 
OCULAR LENSES  — May  17,  18,  and  19, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Rieke  Auditorium,  Uni- 
versity of  Kansas  Medical  Center,  39th  and 
Rainbow  Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I. 

EARLY  BREAST  CANCER  — May  21  and 
22,  1984.  Sponsor:  University  of  Kansas 


Washington otes 

(Continued  from  page  14 A) 

ly,  manufacturer  Lemmon  Co.  announced  that 
it  will  cease  production. 

The  states  of  Georgia,  Illinois,  Florida, 
Texas,  Connecticut,  Mississippi,  New  Jersey, 
and  North  Carolina  already  have  pulled  it  off 
drugstore  shelves.  Prescriptions  for  the  once- 
popular  drug  plummeted  accordingly:  in  1973, 
over  4 million  prescriptions  were  written;  by 
1982,  only  300,000  prescriptions  were  written, 
a reduction  of  more  than  90%. 

Distribution  of  existing  medication  in  stock 
will  stop  on  January  31,  1984,  to  give 
physicians  and  patients  time  to  switch  to  other 
medications.  The  decision  to  discontinue  the 
drug  was  due  to  “the  increasingly  adverse 
legislative  climate  that  surrounds  the  product 
and  the  resulting  negative  publicity  about  our 
excellent  company”,  said  a spokesman  for  the 
drug’s  sole  manufacturer,  Lemmon  Co.  of 
Sellersville,  PA. 

Congress  continued  its  push  for  restrictive 
legislation;  without  controls,  another  manu- 
facturer might  bring  the  drug  back  on  the 
market  said  Rep.  Henry  Waxman  (D-CA).  The 
adopted  bill  shifts  the  legal  status  of  the 
sedative-hypnotic  from  Schedule  II  to  Sched- 
ule I,  a category  shared  by  heroin,  LSD,  mari- 
juana, and  other  drugs  for  which  there  is 
no  accepted  medical  usage.  The  bill  was 
pushed  by  city  and  county  physicians,  who 
struggled  to  close  down  so-called  “stress 
clinics”  — where  a person  could  walk  off  the 


Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP,  CNE. 

PEDIATRIC  EMERGENCIES  - May  14  and 
15,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA  Cat.  I,  AAFP, 
CNE. 


street  with  a complaint  of  sleeplessness  and 
get  a prescription  for  methaqualone  — as  they 
proliferated  around  the  country.  The  Food  and 
Drug  Administration  and  American  Medical 
Association  opposed  any  change  in  status, 
saying  that  the  drug  still  has  accepted  medical 
usage. 

NIH  Researchers  Downplay 
British  Pill  Data 

National  Institutes  of  Health  researchers  are 
calling  a new  study  that  links  oral  con- 
traceptives to  cervical  neoplasia  “potentially 
important  but  only  tentative  in  nature,”  saying 
that  more  rigorous  rigorous  research  is  needed 
before  drawing  final  conclusions. 

The  study,  published  in  the  Oct.  22  Lancet, 
found  that  three  forms  of  cervical  neoplasia  — 
invasive  cancer,  carcinoma-in-situ,  and  dys- 
plasia — occurred  more  frequently  in  women 
taking  the  pill  than  in  women  using  IUDs  for 
birth  control. 

The  incidence  of  neoplasia  for  women  on  the 
pills  ranged  from  0.9  per  1000  women-years  in 
those  with  up  to  2 years  pill  use  to  2.2  per  1000 
women-years  in  those  with  more  than  8 years 
pill  use.  Women  using  an  IUD  showed  no 
similar  trend:  in  this  group,  rate  of  neoplasias 
fluctuated  around  1 per  1000  women-years, 
reported  Martin  P.  Vessey,  MD,  and  col- 
leagues at  Radcliffe  Infirmary,  Oxford. 
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Based  on  their  findings,  the  researchers 
advise  that  all  women  using  the  pill  for  more 
than  four  years  seek  regular  cervical  cyto- 
logical  exams.  This  recommendation  has  been 
endorsed  by  the  Committee  on  Safety  and 
Medicines,  Britain's  version  of  the  Food  and 
Drug  Administration. 

Skeptical  NIH  researchers  point  out  that 
cervical  cancer  can  be  related  to  a large 
number  of  influencing  factors,  such  as  sexual 
behavior,  cigarette  smoking,  and  folic  acid 
nutritional  status. 

NIH  researchers  also  cautioned  about  a new 
British  study  linking  oral  contraceptives  to 
breast  cancer  in  young  women  reported  in  the 
same  issue  of  Lancet.  Recent  American 
studies  discounted  the  risk  and  in  fact  praised 
the  protective  effects  of  the  pill. 

At  the  invitation  of  the  National  Institutes  of 
Health,  British  authors  of  the  study  arrived  in 
Washington,  D.C.,  in  November,  where  they 
met  behind  closed  doors  with  American 
researchers  to  exchange  data,  criticism  and 
conclusions.  Information  obtained  at  the  meet- 
ing will  be  used  to  form  specific  policy 
guidelines  for  physicians  within  two  or  three 
months. 

The  British  study  had  found  increased  rates 
of  breast  cancer  in  young  women  who  had 
taken  high-progestogen  forms  of  the  pill  before 
age  25.  Breast  cancer  in  young  women, 
although  a relatively  uncommon  form  of  the 
disease,  tends  to  progress  faster  and  be  less 
responsive  to  treatment  than  breast  cancer  in 
older  women. 

Most  frequently  implicated  were  the  high- 
progestogen  combination  brands  of  the  pill: 
Ovulen,  Demulen,  Ovral,  Enovid  10,  Norinyl 
10,  Ortho-Novum  10,  Lo/Ovral,  Enovid  5,  and 
Norlestrin  2-5.  Risk  appeared  to  increase  with 
extended  use;  whereas  relative  risk  was  1.0  for 
non-users,  it  climbed  to  4.1  for  women  using 
the  pills  more  than  6 years. 

An  editorial  in  the  same  issue  of  Lancet 
cautions,  “The  growing  evidence  that  the  pill 
has  residual  and  long-term  effects  on  health 
needs  to  be  taken  seriously  and  discussed 
rationally.” 

British  researchers  contend  that  US  studies 
have  not  detected  the  cancer  link  because  they 
focused  on  older  patients  who  were  unlikely  to 


have  used  the  pill  for  a long  time  a young  age. 

But  in  the  United  States,  researchers  are 
more  skeptical.  This  one  study,  while  of 
interest,  should  not  scare  women  away  from 
the  pill,  say  reproductive  disease  specialists 
Bruce  V.  Stadel,  MD,  MPH,  and  Nancy  Lee, 
MD,  of  the  Centers  for  Disease  Control.  The 
trend  must  first  be  substantiated  in  other 
studies,  they  say.  Furthermore,  they  are 
concerned  about  the  methodology  used  in  the 
study.  For  example,  there  is  insufficient 
information  about  subject  characteristics,  mat- 
ching procedures  and  interviewing  techniques, 
they  say. 

Moreover,  American  researchers,  say  that 
they  have  since  accumulated  additional  data 
that,  when  analyzed,  will  confirm  or  refute  the 
new  British  findings.  These  still-unpublished 
studies  from  CDC,  NIH,  Boston  University, 
and  World  Health  Organization  contain  “bet- 
ter numbers”  than  the  British  work,  one  CDC 
researcher  confided. 

Foreigners  Competing 
For  American  Organs 

On  Capitol  Hill  there  is  growing  concern  that 
foreigners  may  overload  a transplant  system 
already  stretched  to  capacity.  More  than 
10,000  Americans  were  on  waiting  lists  for 
kidney  transplants  last  year  and  some  70,000 
persons  are  on  dialysis  machines.  However, 
foreigners  receive  between  3.5%  and  7%  of  all 
American  kidneys  each  year,  according  to 
statistics  gathered  by  the  American  Society  of 
Transplant  Surgeons. 

They  travel  from  as  far  away  as  Tanzania 
and  Qatar  to  take  advantage  of  the  United 
States’  seeming  endless  supply  of  medical 
resources  and  technology.  The  majority  are 
from  Moslem  countries  where  religious  cus- 
toms allow  acceptance  but  not  donation  of 
organs,  and  less  developed  countries  where 
economic  constraints  are  the  obstacle. 

Testifying  in  November  before  the  House 
Committee  of  Science  and  Technology,  US 
physicians  stressed  that  medicine  is  a human- 
istic discipline  and  should  not  be  viewed  in 
nationalistic  terms.  The  Hippocratic  Oath 
makes  no  distinctions  based  on  race,  color  or 
place  of  origin,  physicians  agreed.  Over- 
whelmingly, US  physicians  support  the  current 
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system  that  permits  their  skills  and  services  to 
be  available  to  all  citizens  of  the  world. 

Many  physicians  believe  that  a straight- 
forward “American  first”  policy  is  morally 
objectionable.  Others  contend  that  an  “Amer- 
ican first”  policy  is  fair,  but  that  foreigners 
should  not  be  rejected  and  instead  receive 
organs  that  are  unsuitable  for  US  citizens. 
Foreigners  need  not  receive  inferior  organs, 
they  explain,  but  simply  organs  that  for 
whatever  reason  — length  of  storage,  excessive 
vascularization,  history  of  infections  such  as 
herpes,  meningitis  or  pneumonia  — may  make 
rejection  a more  likely  possibility. 

“The  issue  of  a medical  decision  should  not 
be  interfered  with  by  geopolitical  consid- 
erations,” said  G.  Baird  Helfrich,  MD,  director 
of  the  Division  of  Transplantation  at  George- 
town University  Hospital.  “A  foreign  national 
is  a patient  and  should  be  treated  as  a 
patient,”  he  says. 

Rather  than  restricting  access,  some  experts 
urged  an  even  more  widened  pool  of  can- 
didates. It  is  extremely  difficult  to  obtain  a 
perfect  match  within  the  entire  country  and 
possibly  the  entire  world.  Since  there  are  more 
than  80  different  tissue  types  combined  in 
different  ways,  the  chance  of  obtaining  a 
perfect  match  is  about  1:100,000.  Barriers 
need  to  be  broken,  not  built,  said  Paul  I. 
Teraski,  MD,  professor  of  surgery  at  the 
University  of  California  School  of  Medicine  in 
Los  Angeles. 

Most  hospitals  choose  transplant  candidates 
based  on  histocompatibility,  clinical  factors, 
patient’s  serum  sensitivity,  preservation  time, 
and  proximity  and  ease  of  transport  of  organs. 
Once  accepted  as  a good  candidate,  some 
hospitals  put  the  foreign  patient  on  the 
transplant  list  along  with  other  US  patients; 
others  put  the  foreign  patient  on  the  priority 
list  for  organs  unused  by  LIS  patients,  which 
would  otherwise  be  shipped  out  of  the  country. 
Persons  who  are  very  ill,  on  dialysis,  or  whose 


only  chance  of  survival  is  transplantation  may 
be  placed  on  an  “urgent”  or  “emergency”  list. 

The  benefits  of  the  current  system  outweigh 
any  advantages  of  a more  restrictive  policy. 
There  is  no  preferential  treatment  being  given 
to  foreigners  in  the  distribution  and  allocation 
of  organs,  they  point  out.  On  the  contrary, 
foreigners  take  up  the  slack  of  organs  that  are 
wasted,  either  unused  or  unmatched. 

The  foreigner  coming  to  America  for  an 
organ  may  even  bring  some  important  ad- 
vantages to  the  system,  physicians  explained. 
Transplantations  to  foreigners  help  share  the 
fixed  costs  of  a transplantation  program  to  the 
American  taxpayer.  “Large  transplant  pro- 
grams have  a number  of  fixed  costs  which  have 
to  be  shared  by  the  total  number  of  transplant 
operations  performed;  the  addition  of  perhaps 
10  foreign  transplants  could  cut  the  fixed  costs 
to  the  US  taxpayer  in  half,”  said  George  E. 
Schreiner,  MD,  professsor  of  medicine  at 
Georgetown  University  School  of  Medicine. 

Foreign  recipients  also  decrease  the  dis- 
tribution problem  for  cadaveric  organs,  in- 
crease the  percentage  that  are  actually  used, 
enlarge  transplant  programs  to  make  them 
more  efficient,  and  provide  case  material  for 
clinical  investigation,  facilitating  research,  Dr. 
Schreiner  said. 

Rather  than  overhauling  the  current  system, 
physicians  offered  other  recommendations. 
The  United  States  could: 

--establish  a quota  system  for  foreign 
transplants; 

-establish  categories  of  priority 

--export  a larger  number  of  organs  that  are 
unusuable  by  US  standards,  opening  greater 
opportunities  to  foreign  countries; 

--increase  the  number  of  donations,  rather 
than  restricting  the  number  of  recipients  due 
to  national  origin;  or 

--assist  other  countries  in  developing  the 
technology  necessary  to  establish  their  own 
organ  transplant  systems. 
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Nebraska  Medical  Association  Delegate  to  the  AMA  House  of  Delegates, 
Carl  J.  Cornelius,  M.D.,  presiding  at  Reference  Committee  H during  the 
December  session  in  Los  Angeles. 
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Physicians'  Classified 

BLACK  HILLS  CHILD  NEUROLOGY  SEMI-  [ 
NAR:  “Advances  in  Clinical  Child  Neurology,”  Feb.  j 
29-March  2,  1984.  Spearfish  Holiday  Inn,  Spearfish,  j 
S.D.  Contact:  K.  Alan  Kelts,  M.D.,  Ph.D.,  USD  I 
Depts.  of  Neurology  & Pediatrics,  2929  5th  Street,  i 
Suite  240,  Rapid  City,  S.D.  57701. 

FAMILY  PRACTITIONER  NEEDED:  Two  j 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of  : 
3,500.  Modern  superiorly  equipped  clinic  and  j 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry  j 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE  s 
69138.  (308)  537-7131. 

EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible  : 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modem  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in  j 
Central  Nebraska.  Please  contact  R.  A.  Sitorius,  j 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

PRACTICE  OPPORTUNITY  — $75,000  first  j 
year  guarantee,  relocation  expenses,  and  other  : 
fringe  for  a primary  care  physician  interested  in  j 
helping  establish  and  own  a rural  primary  care 
center  within  1 hour  of  Kansas  City.  Affiliation  with  j 
200+  bed  hospital.  Option  for  group  practice  ; 
association  if  desired.  Interested  physicians  should 
send  CV  to  Health  Resources,  Box  14188,  Kansas  j 
City,  MO  64152,  or  call  Ron  Hammerle,  (816)  587- 
0920. 

WANTED:  INTERNISTS  (General)  PHYSI-  I 
CIANS  (Family  Practice)  wanted  at  progressive,  : 
affiliated  VA  Medical  Center.  Board  Certification  j 
preferred.  Salary  and  bonus  pay  commensurate  : 
with  training  and  experience.  Licensure  any  state.  : 
Must  meet  English  Proficiency  requirements.  Al-  : 
lowable  moving  expenses  payable.  Equal  oppor-  : 
tunity  employer.  Write  or  call  (402)  489-3802,  : 

Extension  212,  Chief  of  Staff,  VA  Medical  Center,  : 
600  South  70th,  Lincoln,  NE  68510. 

FOR  SALE.  Used  Hamilton  examination  table  : 
with  matching  stool  and  wastebasket.  In  excellent  : 
condition  and  recently  repainted.  Asking  $225.  : 

Please  contact  Michael  L.  McCoy,  M.D.,  301  South  : 
70th  St.,  Ste.  125,  Lincoln,  NE  68510.  Telephone  : 
(402)  483-7507.  j 

FOR  SALE:  Eastern  Nebraska  physician  retiring.  i 
Wants  to  sell  equipment,  etc.  and  willing  to  turn  : 
over  practice.  Contact  (by  letter  only)  Nebraska  j 
Medical  Journal,  Box  006,  1512  First  National  : 
Bank  Bldg.,  Lincoln,  NE  68508.  j 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane « w 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory—the  most  valid  environment  for 
measuring  hypnotic  efficacy.1 12 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971  4.  Kales  A el  al:  JAMA  247:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  15,  1978  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4: 1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  ar'1  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients : 15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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Contemporary  HypnoticTherapy 
Dalmane » [fiurazepam  Hci /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 


library 

FEB  2 1 7984 

N£W  w&i  ACADEMY: 

OF  MEDICINE 


•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.1 

•More  total-sleep  time  on  nights 
12  to  14  of  therapy.1 

•Continued  efficacy  for  at  least  28  nights  .2 
•Seldom  produces  morning  hangover.' 

•Avoids  rebound  insomnia  when 

therapy  is  discontinued.14 s " i5-mg/30-mg  capsules 


ROCHE  ^ a°che  Products  Inc. 

✓7  Manatl.  Puerto  Rico  00701 

Copyright  © 1984  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Omaha 
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Inaugural  Banquet 
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— . 1984  ANNUAL  SESSION 

NEBRASKA  ALLERGY  SOCIETY 

This  course  represents  an  up-to-date  review  of  the  pre- 
sentation, diagnosis,  and  therapy  of  chemically-induced 
immunologic  lung  disease.  Included  will  be  discussion  of 
immunologic  laboratory  procedures  used  in  the  evaluation  of 
these  diseases. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

Discussions  on  the  general  topic  of  dermatology  will  focus  on 
three  distinct  areas,  emphasizing  the  practical  aspects  of 
new  information.  The  lectures  will  include  one  hour  on 
dermatologic  surgical  techniques,  one  hour  on  the  latest 
dermatologic  research  of  specific  practice  value,  and  one 
hour  discussion  of  the  newly  released  dermatologic  medica- 
tions including  Accutane  and  Acyclovir. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 

This  program  will  emphasize  the  techniques  of  treatment 
useful  in  the  first  few  hours  of  emergency  care.  What  you 
need  to  know  in  the  first  few  hours  before  you  have  time  to 
get  a book. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
PEDIATRICS  & THE  NEBRASKA  PEDIATRIC  SOCIETY 

These  sessions  will  be  devoted  to  topics  designed  to  assist 
the  office  practitioner  with  the  practice  of  pediatrics.  Na- 
tionally recognized  speaker,  Doctor  Bernhard  Signsen,  will 
discuss  rheumatology,  and  detailed  presentations  on  acci- 
dent prevention,  physical  conditioning  and  office  computers 
are  scheduled. 

NEBRASKA  PERINATAL  ORGANIZATION 

The  Nebraska  Perinatal  Organization  will  present  speakers 
covering  topics  such  as  invitro  fertilization,  neonatal 
anesthesia,  pulmonary  surfactant,  life  and  death  decisions, 
maternal  transport,  and  emerging  legal  issues  in  perinatal 
practice. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOY 

This  course  is  designed  to  present  a brief  summary  of  neuro- 
ophthalmologic  abnormalities  as  they  relate  to  the  pupil. 


SCIENTIFIC  PROGRAMS  — 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  program  will  be  a forum  for  presentation  of  papers 
generated  by  physician  members  of  the  American  College  of 
Surgeons  as  well  as  resident  members  who  are  candidates 
for  the  American  College  of  Surgeons. 

NEBRASKA  THORACIC  SOCIETY 

Update  on  pediatric  and  adult  asthma  management  with 
newer  treatment  modalities  and  research  presented. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 

The  title  of  this  program  is  Challenge:  Managing  the  Arthritic 
Patient.  This  program  is  a collaborative  effort  of  the  Arthritis 
Foundation  and  Syntex  Laboratories,  in  cooperation  with  the 
American  Academy  of  Family  Physicians. 

NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS 

This  course  will  present  primarily  basic  concepts  of  obstetri- 
cal anesthesia,  specifically  anesthesia  for  Cesarean  section 
under  general  as  well  as  regional  anesthesia.  It  will  present 
an  update  on  anesthesia  for  complicated  high  risk  obstetrics. 
Topics  in  the  area  of  critical  anesthesia  will  also  be 
presented. 

NEBRASKA  MEDICAL  ASSOCIATION 
PHYSICIAN  ADVOCACY  COMMITTEE 

This  Impaired  Physician  Workshop  for  physicians  and  spouses 
will  feature  John-Henry  Pfifferling,  Ph.D.  A positive  tour  for 
physicians  and  their  spouses  through  the  maze  of  potential 
problems  — the  goals  and  REWARDS  being: 

Promotion  of  physician  well-being. 

Prevention  of  physician  and  spouse  burnout. 

How  to  identify  potential  stress  points  in  practices 
and  partnerships. 

How  to  develop  skills  for  coping  with  these  problems. 


NEBRASKA 


WashingtoNotes 


Congress  Tackles  Infant  Problems 

Infant  mortality  rates  worsened  in  at  least 
nine  states  in  1982  and,  other  states  had 
pockets  where  infant  deaths  rose  significantly. 

The  statistics,  reported  at  a hearing  of  the 
Congressional  Joint  Economic  Committee, 
were  compiled  by  the  Food  Research  and 
Action  Center,  a Washington-based  health 
research  group  which  earlier  this  year  released 
figures  showing  increased  infant  mortality  in 
several  major  cities.  The  new  data  shows  that 
infant  deaths  (which  averaged  11.2  per  1000 
live  births  in  the  US  in  1982)  jumped  in  states 
as  diverse  as  Alabama  and  Utah. 

While  the  increases  were  only  half  a percent 
or  less  in  six  of  the  nine  states,  three  states 
(Alabama,  New  Hampshire  and  Vermont)  saw 
increased  death  rates  of  about  a percent. 

Furthermore,  mortality  rate  changes  haven’t 
been  compiled  yet  for  15  states,  and  even  in 
states  which  are  not  reporting  overall  in- 
creases, infant  mortality  was  up  substantially 
in  some  areas.  In  Michigan,  for  example,  infant 
morality  rates  resumed  a downward  trend 
(12.8  per  1000)  in  1982,  after  having  risen  to 
13.2  in  1981.  But,  in  one  part  of  Detroit  a 
baby’s  chance  of  dying  before  its  first  birthday 
was  33  in  1000  — about  the  same  as  in 
Honduras,  the  poorest  country  in  Central 
America. 

These  and  similar  statistics  are  being  cited 
by  child  health  advocates  as  evidence  of  a 
“rising  tide  in  needless  infant  deaths”  resulting 
from  reductions  of  up  to  30%  in  federal  fund- 
ing for  maternal  and  child  health  programs 
since  1981.  Proponents  say  that  prior  to  such 
cuts,  these  programs  were  saving  up  to  $5  for 
every  $1  they  spent  and  that  infant  mortality 
rates  dropped  by  over  40%  between  1967  and 
1979  in  part  because  of  such  programs. 

Congressional  debate,  to  resume  after  Con- 
gress reconvenes  in  January,  will  revolve 
around  two  types  of  proposals:  those  that 
expand  authorization  levels  for  maternal  and 
child  health  block  grants  to  states  and  those 
that  enhance  federal  Medicaid  spending  for 
children  and  pregnant  women.  In  the  House, 
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The  number  of  participants  in  each  conference  is  limited 
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information  contact  | phone  (516)  549  0869 


Washington otes 

(Continued  from  page  3A) 

the  fight  is  being  led  bv  House  Commerce 
Health  Subcommittee  chairman  Rep.  Henry 
Waxman  (D-CA).  In  the  Senate,  it  is  being 
carried  by  Sens.  Llovd  Bentsen  (D-TX),  Dale 
Bumpers  (D-AR)  and  Alan  Cranston  (D-CA) 
among  others. 

The  maternal  and  child  health  block  grant 
was  created  in  1981  when  seven  categorical 
programs  funded  at  about  $457  million  were 
combined  into  a single  program  for  which  $399 
million  has  been  authorized  in  fiscal  1984. 
Although  this  is  more  than  the  $373  million 
authorized  in  1983,  funding  in  1984  is  actually 
decreasing  by  about  $79  million  since  a $105 
million  jobs  bill  supplement  provided  in  1983 
is  not  scheduled  to  continue  in  1984. 

If  inflation  is  considered,  say  the  March  of 
Dimes  Birth  Defect  Foundation  and  the 
American  Academy  of  Pediatrics,  the  block 
grant  has  reduced  funding  to  maternal  and 
child  health  programs  by  28  to  30 7c  from  what 
(Continued  on  page  7A) 
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James  Folk,  M.D. 


Workshops  (continued): 

"Emergency  Procedures  in  Ophthalmology 
for  the  General  Physician" 

"Glaucoma  Testing" 

"Care  of  Post  Operative  Eye  Patient  by  the 
Primary  Care  Physician” 


"The  Red  Eye  - Diagnosis  and  Treatment" 
Peter  Whitted.  M.D 
Panel  discussion 
Grand  Rounds 

"Eye  Manifestations  of  Systemic  Disease" 
James  Folk,  M.D 
Workshops: 

"Office  Procedures  in  Ophthalmology” 

"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease” 


"New  Concepts  in  Ophthalmology  - Present 
and  Future" 

David  Parke.  M.D 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M D 
Panel  Discussion 

C. M.E.  and  A.A.F.P.  credits  to  be  awarded 


Bishop  Clarkson  Memorial  Hospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 


For  more  information,  call  402-559-3378 


6-A  Nebraska  Medical  Journal  March  1984 


WashingtoN otes 

(Continued  from  page  4A) 

the  programs  would  have  received  had  they 
remained  categorical.  Furthermore,  AAFP  rep- 
resentative Kenneth  Osgood,  MD,  told  the 
Joint  Economic  Committee,  the  cuts  to  mater- 
nal and  child  health  programs  were  greater 
than  those  in  any  other  health  block  grant,  and 
they  have  been  particularly  deleterious  to 
programs  for  poor  women  and  children  in  the 
inner  city. 

At  the  same  time,  Medicaid  has  been  cut 
about  $4  billion  and  community  health  centers 
which  provide  key  services  to  mothers  and 
children,  have  been  reduced  by  about  25%. 

Recently,  however,  some  fiscally  conser- 
vative states  have  shown  a surprising  trend 
toward  increasing  funding  for  mothers  and 
children.  Mississippi,  Illinois  and  Ohio  are 
among  a handful  of  states  that  hope  to  curb 
overall  state  spending  by  expanding  Medicaid 
benefits  for  mothers  and  children.  The  de- 
cision follows  the  discovery  that  reducing 
Medicaid  benefits  increased  state  and  county 
costs  for  indigent  care  at  public  hospitals  and 
stems  from  a desire  to  supplant  the  local 
dollars  with  Medicaid  matching  from  the 
federal  government. 

Rep.  Waxman  wants  more  states  to  expand 
benefits  for  mothers  and  children,  and  to  this 
end,  he  pushed  through  a Child  Health 
Assurance  Program  (CHAP)  as  part  of  the 
Commerce  panel’s  budget  reconciliation  pro- 
posal. Expected  to  cost  about  $200  million  in 
fiscal  1984,  CHAP  would  extend  Medicaid 
coverage  to  first-time  pregnant  women  who 
would  qualify  for  Medicaid  once  their  baby  is 
born  and  to  children  and  pregnant  women  in 
two- parent  families  where  the  primary  wage- 
earner  is  unemployeed.  In  1986,  women  in  all 
low-income  families  would  be  covered  re- 
gardless of  the  family’s  employment  status. 

Ten  states,  which  already  cover  all  these 
categories,  would  receive  slight,  if  any,  in- 
creases in  federal  Medicaid  funds.  But  for  the 
remaining  states,  which  presently  deny  cov- 
erage to  some  or  all  these  beneficiaries,  the 
federal  government  would  pay  the  entire  cost 
of  coverage  for  the  new  categories  of  recipi- 
ents. 

(Continued  on  page  10A) 


"Wfe  suggest  you 
raise  your  fees 
for  office  calls 
from  $2  to  $3.” 


That  was  good  advice  in  1945,  when 
PMM  first  began  to  advise  physicians 
on  how  to  build  and  manage  a suc- 
cessful practice  for  higher  financial 
returns  in  a competitive  market. 

Today,  the  health  care  market  is  even 
more  competitive. 

As  specialists  in  medical  practice 
management  for  38  years,  we  have  given 
good  advice  to  thousands  of  doctors. 

We  maintain  specialty  depart- 
ments to  stay  abreast  of  changing 
conditions  in  marketing,  estate  tax, 
financial  planning,  personnel  manage- 
ment and  practice  analysis  as  they 
relate  to  physicians.  No  general 
accounting  firm  can  say  that.  Before 
you  decide  who  should  advise  you, 
shouldn’t  you  talk  to  the  longest 
established  medical  practice  manage- 
ment specialists  in  your  area? 

Call  today  for  a completely 
confidential  discussion  of  your  needs 
and  our  many  services. 

Professional  Management  Midwest 

8420  W.  Dodge  Road 
Tower  Plaza,  S.  305 
Omaha,  Nebraska  68:14 
402/397-5462 
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Pediatric  Drops 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 

Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical/surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  either  in  a sophisticated,  metropolitan  medical 
environment  providing  educational  and  teaching  opportunities,  or  a rural  setting 
offering  a substantial  practice  with  outdoor  recreational  potential  second  to 
none. 

Sound  interesting?  Based  on  your  financial  needs,  our  client  will  offer 
appropriate  income  guarantees,  incentives,  relocation  expenses  and  total 
malpractice  insurance. 

Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 
3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 


Your  Personal  Check-list  of  Programs  for  the  116th  Annual  Session 
Omaha  Marriott  Hotel,  April  27  - 30 

□ NEBRASKA  PERINATAL  ORGANIZATION  — The  Fourth  Annual  Nebraska  Perinatal  Workshop  Program  has  been  designed  to  update 
health  care  professionals  in  regard  to  mother  and  newborn.  Friday,  April  27,  7:15  a.m.  - 6:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  — The  subject  of  this  program  will  be  "Challenge:  Managing 
the  Arthritic  Patient.”  Friday,  April  27,  8:00  a.m.  - 12:00  noon. 

□ NEBRASKA  ALLERGY  SOCIETY  — This  course  represents  an  up-to-date  review  of  the  presentation,  diagnosis,  and  therapy  of 
chemically-induced  immunologic  lung  disease.  Included  will  be  discussion  of  immunologic  laboratory  procedures  used  in  the  evaluation 
of  these  diseases.  Saturday,  April  28,  8:00  a.m.  -10:00  a.m. 

□ NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS  — This  course  will  present  primarily  basic  concepts  of  obstetrical  anesthesia,  speci- 
fically anesthesia  for  cesarean  section  under  general  as  well  as  regional  anesthesia.  It  will  present  an  update  on  anesthesia  for 
complicated  high  risk  obstetrics.  Topics  in  the  area  of  critical  anesthesia  will  also  be  presented.  Saturday,  April  28,  1 :00  p.m.  - 5:00  p.m. 

□ MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY  — This  course  will  focus  on  the  practical  aspect  of  new  developments  in  dermatology. 
Participants  should  gain  information  of  specific  benefit  in  the  treatment  of  dermatologic  problems  which  they  would  encounter  in  a 
general  medical  practice.  Saturday,  April  28,  9:00  a.m.  - 12:00  noon. 

□ NEBRASKA  SECTION,  AMERICAN  COLLEGE  OF  OBSTETRICIANS  & GYNECOLOGISTS  - Annual  Business  Meeting.  Saturday,  April 
28,  10:00  a.m.  - 1:00  p.m. 

□ NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY  — This  course  is  designed  to  present  a brief  summary  of  neuro-ophthalmologic 
abnormalities  as  they  relate  to  the  pupil.  Saturday,  April  28,  12:00  noon  - 5:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  SURGEONS  — 'Open  forum,  short  paper  presentations.  Saturday,  April  28,  10:00  a.m  - 
5:00  p.m. 

NEBRASKA  MEDICAL  ASSOCIATION  PHYSICIAN  ADVOCACY  COMMITTEE  — A workshop  for  physicians  and  their  spouses  developing 
insight  and  coping  skills  to  aid  physicians  in  understanding  and  adjusting  to  the  stresses  of  medical  practice.  Sunday,  April  29,  1 :00  p.m.  - 
4:00  p.m. 

Cl  SPORTS  MEDICINE  PROGRAM  — Speakers  representing  the  Sports  Medicine  Division  of  the  United  States  Olympic  Committee  will 
discuss  the  development  of  amateur  athletes  and  physiology  of  sports  medicine.  Monday,  April  30,  9:00  a.m.  -11:00  a.m. 

□ OTHER  PROGRAMS: 

NEBRASKA  CHAPTER.  AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  - Friday,  April  27,  2:00  p.m.  - 5:00  p.m. 

NEBRASKA  ACADEMY  OF  OTOLARYNGOLOGY  — Saturday,  April  28,  10:00  a.m.  - 2:00  p.m. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS  & THE  NEBRASKA  PEDIATRIC  SOCIETY  - Saturday,  April  28,  9:00  a.m. 

- 5:00  p.m. 

NEBRASKA  THORACIC  SOCIETY  — Saturday,  April  28,  9:00  a.m.  - 2:00  p.m. 

NEBRASKA  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE  SURGEONS  — Business  Meeting.  Saturday,  April  28,  1 2:00  noon  - 2:00  p.m. 

ALL  SESSIONS  WILL  BE  AT  THE  OMAHA  MARRIOTT 

Specific  room  locations  for  all  sessions  will  be  announced  in  program  and  registration  materials  which  you  will  receive  in  your  mail  the  first 
week  in  April. 
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AIR  FORCE  MEDICINE  — AN  ATTRACTIVE  ALTERNATIVE  TO  PRIVATE  PRACTICE 


m 


immm 

A great  way  of  life 


Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  special- 
ty? Are  supply  and  equipment  problems  getting  you  down? 

Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others.  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities 


You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize 

These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice.  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we'll  answer  all  of  your  questions  without 
obligation 
Contact 

Capt.  Cordell  Bullis 
402/221-4319  Call  Collect 

= J 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


P.O.  Box  83108.  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


Washington otes 

(Continued  from  page  7 A) 

In  the  Senate,  Bentsen  persuaded  the 
Finance  Committee  to  include  a modest  two- 
year  maternal  health  provision  in  the  com- 
mittee’s health  plan  for  the  unemployed. 
Estimated  to  cost  $10  million  a year  and 
scaled  down  from  another  Bentsen  proposal, 
the  Finance  provision  would  require  state 
Medicaid  plans  to  cover  pregnant  women  who 
would  otherwise  be  eligible  as  soon  as  their 
child  is  born.  In  addition.  Sen.  Cranston  is 
pushing  for  Senate  approval  of  legislation 
similar  to  Waxman’s  CHAP  proposal. 

On  another  front,  the  House  has  already  ap- 
proved a provision  that  would  increase  funding 
for  the  maternal  and  child  health  block  grant 
by  $110  million  bringing  the  authorization  to 
$483  million  in  fiscal  1984.  The  provision  is 
attached  to  the  House-enacted  Health  Insur- 
ance for  the  Llnemployed  bill,  however,  which 
is  stalled  in  the  Senate  and  may  never  be 
enacted. 


(Continued  on  page  12A) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza.  Ste.  216.  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter.  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St..  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St..  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  MI).,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  St.,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D. 

201  Ridge  St.,  #311,  Council  Bluff,  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg..  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D..  President 
Bryan  Memorial  Hospital,  4848  Sumner.  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Martin  R Lohff,  M.D  . President 
Methodist  Hospital,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M I).,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 

Nebraska  Chapter  — American  Academy  of  Physician  Assistants 

Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr.,  Bellevue  68005 

Nebraska  Chapter  — American  College  of  Pediatrics 

Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  C hapter  — American  College  of  Physicians 

Bowen  PL  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith.  M.D  , President 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

I).  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Hennernan,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St.,  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  PhD.,  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K Kentsmith,  M.D  , President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President.  N.P  H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A Haggstrom,  M.D  , President 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M D , President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M I)  , President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D.,  President 

120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes.  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D  , Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  I).  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C Arps 

709  No.  116th  St..  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D..  F.A.C.S.,  President 
2115  No.  Kansas.  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibcl.  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep 
P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave  , Omaha  68105 
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You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  your  family, 

Jtytl 

we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 

We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  you  are. 

\ We  make  the  intelligent  match. 

/ 1 OFFICE  OF  RURAL  HEALTH 

L / UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 

\ Grand  Forks,  NO  58201  (701)  777-3848 

Contact:  Mary  Halan  Palton,  Ph.D. 
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Sens.  Bentsen,  Bumpers,  and  Cranston  have 
introduced  a similar  provision  in  the  Senate 
which  could  be  asked  to  vote  on  the  measure  as 
part  of  a budget  reconciliation  measure. 

Supporters  of  the  proposals  claim  that 
failure  to  enact  them  will  cost  federal  and  state 
governments  millions  of  dollars  a year,  prim- 
arily in  treatment  of  underweight  babies  who, 
by  some  estimates,  are  more  than  twice  as 
likely  to  be  born  to  mothers  who  don't  receive 
prenatal  care  as  to  mothers  who  do. 

About  one  in  20,  or  185,000,  women  in  the 
U.S.  receive  no  prenatal  care  until  the  last 
trimester  of  care,  according  to  the  National 
Center  for  Health  Statistics,  and  among  black 
and  hispanic  women,  about  one  in  10  forego 
care  until  the  last  three  months  of  pregnancy. 
Many  (at  least  25%  in  one  New  York  study) 
have  sought  the  care  but  been  turned  away 
when  they  are  unable  to  pay  for  it. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 

American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1 101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Dwaine  J.  Peetz,  M.D.,  Neligh 

Herbert  E.  Reese,  M.D.,  Lincoln 

Orin  R.  Hayes,  M.D.,  Lincoln 

Kenneth  E.  Neff,  Lincoln 

William  L.  Schellpeper 


President 

President-Elect 

Secretary-Treasurer 

Executive  Director 

Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman.M.D.,  Omaha. 


BOARD  OF  DIRECTORS 


Dwaine  J.  Peetz,  M.D.,  Chairman Neligh 

Herbert  E.  Reese,  M.D.,  Vice. Chairman Lincoln 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Allan  C.  Landers,  M.D Scottsbluff 

Donald  J.  Pavelka,  M.D Omaha 

Russell  L.  Gorthey,  M.D Lincoln 

Hiram  R.  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D Fairbury 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  W.  Lempka,  M.D Omaha 

James  E.  Ramsay,  M.D Atkinson 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  G.  Bosley,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

Cecilia  Wilch,  M.D Norfolk 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

Charles  W.  Landgraf,  Jr.,  M.D Omaha 

William  B.  Long,  M.D Omaha 

Y.  Scott  Moore.  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Richard  M.  Tempero,  M.D.,  Chairman Omaha 

Mark  A.  Christensen,  M.D Omaha 

Michael  Breiner,  M.D Lincoln 

Dale  W.  Ebers,  M.D Lincoln 

Richard  A.  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  Tollefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Robert  Shapiro,  M.D.,  Co-Chairman Lincoln 

Craig  L.  Urbauer,  M.D.,  Co-Chairman Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Charles  W.  Landgraf,  Jr.,  M.D Omaha 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chairman Lexington 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Rodney  Basler,  M.D Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace.  M.D Gordon 
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AMA  Spearheads  Freeze  Opposition 

Anticipating  renewed  attempts  to  freeze 
Medicare  payments  to  physicians  and  require 
assignment  of  ail  Medicare  claims,  the  AMA 
called  on  physicians  to  notify  Congress  of  their 
opposition  to  such  plans. 

AMA  thus  resumed  in  January  a campaign 
that  was  deferred  when  Congress  adjourned  in 
November  without  acting  on  several  proposals. 

Nearly  certain  to  be  resurrected  early  in 
Congress,  the  various  proposals  are  driven  by 
a projected  $200  billion  federal  deficit  and  an 
impending  financial  disaster  in  Medicare. 
They  are  attached  to  three  major  vehicles:  the 
President’s  fiscal  1985  budget  proposal;  ef- 
forts to  reconcile  projected  1984  spending 
with  Congressional  budget  targets;  and  a 
budget  deficit  reduction  plan  being  pursued  in 
the  Senate  Finance  Committee. 

In  fighting  the  proposed  changes  in  Medi- 
care treatment  of  fees,  the  AMA  and  other 
physician  groups  concentrated  on  the  man- 
datory assignment  provisions  which  they  re- 
garded as  major  philosophical  and  contractual 
changes  in  Medicare. 

The  January  letter  to  AMA  members  credits 
assistance  from  individual  physicians  as  key  in 
successful  efforts  to  stop  the  enactment  of 
mandatory  assignment  provisions  last  year.  It 
observed  that  such  proposals  “could  reduce 
the  number  of  physicians  in  the  Medicare 
program,  and  urged  physicians  to  write  their 
Congressmen  of  their  opposition  to  proposals: 
“that  would  take  away  or  limit  your  freedom  to 
choose  assignment  on  a case-by-case  basis; 
that  would  unfairly  reduce  compensation  for 
your  services;  and  that  would  limit  the  freedom 
of  choice  of  Medicare  patients.” 

More  Baby  Doe 

Federal  regulations  were  issued  in  January, 
but  the  “Baby  Doe”  controversy  shows  no 
signs  of  quieting. 

The  new  regulations  offer  changes  of  style, 
not  substance.  Although  the  new  rule  says  that 
hospital  review  boards  can  act  as  mediators  in 
disputes  over  care,  it  retains  the  government’s 

(Continued  on  page  84) 
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BRIEF  SUMMARY 

PROCARDIA  (nifedipine  i CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina , provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
n patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl.  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setfmg  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure , care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  (Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45°°  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

A Realistic  Perspective  of 
Cancer  Chemotherapy 


THERE  has  been  much  written  in 
the  medical  and  lay  literature 
about  the  advances  of  cancer 
research,  diagnosis,  and  treatment.  Indeed,  the 
survival  of  some  patients  with  cancer  has 
improved  dramatically  in  the  last  decade  due 
to  earlier  detection,  better  post-operative  care, 
improved  radiotherapeutic  techniques,  and 
innovative  approaches  to  the  use  of  chemo- 
therapy. Hodgkin’s  disease,  testicular  cancer, 
and  acute  leukemias  are  among  the  cancers 
now  curable  with  chemotherapy  alone.  Un- 
fortunately, the  malignancies  curable  with 
chemotherapy  comprise  only  a small  number 
of  the  estimated  6,000  Nebraskans  destined  to 
develop  cancer  in  1984. 1 

Despite  numerous  investigative  efforts  and 
more  than  a decade  of  intensive  research,  the 
natural  history  of  most  solid  tumors  remains 
essentially  unchanged.  There  has  been  pro- 
longation of  life  in  patients  with  small-cell  lung 
cancer,  but  still  less  than  10%  of  patients 
achieve  long-term  survival.  The  use  of  ad- 
juvant chemotherapy  for  breast  cancer  has 
produced  only  minimal  gains  prompting  a thrust 
toward  greater  biologic  understanding.  Nearly 
40%  of  all  cancer  deaths  this  year  in  Nebraska 
will  be  from  advanced  lung  or  colorectal  cancer 
and  the  precise  role  of  chemotherapy  in  these 
neoplasms  remains  undefined.  Given  these 
facts,  chemotherapy  should  not  indiscriminately 
be  prescribed  on  the  pretense  of  improved 
survival  or  cure.  Currently  the  major  goal  of 
chemotherapy  in  the  majority  of  advanced 
solid  tumors  is  to  alleviate  symptoms,  which  is 
a benefit  achieved  in  less  than  half  of  all 
treated  patients. 

The  discriminating  oncologist  should  always 
weigh  the  benefits  of  treatment  versus  toxicity, 
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and  know  when  not  to  administer  chemo- 
therapy for  fear  of  making  the  treatment  worse 
than  the  disease.  Judicious  use  of  analgesics  in 
adequate  amounts,  oxygen,  diuretics,  nutri- 
tional support,  and  other  symptomatic 
measures  are  often  more  appropriate  and 
acceptable  to  patients  and  their  families  than 
cytotoxic  chemotherapy.  Discussing  the  clinical 
situation,  prognosis,  and  available  options  in 
an  honest  and  empathetic  manner  is  an 
integral  part  of  treatment.  The  patient  and 
family  are  encouraged  to  express  their  fears 
and  make  informed  choices.  Often,  providing 
comfort  and  symptomatic  care  in  the  home  is 
the  most  acceptable  alternative  for  all.  Hope- 
lessness fades  when  the  patient  and  family  feel 
they  still  have  some  control  over  their  lives, 
and  when  they  realize  the  symptomatic  cancer 
care  does  not  mean  abandonment. 

Clinical  research  has  made  and  will  continue 
to  make  progress  in  the  treatment  of  cancer. 
Only  by  selecting  and  enrolling  patients  who 
are  candidates  for  thoughtful,  well-designed 
clinical  trials,  after  an  informed  discussion 
between  the  patient  and  oncologist,  can  these 
advances  continue  to  occur. 


Reference 

1.  Cancer  Facts  and  Figures,  American  Cancer  Society; 
1983. 


March  1984  Nebraska  Medical  Journal  59 


ORIGINAL  ARTICLES 


Acquired  Demyelinative  Polyneuropathy: 
Diagnosis  and  Treatment  with  Special 
Reference  to  Immunosuppressive  Therapy 


Demyelinative  neuropathy 

can  be  either  inherited  or  ac- 
quired. The  histopathologic 
hallmark  of  the  acquired  forms  is  infiltration  of 
the  myelin  sheaths  of  peripheral  nerves  with 
inflammatory,  immunologically  active  cells 
(inflammatory  demyelinative  polyneuropathy- 
IDP).  Its  acute  form  (AIDP-Guillain-Barre 
syndrome)  usually  does  not  present  diagnostic 
difficulty.  The  chronic  form  (CIDP)  is  less  well 
known  and  represents  about  40%  of  all  cases 
of  acquired  polyneuropathies  in  adults.1  This 
group  of  patients  includes  those  whose  “com- 
plete” work-up  did  not  result  in  a specific 
diagnosis,2,3  unfortunately  a frequent  situation. 

Immunosuppressive  treatment,  in  the  form 
of  a corticosteroids,  cytotoxic  drugs  and  more 
recently  plasma  exchange  have  been  used  with 
variable  success.  To  use  these  potentially 
harmful  treatments  appropriately,  diagnosis 
has  to  be  as  specific  as  possible.  Three 
representative  patients  with  demyelinative 
polyneyropathy  recently  treated  are  present- 
ed, and  the  present  knowledge  regarding 
diagnosis  and  treatment  are  reviewed. 

Case  1:  This  28  year-old  woman  suddenly 
developed  numbness  and  tingling  in  her  hands, 
face  and  tongue.  Leg  weakness  occurred  the 
same  day  and  within  three  days,  she  was 
unable  to  walk.  Progressive  deterioration 
resulted  in  difficulty  handling  secretions, 
inability  to  swallow,  and  shortness  of  breath. 
She  was  treated  with  intermittent  nasal  oxygen 
during  the  second  week  of  her  illness.  Four 
weeks  after  onset  she  was  bedridden  with 
essentially  no  muscle  power  in  the  lower 
extremities.  There  was  1-2/5  strength  in 
shoulder  girdle  muscles  and  3/5  strength  in 
bad  muscles.  Bilateral  peripheral  facial  nerve 
palsies  were  present.  Speech  was  nasal  and 
dysarthric.  There  was  areflexia  and  distal 
sensation  was  markedly  impaired.  Tenderness 
of  nerve  trunks  to  palpation  was  a prominent 
feature. 

Laboratory  examinations:  Blood  gases  were 
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normal;  values  of  mechanical  respiratory  para- 
meters were  in  the  40th  percentile  range. 
Cerebrospinal  fluid  (CSF)  protein  was  441 
mg/dl,  oligoclonal  banding  was  present  and  the 
albumin/gamma  globulin  ration  was  abnor- 
mally elevated.  Motor  nerve  conduction  velo- 
cities were  slowed  and  the  distal  latencies 
markedly  prolonged. 

The  patient  was  started  on  Prednisone  80 
mg  per  day  and  Azathioprine  50  mg  tid.  Three 
days  later  plasma  exchange  was  begun  with 
three  sessions  at  two  day  intervals  and  the 
fourth  session  one  week  later.  During  each 
session  about  65%  of  the  calculated  plasma 
volume  was  exchanged  with  a total  of  5.4  liters. 
The  day  after  the  first  plasma  exchange,  vital 
capacity  increased  from  1.6  to  2.4  liters, 
paresthesiae  were  less  severe,  and  she  could 
move  her  hip  muscles.  Eight  days  after  the 
first  plasma  exchange,  she  could  swallow 
almost  normally,  there  was  considerable  im- 
provement in  shoulder  girdle  muscle  strength, 
and  she  was  able  to  flex  her  hips. 

Comment:  This  is  a case  of  typical  AIDP 
with  presumable  monophasic  course.  Plasma 
exchange  was  initiated  because  of  impending 
respiratory  failure.  Objective  improvement  of 
respiratory  function  followed  the  first  plasma 
exchange,  suggesting  a positive  impact  of  this 
treatment  modality.  Plasma  exchange  was 
started,  however,  four  weeks  after  onset  of 
symptoms  at  which  time  period  over  90%  of 
patients  with  AIDP  reach  the  nadir  of  their 
disease  process  and  begin  to  improve  spon- 
taneously.4 
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Case  2:  Following  an  acute  upper  respira- 
tory infection,  this  20  year-old  man  developed 
tingling  numbness  in  his  toes  in  September, 
1982.  Numbness  spread  to  his  hands  and  three 
days  later,  progressive  leg  weakness  develop- 
ed. Examination  one  week  after  onset  revealed 
normal  cranial  nerve  function,  generalized 
muscle  weakness  (proximal  greater  than  distal, 
areflexia  and  decreased  distal  sensation).  CSF 
protein  was  260  mg/dl,  with  14  mononuclear 
cells.  Electrophysiologic  studies  revealed  fea- 
tures of  an  acquired  demyelinating  type 
polyneuropathy. 

Two  weeks  after  onset,  he  started  to 
improve  and  was  almost  completely  back  to 
normal  when  he  developed  another  respiratory 
infection  during  November,  1982,  with  recur- 
rent muscle  weakness.  Prednisone  in  a dosage 
of  80  mg  per  day  was  begun,  but  weakness 
progressed  and  within  two  weeks,  he  was 
quadriplegic  and  respiratory  function  com- 
promised. Azathioprine  was  started  50  mg  tid 
(3  mg/kg).  On  day  17  of  Prednisone  and  day 
four  of  Azathioprine  therapy  he  developed 
respiratory  failure  and  had  to  be  intubated. 
Plasma  exchange  was  started.  After  the  first 
exchange  of  1,600  cc  of  plasma  (66%  of 
calculated  volume),  he  felt  stronger  and  vital 
capacity  had  improved  from  500  cc  to  1,300  cc. 
A second  exchange  of  1,600  cc  two  days  later 
led  to  further  improvement  and  the  patient 
was  extubated  and  discharged  from  the  ICU  on 
the  same  day.  Prednisone  and  Azathioprine 
therapy  was  continued.  Recovery  progressed 
steadily  and  when  last  seen  in  March  of  1983, 
he  was  able  to  walk  several  blocks  without  a 
cane.  Presently,  Prednisone  is  being  tapered 
by  10  mg  per  week  and  Azathioprine  is 
maintained  at  50  mg  tid. 

Comment:  This  patient  represents  the  re- 
lapsing form  of  CIDP.  There  is  no  doubt  that 
plasma  exchange  caused  immediate  improve- 
ment resulting  in  extubation  and  discharge 
from  the  ICU.  Although  plasma  exchange  is 
expensive,  it  proved  cost  effective  in  this 
situation. 

Case  3:  This  57  year-old  woman  with 
diabetes  mellitus,  type  II,  started  to  have 
numbness  and  weakness  in  her  right  foot. 
During  the  next  four  months  this  developed 
into  severe  weakness  of  both  legs,  generalized 
arm  weakness,  loss  of  position  sense  in  both 
feet,  and  a right  facial  nerve  palsy.  Biceps 


reflexes  were  preserved  but  other  reflexes 
were  absent.  Position  sense  and  vibratory 
sensation  were  absent  in  the  right  foot  and 
markedly  decreased  in  the  left  leg.  There  was 
distal  loss  of  sensation  to  pin  and  touch  in  a 
stocking-glove  distribution. 

Laboratory  examination:  Serum  glucose  was 
elevated.  CSF  protein  was  57  mg/dl.  The 
following  laboratory  tests  were  normal:  chem- 
istry, ANA,  RA-factor,  serum  protein,  electro- 
phoresis, serum  immunoglobulins,  urinalysis, 
pulmonary  function  studies  and  heavy  metal 
screening.  Nerve  conduction  studies  revealed 
mild  slowing  with  normal  distal  latencies  and 
marked  multifocal  nerve  conduction  block. 

The  patient’s  weakness  progressed  and  five 
months  after  onset  of  symptoms,  she  was 
bedridden.  Prednisone  was  started  at  80  mg 
per  day.  Within  one  week  she  was  able  to  use 
the  bedside  commode.  After  six  weeks  she  was 
able  to  ambulate  in  her  home  with  a walker. 
After  nine  weeks  of  Prednisone  80  mg  daily, 
she  was  able  to  walk  with  a cane  and  manage 
stairs.  Repeat  electrophysiologic  studies  re- 
vealed resolution  of  the  previously  demon- 
strated conduction  block.  Prednisone  was 
tapered  by  10  mg  per  week.  After  15  weeks  she 
was  able  to  do  all  her  housework  and  only  in 
the  evening  when  tired,  did  she  occasionally 
use  a cane.  Diabetes  control  was  only  a 
problem  when  alternate  day  doses  of  Predni- 
sone reached  a level  of  80/20  mg.  Since  using  a 
daily  dose  schedule,  diabetes  control  has  not 
been  difficult. 

Comment:  Because  of  the  clinical  course 
and  the  electrodiagnostic  features,  we  are 
confident  that  this  represents  the  chronic 
progressive  form  of  CIDP,  and  that  the 
neuropathy  was  not  caused  by  diabetes  melli- 
tus. We  were  reluctant  to  use  Prednisone 
because  of  possible  complications  in  this 
diabetic  patient,  but  her  progressive  weakness 
left  no  choice. 

Discussion: 

1.)  The  “clinical  problem”: 

The  acquired  forms  of  demyelinative  poly- 
neuropathy have  the  following  features  in 
common:  ascending  motor  weakness  and  vari- 
able amount  of  sensory  symptoms,  profound 
slowing  of  motor  nerve  conduction  velocities, 
elevated  cerebrospinal  fluid  protein  and  fea- 
tures of  demyelination  on  nerve  biopsy34.  By 
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its  clinical  presentation  and  course,  various 
forms  can  be  distinguished:  an  acute  form 
(AIDP-Guillain-Barre  syndrome)  or  a chronic 
form  (CIDP).  The  chronic  form  can  be 
subdivided  into  cases  with  progressive  symp- 
toms or  the  disease  course  is  characterized  by 
relapses  and  remissions.  Various  synonyms 
have  been  used  to  describe  cases  with  CIDP; 
these  include:  chronic  inflammatory  polyradi- 
cular  neuropathy,  chronic  relapsing  polyneuro- 
pathy or  polyneuritis,  chronic  relapsing  corti- 
costeroid dependent  neuritis. 

AIDP  has  an  incidence  of  about  2 per 
100,000  population.  About  5%  of  patients 
experience  relapses,  20%  require  assisted 
ventilation,  and  5%  die  of  complications. 
Twenty  percent  are  left  with  considerable 
long-term  disability.5  AIDP  frequently  follows 
nonspecific  viral  infections,  trauma,  major 
surgery  and  vaccinations,  but  is  not  associated 
with  other  systemic  illnesses.  In  contrast  to 
AIDP  the  following  immunologic  abnormalities 
have  occurred  in  CIDP,  for  which  the  patients 
need  to  be  screened:  monoclonal  gammo- 
pathies,  (solitary  plasmocytoma,  paraprotein- 
emia), polyclonal  gammopathy,  multiple  mye- 
loma, macroglobulinemia,  cryoglobulinemia, 
amyloidosis  and  Hodgkins  lymphoma. 

A diagnosis  of  AIDP  is  generally  not  difficult 
when  the  following  criteria  are  present:4 
progressive  motor  weakness  of  limb  muscles, 
universal  areflexia,  mild  sensory  symptoms 
and  signs,  and  elevated  CSF  protein  with  a 
CSF  cell  count  less  than  10  mononuclear  cells. 
Likewise,  the  diagnosis  is  not  a problem  in 
patients  with  acute  relapses.  The  diagnosis  of 
the  progressive  form  of  CIDP  is  more  elusive, 
since  this  requires  detailed  electrophysiologic 
studies  and  in  some  cases  nerve  biopsy  may  be 
necessary.2'4 

2.)  Immunological  aspects:5'6 

In  inflammatory  demyelinating  polyneuro- 
pathy, inflammatory  cells  invade  the  myelin 
sheaths  of  peripheral  nerves,  with  resultant 
myelin  damage.  In  severe  cases  damage  to  the 
nerve  axons  occurs.  Some  patients  have 
monoclonal  IgG  production  in  the  CSF;  com- 
plement deposits  in  peripheral  nerves  have 
been  demonstrated.  Evidence  for  the  presence 
of  both  cell  mediated  immunity  and  humeral 
factors  has  been  presented,  but  the  relative 
contribution  of  each  of  these  two  mechanisms 
is  unknown.  In  patients  with  CIDP  antiobodies 


to  rat  and  human  sciatic  nerve  components 
have  been  demonstrated  in  recent  studies.7  It 
is  likely  that  the  disease  and  disordered 
immunologic  response  is  triggered  by  a viral 
infection,  vaccination  or  tissue  damage. 

The  course  of  immunologic  abnormalities  is 
different  in  the  acute  compared  to  the  chronic 
form,  and  this  fact  is  responsible  for  the 
different  clinical  course.  Simply  stated,  rapid 
production  of  autoantibodies  to  peripheral 
nerve  occurs  in  AIDP,  which  is  then  shut  off  by 
the  bodies  own  immune  mechanism.  In  CIDP 
autoantibody  production  is  continuous. 

3.)  Immunosuppressive  treatment: 
a).  AIDP:  No  drug  has  been  found  of  proven 
value.  Prednisone  was  in  vogue  for  many 
years.  In  a controlled  British  study  pa- 
tients on  Prednisone  faired  worse  than 
control  patients.8  9 Since  the  initial  suc- 
cessful use  of  plasma  exchange  in 
AIDP,10there  have  been  several  isolated 
reports,10,  11  and  one  series  of  ten 
patients  from  France.12  Sixteen  patients 
were  presented  by  four  different  groups 
of  investigators  at  the  meeting  of  the 
American  Academy  of  Neurology  in 
1980. 11  Of  these  16,  12  improved  and 
4 did  not.  Controversy  about  the  ef- 
fectiveness of  plasma  exchange  triggered 
a multicenter  study  in  the  U.S.  and 
Canada,  into  which  250  patients  will  be 
entered.13  It  is  generally  agreed,  how- 
ever, that  plasma  exchange  is  not  a 
benign  procedure  in  patients  with  AIDP, 
since  many  of  these  ill  patients  experi- 
ence instability  of  the  autonomic  nervous 
system,  which  may  become  life  threa- 
tening because  of  intravascular  volume 
changes  during  the  plasma  exchange 
procedure. 

b.)  CIDP:  Austin14  presented  a patient  who 
responded  well  to  corticosteroid  treat- 
ment and  relapsed  each  time  the  med- 
ication was  reduced  below  a certain  level. 
Subsequently,  patients  with  the  relaps- 
ing form  of  CIDP  were  usually  found  to 
respond  well  to  immunosuppressive 
treatment.  Patients  with  chronic 
progressive  course  respond  less  favor- 
ably, but  Dyck  et.  al.15,  16  showed  that 
the  patients  with  steroids  fared  better 
than  with  no  treatment.  Azathioprine  has 
also  been  used  successfully.17  In  more 
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refractory  cases  the  combination  of 
corticosteroids  and  Azathioprine  or 
“triple”  therapy  (corticosteroids  plus 
Azathioprine  plus  cyclophoshamide),18 
with  and  without  plasma  exchange6  71819 
may  be  necessary. 

Conclusions: 

Most  patients  with  demyelinative  poly- 
neuropathy can  be  classified  according  to 
clinical  course,  laboratory  findings  and  electro- 
physiologic  studies.  Specific  abnormalities  on 
nerve  conduction  studies  include  slowing  and 
blocking  of  nerve  conduction  and  these  are  the 
most  important  clues  in  the  differentiation  of 
demyelinative  neuropathy  from  other  causes  of 
polyneuropathy.2  In  the  occasional  patient,  in 
whom  the  diagnosis  is  suspected  but  clinical 
and  laboratory  findings  are  atypical,  sural 
nerve  biopsy  may  help  confirm  the  diagnosis. 
Nerve  biopsy,  however,  should  only  be  performed 
if  the  physician  has  access  to  a center  where 
quantative  electromicroscopic  studies  on  the 
nerve  tissue  can  be  done  and  interpreted. 
Furthermore,  sural  nerve  biopsy  is  not  neces- 
sarily a “benign”  procedure,  since  many 
patients  are  left  with  unpleasant  dysesthesia 
lasting  for  months  or  years. 

Treatment  of  AIDP  consists  of  good  nursing 
and  respiratory  care,  physical  therapy  and 
management  of  problems  which  arise  from 
possible  involvement  of  the  autonomic  nervous 
system,  such  as  fluctuating  blood  pressures 
and  tachycardia.  No  drugs  have  proven  effec- 
tive. It  is  tempting  to  use  plasma  exchange  in 
patients  with  AIDP,  with  the  idea  of  avoiding 
the  respirator  stage,  to  shorten  the  time  to 
recovery,  and  improve  the  ultimate  prognosis. 
The  value  of  plasma  exchange,  however,  is 
unclear  at  this  time.  Using  present  day 
techniques,  plasma  exchange  has  become  a 
safe  procedure.  In  patients  with  AIDP,  how- 
ever, autonomic  nervous  system  involvement  is 
common;  in  those  patients,  intravascular  vol- 
ume changes  during  the  exchange  procedure 
may  cause  life-threatening  exacerbation  of 
autonomic  instability. 

The  positive  impact  of  immunosuppressive 
treatment  in  CIDP  has  been  proven.  Initial 
treatment  should  consist  of  corticosteroids 
alone  or  in  combination  with  cytotoxic  drugs. 
Plasma  exchange  removes  humoral  antibodies 
from  the  “system”  but  probably  has  no  longer- 
term  effect  on  the  disordered  immune  system. 


Plasma  exchange  should  be  used  under  the 
following  circumstances:  1.)  When  all  the 
described  drug  combinations  have  failed,  2.) 
Severe  drug  side  effects  are  present,  and  3.) 
Fast  improvement  is  necessary  in  a bedfast, 
respirator  dependent  patient  until  pharmaco- 
therapy takes  effect. 
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BONE  marrow  transplantation 
involves  the  use  of  bone  marrow 
infused  intravenously  to: 
1)  rescue  a patient  from  otherwise  lethal  bone 
marrow  toxicity  from  high  dose  chemotherapy 
and  radiotherapy  administered  for  malignant 
disease  or  2)  to  replace  a defective  marrow 
with  a normal  one  (e.g.  as  in  aplastic  anemia  or 
sickle  cell  anemia).  Thus,  bone  marrow  trans- 
plantation can  be  used  to  treat  bone  marrow 
diseases,  but  can  also  be  used  as  a method  to 
allow  extraordinary  doses  of  cytotoxic  therapy 
in  the  treatment  of  malignancies  of  other 
organs. 

Marrow  transplantation  in  humans  can 
generally  be  classified  in  one  of  three  broad 
categories  (Table  1).  Allogeneic  marrow  trans- 
plantation involves  the  use  of  marrow  from  an 
HLA  matched  but  not  genetically  identical 
person.  For  practical  purposes,  this  means  that 
the  donor  is  almost  always  a brother  or  sister. 
Syngeneic  marrow  transplantation  involves  the 
use  of  an  identical  twin  as  a donor.  Autologous 
marrow  transplantation  involves  the  use  of  the 
patient’s  own  marrow  that  has  been  previously 
stored.  Autologous  marrow  transplantation 
requires  that  the  marrow  not  be  involved  by 
the  disease  process  in  question,  or  that  the 
marrow  can  be  “treated”  outside  the  body  to 
eliminate  the  unwanted  cells. 

Table  1. 

TYPES  OF  HUMAN  MARROW 
TRANSPLANTATION 
Allogeneic 
Syngeneic 
Autologous 

The  actual  performance  of  a bone  marrow 
transplant  involves  the  successful  completion 
of  five  basic  steps  (Table  2).  The  first  step  in 
the  process  is  the  identification  of  a patient 
whose  outlook  is  so  dismal  that  undertaking  a 
treatment  as  dangerous  and  expensive  as 
marrow  transplantation  is  a reasonable  option. 
The  exact  indications  for  marrow  transplanta- 
tion, and  which  patients  are  most  likely  to 
benefit,  are  generally  points  for  debate.  Most 
marrow  transplants  have  been  performed  for 
patients  with  acute  leukemia.  However,  the 
results  of  chemotherapy  in  acute  leukemia 
have  been  steadily  improving,  and  today 


almost  all  patients  have  some  chance  to  be 
cured  with  more  traditional  chemotherapy. 
Marrow  transplantation  is  certainly  the  treat- 
ment of  choice  in  a patient  of  appropriate  age 
(i.e.  less  than  40  years),  who  has  an  HLA 
identical  donor,  when  it  becomes  apparent  that 
cure  cannot  be  achieved  with  traditional 
chemotherapy.  For  practical  purposes,  this 
means  patients  with  acute  lymphoblastic  leu- 
kemia in  second  remission,  and  patients  with 
acute  nonlymphoblastic  leukemia  after  relapse 
on  therapy.  Whether  or  not  it  is  possible  to 
identify  patients  earlier  in  the  course  of  their 
disease  (i.e.  in  first  complete  remission),  who 
have  such  a bad  outlook  that  they  should 
undergo  marrow  transplantation,  is  a point  for 
considerable  debate.  Patients  with  chronic 
granulocytic  leukemia  can  essentially  never  be 
cured  with  standard  therapy.  These  patients 
should  be  offered  marrow  transplantation 
early  in  the  course  of  their  disease,  if  a donor  is 
available  and  the  patient  is  of  an  appropriate 
age. 

Table  2. 

FIVE  STEPS  NECESSARY  FOR  BONE 
MARROW  TRANSPLANTATION 

1.  Identify  a patient  with  an  otherwise  fatal  marrow 
disease  or  other  malignancy 

2.  Identify  a donor 

3.  Use  chemotherapy  and/or  radiotherapy  to  ensure 
engraftment  of  the  new  marrow  and  elimination  of 
any  malignancy. 

4.  Transfer  the  marrow 

5.  Manage  any  complications 

Marrow  transplantation  has  been  utilized  in 
the  treatment  of  a number  of  intrinsic  bone 
marrow  diseases.  The  most  frequent  of  these 
has  been  aplastic  anemia.  Unfortunately,  mar- 
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row  transplantation  has  been  found  to  have  a 
cure  rate  of  only  approximately  40-50%.  This 
is  a lower  survival  rate  than  has  been  reported 
with  the  use  of  antithymocyte  globulin  (i.e. 
ATG).  A number  of  controlled  clinical  trials 
have  demonstrated  superior  survival  with  ATG 
than  with  marrow  transplantation.  Again, 
whether  marrow  transplantation  should  be 
considered  as  the  treatment  of  choice  for  any 
patients  with  aplastic  anemia,  except  those 
with  identical  twins,  is  a point  for  debate. 
Marrow  transplantation  has  been  used  to  treat 
a number  of  other  red  cell  and  white  cell 
disorders  in  the  pediatric  age  group  (e.g. 
thalassemia,  severe  combined  immunodefici- 
ency). In  any  lethal  disease  in  children  where 
the  disease  process  is  intrinsic  to  the  bone 
marrow  or  immune  system,  marrow  trans- 
plantation should  be  considered. 

Finally,  because  marrow  transplantation 
offers  the  opportunity  to  give  otherwise  lethal 
doses  of  cytotoxic  chemotherapy  and  radio- 
therapy, it  has  potential  value  in  the  treatment 
of  other  malignant  diseases.  When  a malig- 
nancy does  not  involve  the  patient’s  bone 
marrow,  the  marrow  can  be  stored  and  then 
reinfused  following  chemotherapy  and  total 
body  radiotherapy.  For  this  treatment  to  be 
reasonable,  the  disease  in  process  must  show  a 
dose-response  effect  to  increasing  doses  of 
chemo-radiotherapy  (i.e.  more  treatment  must 
kill  more  cancer),  the  treatment  must  be 
tolerated  by  organs  other  than  the  bone 
marrow,  and  the  bone  marrow  must  be  able  to 
be  stored  and  reinfused  without  causing 
irreparable  damage  to  the  marrow  stem  cells. 
In  some  patients  with  lymphomas  and  in  a few 
other  disorders  (e.g.  testicular  carcinoma, 
sarcomas,  melanoma),  these  criteria  can  be 
met  and  autologous  marrow  transplantation 
offers  a chance  for  cure  in  an  otherwise 
certainly  fatal  situation. 

The  identification  of  a marrow  donor  in 
autologous  marrow  transplantation  requires 
simply  that  a patient  have  bone  marrow  that  is 
not  contaminated  by  the  disease  being  treated. 
In  allogeneic  transplantation,  however,  the 
process  is  much  more  difficult.  HLA  typing  is  a 
complex  laboratory  procedure  where  the  sur- 
face antigens  involved  in  self  recognition  are 
identified.  Because  of  the  very  large  number  of 
HLA  types  possible,  the  only  place  that 
matches  are  likely  to  be  found  are  in  genetical- 


ly similar  individuals  (i.e.  brothers  and  sisters). 
There  is  a one  in  four  chance  of  any  particular 
pair  of  siblings  being  HLA  identical.  With 
increasing  numbers  of  siblings  the  chances  of  a 
match  increases,  but  never  becomes  100%.  I 
have  seen  one  patient  with  eleven  siblings  who 
did  not  have  a match.  Because  of  the  average 
family  size  in  America,  approximately  35-40% 
of  people  in  this  country  have  an  HLA 
matched  sibling.  This  fact  alone  makes  it 
certain  that  allogeneic  marrow  transplantation 
is  not  soon  going  to  become  “standard” 
therapy  for  any  disease  process. 

The  preparative  regimen  for  marrow  trans- 
plantation must  accomplish  two  goals.  The 
first  of  these  is  to  “prepare  the  soil”  for  the 
infused  marrow  to  grow.  In  the  case  of 
allogeneic  marrow  transplantation  this  re- 
quires both  immunosuppression  of  the  recipi- 
ent and  destruction  of  the  preexisting  myeloid 
tissue.  Since  marrow  transplantation  is  usually 
done  for  malignant  disease,  the  other  neces- 
sary goal  is  that  the  preparative  regimen  must 
destroy  the  cancer.  A new  marrow  would  provide 
no  advantage  if  the  old  cancer  remained. 
These  two  steps  are  usually  accomplished  with 
high  doses  of  chemotherapy  and/or  radio- 
therapy.  These  treatments  are  administered 
over  a few  days  to  two  weeks  preceding  the 
actual  infusion  of  marrow. 

The  collection,  storage,  and  infusion  of  the 
bone  marrow  is  the  most  straight  forward  part 
of  the  process  of  marrow  transplantation. 
When  the  marrow  is  to  be  collected,  the  donor 
is  taken  to  the  operating  room,  and  under 
general  anesthesia,  undergoes  repeated  punc- 
tures of  both  posterior  iliac  crests  (see  Figure 
1).  With  each  bone  puncture,  approximately  5 
ccs  of  marrow  are  removed.  This  process  is 
repeated  until  approximately  500-1,000  ccs  of 
marrow  have  been  removed  and  an  adequate 
number  of  marrow  cells  are  avialable  to  allow 
the  infusion  into  the  recipient  of  approximately 
2-3  x 10s  nucleated  marrow  cells/kilogram  of 
recipient  weight.  When  a sufficient  quantity  of 
marrow  has  been  removed,  the  donor  is 
awakened  and  sent  to  the  recovery  room.  He  or 
she  would  usually  leave  the  hospital  the  next 
day  and  generally  have  surprisingly  little  pain 
from  the  procedure.  The  marrow  itself  is 
filtered  in  the  operating  room  to  remove  bone 
spicules.  In  the  case  of  autologous  marrow 
transplantation  the  marrow  is  then  mixed  with 
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the  cryopreservative  agent  DMSO,  frozen  in  a 
controlled  temperature  freezer,  and  stored  in 
liquid  nitrogen.  At  the  appropriate  time  the 
marrow  is  thawed  and  rapidly  reinfused.  If  the 
procedure  is  an  allogeneic  marrow  transplanta- 
tion, the  marrow  is  taken  from  the  operating 
room  to  the  recipient  and  immediately  infused 
by  vein.  It  takes  any  where  from  2 to  4 weeks 
for  the  infused  marrow  to  start  to  produce  new 
granulocytes,  platelets  and  red  cells. 

The  most  difficult  step  in  marrow  trans- 
plantation is  dealing  with  the  complications  of 
the  procedure.  The  early  complications  involve 
sepsis  and  bleeding  related  to  the  pancyto- 
penia produced  by  destruction  of  the  pre- 
existing marrow.  This  risk  disappears  in 
several  weeks  as  the  new  marrow  begins  to 
function.  With  an  allogeneic  marrow  transplant 
the  new  marrow  can  produce  a clinical 
syndrome  called  graft  versus  host  disease  (i.e. 
GVHD).  The  clinical  picture  of  GVHD  can 
include  any  or  all  of  skin  rash,  liver  function 
abnormalities,  diarrhea,  abdominal  pain,  and 
susceptibility  to  infections.  The  spectrum  of 
severity  is  considerable.  The  process  can  be 


self-limited,  rapidly  fatal,  or  anything  in 
between.  GVHD  is  the  major  problem  in 
allogeneic  marrow  transplantation. 

Another  complication  that  is  particularly 
associated  with  allogeneic  marrow  transplanta- 
tion is  the  occurrence  of  post  bone  marrow 
transplant  interstitial  pneumonitis.  This  is 
usually  related  to  infection  by  cytomegalo- 
virus, but  also  can  appear  as  a complication  of 
the  preceding  chemotherapy  or  radiotherapy. 
This  is  the  most  serious  complication  of  bone 
marrow  transplantation  and  is  associated  with 
an  approximately  70%  mortality  rate.  The 
frequency  of  post  bone  marrow  transplant 
interstitial  pneumonia  depends  on  the  type  of 
marrow  transplant  (i.e.  it  is  much  more 
common  with  allogeneic  transplantation  than 
with  autologous  or  syngeneic  transplantation), 
the  age  of  the  recipient  (i.e.  it  is  much  more 
frequent  in  older  patients),  and  with  the  status 
of  the  disease  for  which  the  transplant  was 
performed  (i.e.  it  is  much  more  common  with 
leukemia  in  relapse  than  with  the  patient  who 
is  well  at  the  time  of  transplant).  Unfortunately, 


Figure  1.  Marrow  being  collected  in  the  operating  room  by  repeated  punctures  of  the  posterior  iliac 
crests  of  the  donor. 
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there  is  currently  no  effective  therapy  for  post 
bone  marrow  transplant  interstitial  pneumonia. 

When  bone  marrow  transplantation  is  per- 
formed for  malignant  disease,  recurrence  of 
the  disease  after  the  procedure  is  always  a risk. 
It  appears  that  the  extent  of  the  malignancy  at 
the  time  of  the  transplant  is  a major  factor  in 
the  frequency  of  eventual  recurrence.  Patients 
transplanted  with  minimal  disease  are  less 
likely  to  recur  than  those  with  bulky  disease  at 
the  time  of  marrow  transplantation.  Recurrent 
malignancy  is  the  major  problem  in  autologous 
marrow  transplantation;  it  is  the  major  cause 
of  death  after  allogeneic  marrow  transplanta- 
tion for  children  with  acute  leukemia  trans- 
planted in  second  or  subsequent  remission. 

The  results  of  marrow  transplantation  de- 
pend on  the  age  of  the  recipient  and  the  status 
of  the  disease  necessitating  the  transplant.  As 
a general  rule,  younger  patients,  those  that  are 
well  at  the  time  of  transplant,  and  those  with 
minimal  tumor  burden  do  better.  The  cure  rate 
for  patients  transplanted  for  acute  leukemia  in 
first  complete  remission  is  approximately  65% 
for  patients  less  than  20  years  of  age,  45-50% 
for  patients  between  20-30  years  of  age,  and 
approximately  30%  for  patients  30-40  years  of 
age.  The  cure  rate  is  decreased  by  approxi- 
mately one-half  when  the  patient  is  trans- 
planted in  second  or  subsequent  complete 
remission.  For  patients  transplanted  in  relapse, 
the  chance  for  cure  is  on  the  order  of  10-20%. 

Patients  with  chronic  granulocytic  leukemia 
transplanted  in  the  stable,  chronic  phase 
appear  to  have  a particularly  good  outlook  with 
marrow  transplantation.  The  results  reported 
to  date  suggest  that  the  cure  rate  will  be  well  in 
excess  of  50%.  However,  it  must  be  remem- 
bered that  “older”  patients  (i.e.  older  than  20 
years  of  age)  will  often  be  troubled  with 


chronic  GVHD  as  a post  transplant  complica- 
tion. Chronic  GVHD  is  a collagen-vascular 
disease  similar  to  systemic  lupus  and  sclero- 
derma and  is  particularly  a problem  in  “older” 
patients  undergoing  allogeneic  marrow  trans- 
plantation. 

The  chances  for  cure  with  autologous  trans- 
plantation in  patients  with  refractory  malig- 
nancies are  less  certain  than  with  allogeneic 
marrow  transplantation  for  leukemia.  This  is 
because  the  procedure  is  newer  and  fewer 
patients  have  been  transplanted.  Patients  with 
non-Hodgkin’s  lymphomas  up  to  60  years  of 
age  have  undergone  autologous  marrow  trans- 
plantation and  have  been  rendered  disease 
free  for  extended  periods  of  time  and  probably 
cured.  The  exact  chances  for  cure,  as  in 
allogeneic  marrow  transplantation,  seem  to  be 
related  to  the  status  of  the  lymphoma  at  the 
time  of  transplant.  Patients  transplanted  early 
in  the  course  of  the  disease  tolerate  the 
procedure  better  and  seem  to  be  more  likely  to 
have  their  lymphoma  cured. 

In  summary,  bone  marrow  transplantation  is 
an  exciting  new  treatment  modality,  but  its 
exact  place  in  our  therapeutic  armamentarium 
is  not  yet  clear.  It’s  entirely  possible  that 
allogeneic  marrow  transplantation  will  dis- 
appear from  clinical  use  at  some  time  in  the 
future  unless  the  problem  of  GVHD  can  be 
overcome.  The  development  of  new  and  more 
active  chemotherapeutic  agents,  that  do  not 
require  the  intensity  of  doses  that  necessitate 
autologous  marrow  transplantation,  could  also 
put  this  procedure  “out  of  business”.  At  the 
present  time,  however,  marrow  transplantation 
offers  a chance  for  cure  to  selected  patients 
who  would  otherwise  certainly  die  of  their 
disease  process. 

References  are  available  from  the  author. 
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Case  Report: 

Retropharyngeal  Perforation, 
a Complication  of  Nasotracheal  Intubation 


Nasotracheal  intubation  is  a 

common  method  of  securing 
the  airway  during  oral  proce- 
dures. Nasal  bleeding  and  sore  throat  are 
frequently  associated  with  its  use.  Retro- 
pharyngeal perforation  is  a less  common  but 
potentially  more  dangerous  complication  which 
may  occur  during  nasotracheal  intubation. 

Search  of  the  literature  discloses  very  few 
documented  occurrences.1-2  Tintinalli  and  Claf- 
fey3  cite  the  incidence  at  2%  in  a relatively 
small  series  of  emergency  room  intubations. 
The  incidence  in  the  controlling  setting  of  the 
operating  room  is  probably  much  lower. 

Case  Report 

A thirty-three  year  old  female  underwent 
surgery  for  periodontal  disease.  Nasotracheal 
intubation  was  desired.  After  induction  of 
anesthesia  the  endotracheal  tube  was  passed 
blindly  through  the  right  nostal  a distance  of 
approximately  6 to  7 cm.  It  was  then  noted  on 
direct  laryngoscopy  that  there  was  blood  in  the 
oral  pharynx  and  the  endotracheal  tube  could 
not  be  visualized.  Further  advancement  of  the 
tube  revealed  a submucosal  elevation  in  the 
oral  pharynx  and  the  tube  was  withdrawn.  The 
tube  was  then  re-inserted  through  the  mouth 
and  intubation  was  completed  transorally.  The 
dental  procedure  commenced  and  bleeding 
from  the  nasopharynx  ceased  spontaneously 
during  the  course  of  surgery. 

Penicillin  was  initiated  and  continued  during 
the  five  days  following  surgery.  Temperature 
was  monitored  closely  but  failed  to  show  any 
elevation.  At  twenty-four  hours  the  oral  and 
nasopharynx  demonstrated  only  ecchymosis 
on  the  posterior  wall  without  any  evidence  of 
significant  swelling.  A pronounced  sore  throat 
was  noted  but  this  gradually  resolved.  Four 
days  postoperativelv,  re-examination  did  not 
disclose  evidence  of  expanding  abscess  in  the 
pharynx.  Temperature  was  normal.  Diet  had 
resumed  normally  and  antibiotics  were  dis- 
continued with  no  further  problems  reported. 
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Discussion 

Diagnosis  of  retropharyngeal  perforation 
and  dissection  is  not  difficult.  The  endotra- 
cheal tube,  having  been  passed  through  the 
nose,  fails  to  appear  in  the  oral  cavity.  Careful 
inspection  of  the  oral  pharynx  may  reveal  the 
tube  dissecting  submucosally.  Digital  pal- 
pation of  the  oral  or  nasopharynx  will  reveal 
the  tube  dissecting  along  the  posterior  wall  of 
the  pharynx.  The  site  of  laceration  is  typically 
in  the  nasopharynx  with  the  tube  then  dissect- 
ing inferiorally  compatible  with  the  curve  of 
the  tube  and  the  thrusting  efforts  of  the 
inserter. 

Bleeding  will  be  evident,  originating  from 
the  laceration  site  in  the  nasopharynx.  The 
bleeding  can  be  brisk  enough  to  compromise 
the  airway.  Once  the  airway  is  secured,  the 
operative  procedure  may  continue  with  ex- 
pectation of  spontaneous  cessation  of  bleeding 
by  the  conclusion  of  the  operation. 

If  the  retropharyngeal  perforation  does 
occur,  treatment  consists  of  removal  of  the 
tube  from  the  retropharyngeal  space.  Anti- 
biotics should  be  initiated.  Close  watch  for 
temperature  elevation  in  the  postoperative 
period  along  with  visual  inspection  of  the  oral 
and  nasopharynx  should  be  done.  Abscess 
formation  with  dissection  into  the  upper 
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thoracic  cavity  is  an  uncommon  but  potential 
problem  following  retropharyngeal  perfora- 
tion. Should  an  abscess  develop,  its  presence 
may  be  noted  by  visual  inspection  of  the  oral 
pharynx  or  on  lateral  x-ray  of  the  neck  and 
upper  thoracic  cavity. 

Summary 

Nasopharyngeal  perforation  secondary  to 
nasotracheal  intubation  is  an  uncommon  com- 
plication. The  potential  exists  for  significant 
sequelae  although  the  usual  course  is  of 
transient  bleeding  followed  by  a sore  throat 
which  resolves  in  a short  period  of  time. 


Prophylactic  antibiotics  and  close  observation 
suffice  unless  evidence  of  more  significant 
sequelae  become  apparent. 
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PATIENT  EDUCATION 

About  Mom  and  Babe  — 

An  Approach  to  Post  Partum  Teaching 


ONE  of  the  more  pleasant  but  time 
consuming  duties  of  a family 
physician  is  to  counsel  new 
mothers  in  the  hospital  about  care  of  them- 
selves and  their  newborns.  However,  for  the 
first  five  years  of  our  group’s  practice,  our  post 
partum  patients  were  receiving  an  irregular 
mixture  of  instructions  from  the  doctors  and 
nursery  nurses.  The  doctors’  counseling  ses- 
sions were  sometimes  brief,  sometimes  lengthy, 
depending  upon  the  personality  and  schedule 
of  the  doctor  involved.  We  were  not  always 
sure  if  the  mother  had  understood  all  of  the 
information  given,  or  that  she  was  “ready”  to 
care  for  herself  and  her  child.  Several  years 
ago,  we  began  to  use  one  of  our  part-time 
registered  nurses  to  take  care  of  the  post 
partum  counseling  role.  This  article  is  a review 
of  the  development  and  results  of  this  nurse- 
patient  educational  tool. 

The  nurse  educator  is  a married  mother  of 
three  children.  During  her  third  pregnancy  she 
decided  to  stop  her  part-time  work  in  our 
office,  but  expressed  the  desire  to  continue  in 
some  kind  of  nursing  activity,  preferably  in  an 
education  role.  Our  group  agreed  to  employ 
her  on  a temporary,  part-time  basis  to  teach 
newly  delivered  mothers  about  their  post 
partum  courses.  It  seemed  reasonable  to  us 
that  discussion  of  infant  care,  breastfeeding 
and  nuances  of  “new  motherhood”  might  be 
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better  received  from  an  experienced  mother/ 
breastfeeder/R.N.,  than  from  a busy  male 
doctor. 

Methods  and  Materials 

We  decided  to  begin  a three  month  trial  post 
partum  education  project.  Instruction  for  the 
patient  would  be  given  by  the  registered  nurse 
through  pamphlets,  one  in-hospital  visit,  and 
at  least  one  post-hospital  phone  call. 

First,  our  R.N.  began  to  review  existing 
literature  about  baby  care  and  post  partum 
emotional  changes.  She  read  pamphlets  given 
out  by  pediatricians,  and  articles  from  the 
American  Baby,  The  Journal  of  OB/GYN 
Nursing,  and  various  pediatric,  maternal,  and 
child  care  texts.  She  interviewed  each  of  the 
doctors  in  our  group,  to  find  out  what 
information  he  thought  should  be  included  in 
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the  counseling  session.  This  took  about  three 
or  four  months  with  two  to  four  hours  a week  of 
research,  plus  the  experience  of  going  through 
her  own  third  delivery  to  bring  all  this 
information  together  to  formulate  two  pamph- 
lets, one  on  baby  care,  one  on  maternal  care,  an 
outline  of  what  she  would  need  to  observe  and 
teach  during  the  hospital  visit  and  a variety  of 
visual  aids.  Then  we  asked  the  hospital 
nurseries  to  contact  the  nurse  at  home 
whenever  a new  baby  was  admitted  for  any  of 
the  doctors  in  our  group.  She  tried  to  “bunch” 
visits  as  much  as  possible  to  avoid  extra  trips 
to  the  hospital.  She  also  tried  to  time  her  visits 
to  coincide  with  feeding,  so  that  she  could 
observe  mother/child  interaction,  feeding 
techniques,  and  potential  feeding  problems,  so 
that  she  could  give  practical  tips.  A single 
counseling  session  usually  lasted  about  one 
hour.  Both  first  time  and  “repeat”  mothers 
were  counseled  but  the  nurse  did  try  to  assess 
each  mother’s  intelligence,  knowledge, 
abilities,  and  confidence  in  handling  the  infant, 
so  she  could  personalize  the  information 
according  to  need.  (For  itemization  of  topics 
covered,  see  Table  1). 

Finally,  believing  that  follow  up  is  an 
important  factor  in  learning,  our  nurse  would 
call  each  new  mother  about  one  week  after  her 
hospital  discharge,  to  review  basic  points  and 
answer  questions. 

Results 

The  project  was  reviewed  by  the  nurse,  the 
office  staff,  and  participating  patients  after 
three  months.  The  new  mothers  were  en- 
thusiastic about  having  a female  counselor, 
and  also  appreciated  the  amount  of  time  she 
spent  with  them.  We  observed  that  the  nursery 
nurses,  however,  appeared  to  feel  threatened 
by  another  nurse  coming  in  from  the  outside 
and  taking  over  their  teaching  role.  The 
relationship  between  these  nurses  was  strained 
for  about  two  months;  then  there  seemed  to  be 
an  adjustment  and  acceptance  of  the  nurse, 
and  the  relationship  has  been  very  smooth  ever 
since.  Our  office  nurses  reported  that  they 
noticed  a large  drop  in  the  number  of 
telephone  calls  from  new  mothers  once  this 
education  program  began. 

Based  on  these  initial  responses  to  the 
program,  we  agreed  it  was  beneficial  to  both  us 
and  our  patients,  and  we  decided  to  continue  it 


on  a regular  basis,  with  reviews  every  six 
months.  We  also  revised  some  of  the  printed 
material,  to  include  answers  to  the  most 
commonly  asked  questions. 

A few  months  later,  our  nurse  educator 
decided  to  give  her  home  phone  number  to  all 
the  new  mothers  she  was  counseling,  and  invite 
them  to  call  her  rather  than  the  office  with 
their  questions  about  the  baby  and  its  care. 
After  that,  we  noticed  a further  reduction  in 
the  number  of  baby  related  calls  to  the  office. 
When  new  mothers  do  call  the  office  now,  it  is 
more  often  about  some  medical  concern.  The 
nurse  reports  that  most  of  the  calls  she 
receives  deal  with  matters  discussed  during 
the  hospital  visit  but  the  mother  has  forgotten 
information  or  needs  reassurance.  The  most 
common  topics  are  breastfeeding,  (frequency 

TABLE  1 

POST  PARTUM  COUNSELING  TOPICS 

1.  Normal  characteristics  of  newborns  which  may 
appear  to  be  problems  to  mothers,  such  as  dry  skin, 
rashes,  and  other  conditions  influenced  by  maternal 
hormones. 

2.  Breast  feeding: 

mechanics 

physiology 

length  of  feeding  time 

scheduling 

growth  spurts 

expression  of  milk  for  supplemental  feedings 

burping 

weaning 

how  to  breast  feed  while  working 
mother’s  diet  while  nursing 

3.  Formula  feeding: 

formula  choice 
preparation  of  formula 
storage  of  formula 
equipment  care 

4.  Bathing,  skin  care  products,  care  of  umbilical  cord 
and  circumcision. 

5.  Stools 

6.  Sleep  patterns. 

7.  Laundry. 

8.  Safety. 

9.  Parenting;  siblings. 

10.  Maternal  care: 

personal  hygiene 
breast  care 
nutrition 

physiological  changes 

emotional  changes 

rest  and  exercise 

signs  and  symptoms  of  illness 

11.  Office  policies  and  phone  call  guidelines. 
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of  feeding,  cracked  nipples,  day/night  sleep 
schedules  or  breastfeeding  upon  return  to 
work),  and  post  partum  blues.  The  patients 
report  that  the  nurses  availability  helps  them 
feel  more  free  and  comfortable  in  asking 
questions.  They  also  express  confidence  in  the 
expertise  and  practicality  of  her  advice. 

Conclusions 

One  of  our  goals  in  this  post  partum 
education  project  was  to  help  parents,  new 
baby,  and  siblings  experience  a smoother 
adjustment  at  home.  According  to  our  only 
form  of  measurement,  the  reports  of  new 
parents,  this  goal  has  been  achieved.  We  have 
concluded  employing  an  R.N.,  part-time,  solely 
as  a post  partum  educator:  (1)  has  benefited 
the  patients  by  providing  them  with  informa- 
tion of  consistently  high  quality  and  quantity; 
(2)  has  benefited  us  by  reducing  our  loads  of 
counseling  time  and  telephone  calls,  and  by 
producing  more  satisfied  patients;  and  (3)  has 
benefited  the  R.N.  involved  by  allowing  her  to 
satisfy  her  own  goals  as  both  a professional 
and  a homemaker.  So,  we  feel  we  can 
recommend  this  kind  of  patient  education  tool 
to  other  family  physicians. 

The  one  “rough  edge”  in  the  program  was 
the  initial  response  of  the  hospital  nursing 
staff.  We  realize  this  was  due  to  our  failure  to 


communicate  to  them  clearly  what  we  were 
planning  to  do.  In  the  future,  we  recommend 
informing  the  post  partum  and  nursery  staff  in 
writing  of  our  desire  to  begin  this  kind  of 
program.  We  would  invite  them  to  participate 
in  a dialogue  session  about  it  which  should 
include  a counseling  demonstration  either  live 
or  video  taped. 

Of  course,  there  are  many  other  things  that 
can  be  done  through  a family  physician’s  office 
to  help  families  prepare  for  and  adjust  to  a new 
baby.  We  have  added  Saturday  morning 
prenatal  classes  for  our  pregnant  patients  and 
their  husbands  taught  by  this  R.N.  and  our 
health  educator.  These  classes  meet  once 
during  the  first  trimester  and  once  during  the 
third  trimester,  to  orient  the  couples  to  our 
office’s  philosophy  and  procedures  regarding 
the  birth  experience.  Though  well  received,  the 
classes  are  not  yet  well  attended  and  are  being 
refined.  We  have  recently  finished  additional 
well  child  and  common  illness  sections.  These 
sections  are  added  at  each  well  child  visit.  The 
written  material  reinforces  verbal  instructions 
on  feeding,  stages  of  development,  and  common 
problems  which  may  be  encountered.  It  is 
our  hope  that  the  experiences  and  thoughts  we 
have  recorded  here  will  serve  to  stimulate  your 
thinking  about  refining  your  own  doctor/patient 
teaching  procedures,  and  make  the  most  ef- 
fective use  of  your  staff. 
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FRACTURE  OF  THE  MONTH 


Open  Fractures  of  the  Ipsilateral 
Femur  and  Tibia  — "The  Floating  Knee" 


Case  Presentation: 

A 35  year  old  white  male  motor- 
cyclist was  brought  to  the 
. emergency  room  with  an  open 
supracondylar  fracture  of  his  right  femur  and 
an  open  fracture  of  the  ipsilateral  tibia  and 
fibula  (Figure  1).  Distal  circulation  was  felt  to 
be  normal  and  neurologic  status  was  intact. 
The  patient  suffered  no  additional  injuries. 
The  initial  treatment  consisted  of  a wound 
debridement  with  open  drainage.  Skeletal 
traction  was  instituted  to  reduce  the  femoral 
fracture,  while  the  tibia  was  immobilized  in  a 
cast.  Three  days  post  injury,  the  fracture  site 
was  re-explored  and  re-debrided.  An  attempt 
was  then  made  to  reduce  the  femoral  fracture 
with  further  skeletal  traction.  However,  the 
fracture  could  not  be  aligned  adequately  in 
traction  and  the  question  arose  as  to  how  best 
to  reduce  and  hold  the  femur  in  order  to 
restore  knee  function  optimally. 

Approximately  two  weeks  post-injury  the 
fracture  was  reduced  with  intramedullary 
Zickel  nails  and  the  wounds  were  closed  over 
the  fracture  site  (Figure  2).  Subsequently  the 
patient  developed  signs  of  sepsis  despite 
intravenous  antibiotic  coverage.  Blood  and 
wound  cultures  grew  Enterobacter  organisms. 
The  wound  was  therefore  opened  and  drained 
four  days  post-operatively  after  which  the 
sepsis  cleared.  The  fractures  of  the  femur  and 
tibia  were  supported  externally  with  a cast 
brace  which  allowed  knee  motion.  The  patient 
was  then  discharged  five  weeks  after  injury  to 
continue  exercise  therapy  and  return  to  out- 
patient follow-up.  His  fractures  healed  ade- 
quately to  remove  cast-brace  support  at  16 
weeks  and  his  problem  thereafter  remained 
limited  knee  flexion.  Despite  active  therapy  he 
remained  unable  to  flex  the  knee  beyond  50 
degrees  and  lacked  -10  degrees  of  full  exten- 
sion. Consequently  at  7 months  the  knee  was 
manipulated  under  anesthesia  but  no  further 
increase  in  motion  was  achieved  despite  three 
more  months  of  therapy.  One  year  after  injury 
a quadricepsplasty  restored  passive  flexion  to 
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100  degrees  and  the  patient  slowly  regained 
active  motion.  When  he  returned  to  see  us 
after  his  release  from  incarceration  in  the 
federal  penitentiary  three  years  post-injury, 
his  active  range  of  motion  went  from  full 
extension  to  110  degrees  of  flexion  (Figure  3). 

Discussion: 

Floating  knee  injuries  which  involve  the 
distal  femur  and  proximal  tibia  invariably 
result  from  severe  direct  violence,  most 
commonly  a motorcycle  or  high  speed  motor 
vehicle  accident.  14%  of  the  patients  with 
femoral  fractures  in  our  series  sustained  an 
ipsilateral  tibial  fracture.1  Vascular  damage 
occurs  in  7%  of  floating  knee  injuries  or  double 
the  expected  frequency.  In  addition,  50%  of 
these  fractures  are  open  as  contrasted  to  the 
usual  20%  frequency  in  single  femoral  shaft 
fractures.  Head  injury  can  be  anticipated  in 
15%,  pelvic  fractures  and  fractures  of  the 
contralateral  femur  in  20%.  The  direct  injury 
to  the  extensor  apparatus  commonly  limits 
knee  flexion  due  to  scar  contracture. 

Debridement  of  these  open  fractures 
should  be  done  as  one  would  drain  an  abcess. 
All  sources  of  bacterial  contamination,  par- 
ticularly in  necrotic  muscle,  should  be  excised 
and  the  wound  left  open  for  drainage.  The 
safest  presumption  is  that  the  initial  debride- 
ment is  incomplete.  Reinspection  and  re- 
debridement under  operating  room  conditions 
should  be  planned  within  the  3rd  to  5th  day 
post-injury.  This  allows  for  more  thorough 
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removal  of  contaminants  and  necrotic  tissue 
than  is  usually  possible  in  the  acute  wound. 

An  additional  consideration  is  the  fact  that 
the  distal  femoral  fracture  is  second  only  to  a 
tibial  fracture  as  a source  of  non-union.  The 
anatomy  of  this  bone,  which  flares  out  in  this 
location,  makes  plate  fixation  mechanically 
deficient  and  prone  to  failure.  If  possible, 
intramedullary  fixation  is  preferable  since  it 
shares  the  load  and  does  not  entirely  relieve 
the  fracture  of  all  stress.  Zickel  nails,  specifi- 
cally designed  for  fixation  in  this  location, 
incorporate  transverse  screws  to  prevent  the 
nail  from  backing  out  as  the  knee  is  moved. 


Internal  fixation  of  an  open  femoral  fracture 
does  carry  a significantly  higher  chance  of 
infection  than  fixation  of  the  closed  injury;  yet 
the  risk  is  justified  to  allow  fracture  reduction 
and  to  restore  joint  function  provided  that  the 
patient  is  followed  closely  for  signs  of  infection 
in  the  immediate  post-operative  phase.  Pro- 
phylactic antibiotics  should  be  minimized  so 
that  any  signs  of  abcess  formation  are  not 
masked  post-operatively. 

Frequently  the  tibial  fracture  can  be  re- 
duced, closed  and  treated  by  cast  methods. 
The  major  reduction  problem,  therefore,  usu- 


Figure  1A,  B: 

Anteroposterior  and  lateral  roentgenograms  of 
the  open  femoral  and  tibial  fractures  at  the  time  of 
initial  injury. 
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Figures  2A,  B: 

Roentgenograms  subsequent  to  the  intramedul- 
lary Fixation  of  the  femur  two  weeks  post  injury. 


ally  results  from  the  femoral  fracture  and  the 
need  to  maintain  quadriceps  function. 

In  performing  intramedullary  fixation  of  the 
distal  femur,  one  should  keep  in  mind  that 
internal  rotation  of  the  distal  fragment  causes 
genu  varum  while  external  rotation  produces  a 
genu  valgum.  The  most  effective  method  of 
assessing  the  three  dimensional  alignment  of 
the  fracture  is  by  visual  inspection  since 
roentgenograms  are  frequently  deceiving  in 
this  area.  The  knee  and  leg  should  look  straight 
if  the  femoral  fracture  is  reduced.  Techniques 
which  provide  for  knee  motion  are  most 
effective  in  insuring  against  torsional  malalign- 
ment of  the  femur;  this  is  analogous  to 


treatment  by  buddy  taping  of  fingers  to  permit 
joint  motion  and  prevent  torsional  deformity 
with  phalangeal  or  metacarpal  fractures. 

Knee  stiffness  is  the  commonest  compli- 
cation of  femoral  fractures  and  is  particularly 
likely  to  follow  direct  injury  to  the  extensor 
apparatus  as  occurred  in  this  case.  Although 
60  to  70  degree  of  knee  flexion  is  adequate  for 
normal  gait,  100  degrees  or  more  is  necessary 
to  climb  stairs  normally.  Contracture  of  the 
extensor  mechanism  can  be  diminished  by 
early  treatment  encouraging  functional  use  of 
the  muscle  while  the  underlying  fracture  heals. 
If  soft  tissue  contracture  does  persist  and 
limits  knee  motion  to  less  than  70  degrees 
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Figure  3A,  B: 

Roentgenograms  three  years  post  injury  showing 
healed  fracture  with  slight  valgus  angulation  of  the 


knee  joint.  Active  range 
extension  to  110  degrees 
quadrieepsplasty. 

after  the  fracture  heals,  manipulation  of  the 
knee  may  improve  flexion  by  releasing  ad- 
hesions. If  the  patient  still  does  not  achieve 
satisfactory  range  of  knee  flexion,  the  extensor 
mechanism  should  be  freed  up  surgically  and 
the  contracted  quadriceps  lengthened.  Ideally, 
this  should  all  be  accomplished  within  the  first 
year  after  injury  to  restore  knee  function  and 
minimize  disability. 

In  summary,  the  high  frequency  of  limb 
threatening  as  well  as  life  threatening  pro- 


of motion  was  from  full 
of  flexion  two  years  after 

blems  after  a “floating  knee”  injury,  neces- 
sitates more  than  ordinary  perspicacity  in 
management.2’ 3 
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Physicians  comprise,  as  a group,  the  most 
intelligent,  the  best  trained  members  of  the 
health  care  team.  Therefore,  it  is  our  duty  and 
obligation  to  assume  the  role  of  leadership  in 
all  matters  related  to  the  care  of  the  patient,  as 
an  individual,  and  also  as  a group,  that  is, 
society  in  general.  This  responsibility  can  best 
be  met  in  an  organized  manner,  not  with 
everyone  going  in  different  directions.  Or- 
ganized medicine  — the  County  Medical 
Society,  Nebraska  Medical  Association,  and 
the  American  Medical  Association  — together 
represent  our  most  effective  vehicle  to  carry 
out  our  mission.  With  all  the  important  issues 
facing  us  today  I cannot  understand  a single 
physician  wishing  to  abrogate  his  or  her  duty  in 
fulfilling  their  obligation  to  society.  Remember, 
with  each  right  and  privilege  comes  respon- 
sibility and  work. 

As  I write  this  LB  692  is  about  to  be  debated 
in  our  legislature.  Whatever  happens  to  this 
piece  of  legislation,  this  is  the  final  law  that  will 
emerge  and  it  will  effect  all  the  citizens  of  this 
state  for  years  to  come.  It  will  influence  the 
cost  and  availability  of  health  care  for  each 
person.  Many  countless  hours  of  work  have 
been  invested  in  this  issue  as  well  as  dollars  — 
all  for  the  benefit  of  the  physician  to  be  passed 
on  to  the  patient.  Many  of  you  doctors  have  not 
taken  an  active  part  in  the  struggle  and  some 
even  refuse  to  contribute  funds  badly  needed 
in  our  activities.  This  number  is  small,  but  as 
usual,  all  the  freeloaders  will  reap  the  benefits. 

Another  extremely  important  issue  being 
considered  in  our  legislature  is  LB561,  the 
optometry  bill.  You  may  say  that  this  is  not  our 
problem,  let  the  ophthalmologists  fend  for 
themselves.  All  the  optometrists  want  to  do  is 


care  for  all  diseases  of  the  anterior  eye 
including  glaucoma.  Right,  reason  and  training 
are  not  to  be  considered  in  this  issue.  I assure 
you  if  their  bill  passes  in  its  present  form  we 
all,  every  citizen  of  this  state  loses.  Next  year 
and  every  year  thereafter  some  limited  practi- 
tioner will  pursue  an  expanded  role  in  health 
care  without  regard  to  training  and  preparation 
of  the  provider.  Nebraska  has  always  enjoyed  a 
superior  quality  health  care  delivery  system, 
let  us  not  permit  it  to  erode. 

In  closing  I beg  you  to  assume  the  role  of  a 
support  pillar,  not  that  of  crumbling  putty  in 
the  structure  of  our  society.  Stand  with  us  as 
we  pursue  our  ideals  and  goals. 

Dwaine  J.  Peetz,  M.D. 

President 
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The 

Auxiliary 


Several  auxiliaries  have  reported  in  with 
activities. 

Adams  County  enjoyed  a progressive  dinner 
in  September  raising  $530  for  the  Health 
Gallery. 

Hall  County  Auxilians  joined  them  for  a 
luncheon  and  program  about  The  Rainbow 
House  in  Omaha  presented  by  Bev  Kruger  and 
Marquetta  Kinnamon.  Helen  Boosalis,  Di- 
rector of  the  State  Commission  on  Aging, 
spoke  at  a joint  dinner  meeting  with  the 
physicians  as  did  Joseph  Scalzo,  Superin- 
tendent of  the  Hastings  Public  Schools,  at  a 
later  date.  The  annual  Christmas  Party  was  a 
fun  and  festive  evening. 

March  14  will  be  the  big  money  raising  event 
to  benefit  AMA-ERF  and  NMF.  They  are 
hosting  a progressive  brunch  in  their  homes 
donating  food  and  services. 

The  Doctor-Dentist  Dinner  is  planned  in 
April  and  a spring  brunch  will  close  out  the 
year. 

— Paige  Wycoff 

In  the  summer  Lancaster  County  had  a 
coffee  to  familiarize  new  members  with  our 
many  activities.  The  Gavel  Club  also  welcomes 
them  with  a salad  luncheon. 

Three  of  our  members  have  had  the 
programs  this  year.  Joan  Cahoy  speaking 
about  “Nutrition  and  Diets”,  Carol  Rustad  on 
“Stained  Glass  Windows”,  and  Ingrid  Kutch 
on  “Fibers”. 

Many  volunteers  help  with  the  Community 
Blood  Bank  as  it  goes  out  into  the  community. 
CPR  was  taught  in  several  schools  as  well  as 
classes  in  the  city.  Nebraska  Center  for 
Children  and  Youth  received  gifts  for  over  70 
young  people  at  Christmas.  The  Holiday 
Sharing  card  made  $2,200  for  AMA-ERF. 
NMF  is  raffling  a dinner  for  two  with  the  Bob 
Devaney’s  at  the  University  Club.  We  are 
involved  with  an  alcohol  and  drug  intervention 


program  in  the  schools.  A child  abuse  work- 
shop is  planned  in  March. 

— Kay  Reed 

MOMSA  had  a membership  tea,  published 
an  access  brochure  to  physicians’  offices  for 
the  handicapped,  sold  AMA-ERF  Christmas 
cards,  wrote  letters  in  opposition  to  LB  561 
which  would  give  therapeutic  privileges  to 
optometrists. 

$5,000  has  been  pledged  to  the  Children’s 
Crisis  Center.  Presidents  and  Presidents-Elect 
of  the  Dental,  Pharmacy,  Law  and  Medical 
Auxiliaries  had  a professional  wives  Round 
Table. 

They  have  a goal  to  increase  membership 
10%.  NMF  will  benefit  from  a Bridge  Day. 
Members  will  assist  with  Organ  Donor  Aware- 
ness Day. 

The  Kitchen  Tour  of  5 homes  is  scheduled 
for  April  11  with  a Preview  Party  on  April  10. 

NMAA  Convention  April  27-30  is  hosted  by 
MOMSA. 

— Nancy  Nielsen 

LEGISLATIVE  DAY 

A most  successful  and  informative  Legisla- 
tive Workshop  chaired  by  Mrs.  Robert  Os- 
borne was  held  January  24. 

Ken  Neff  updated  us  on  all  bills  pertaining 
to  health  issues.  Dave  Buntain,  lobbyist,  went 
into  detail  concerning  the  malpractice  bills. 

Richard  Peterson  from  Norfolk,  a member  of 
the  Public  Health  Committee,  spoke  about 
their  many  legislative  activities  and  the  difficult 
decisions  to  benefit  the  most  citizens. 

Robert  Shapiro,  M.D.,  chairman  of  the  NMA 
Legislation  Committee,  spoke  from  the  volun- 
teer standpoint,  giving  a history  as  to  how  the 
legislature  views  medical  bills  compared  to 
several  years  ago. 

— Elba  Lau 
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LETTER  TO  THE  EDITOR 


Dear  Dr.  Forker: 

The  study  on  “Physician  Distribution  in 
Nebraska,  1975-1980”  as  recently  published 
in  the  January  issue  presents  some  interesting 
data. 

It  seems  to  me  that  the  next  analysis  should 
be  of  those  116  physicians  whom  Mr.  Wilson 
• reports  are  now  practicing  in  counties  without 
a city  of  2,500  people.  What  caused  these 
physicians  to  locate  there  would  be  of  great 
interest  to  those  who  are  studying  this 
problem.  A followup  questionnaire  and 


probable  interview  of  as  many  of  those 
physicians  as  possible  is  needed. 

My  own  suspicion  is  that  while  small  county 
life  is  attractive  to  some  physicians,  I think 
that  the  financial  inducements  are  probably 
more  important.  Physicians  are  forced  for 
financial  and  competitive  reasons  to  seek 
smaller  communities  for  practice.  They  also 
find  the  very  small  town  life  to  their  liking. 

Sincerely, 

Dale  Kemmerer,  M.D. 

Emergency  Department 
Saint  Francis  Medical  Center 


Creighton  Names  Pediatrics  Chairman 


OMAHA  — James  T.  Cassidy,  M.D.,  will  join 
the  Creighton  School  of  Medicine  as  professor 
and  chairman  of  pediatrics.  He  also  will  be 
chief  of  pediatrics  on  the  Saint  Joseph 
Hospital  staff. 

Dr.  Cassidy  is  on  the  University  of  Michigan 
Medical  School  faculty  with  academic  ap- 
pointments as  professor  of  pediatrics  and 
communicable  diseases,  and  as  professor  of 
medicine.  He  is  nationally  renowned  for  his 
contributions  to  the  understanding  of  rheu- 
matic diseases  of  childhood  as  well  as  to  their 
treatment  and  rehabilitation. 

“He  brings  qualities  of  leadership  and 
professional  expertise  to  Creighton,  to  Omaha 
and  to  the  region  that  will  be  a great  benefit  to 
all  of  us,”  according  to  Dr.  Richard  O’Brien, 
Creighton  medical  dean.  “He  is  a highly  skilled 
educator,  a productive  scientist  and  an  out- 
standing physician.” 

Dr.  Cassidy  graduated  cum  laude  from  the 
University  of  Michigan  Medical  School  in 
1955.  He  served  his  internship  at  the  University 
Hospital  in  Ann  Arbor  where  he  later  was 
house  officer  in  internal  medicine. 

He  served  a fellowship  in  the  University  of 
Michigan  Rackham  Arthritis  Research  Unit 
doing  work  in  biochemistry  and  immunology 
from  1961-1963.  While  on  sabbatical,  he  did 


investigative  work  in  immunology  at  the 
Clinical  Research  Centre  in  Harrow,  England. 

Dr.  Cassidy  is  a diplomate  of  the  American 
Board  of  Internal  Medicine  and  has  board 
certification  in  the  subspecialty  of  rheuma- 
tology. He  has  been  presented  with  the 
Distinguished  Service  Award  of  the  Arthritis 
Foundation  and  was  a foundation  postdoctoral 
research  fellow.  He  also  held  a special  fellow- 
ship of  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases. 

Dr.  Cassidy  has  served  in  numerous  leader- 
ship roles  with  the  Arthritis  Foundation  and 
the  American  Rheumatism  Association,  in- 
cluding terms  as  chairman  of  the  foundation’s 
Patient  Services  Committee  and  as  chairman 
of  the  association’s  Council  on  Pediatric 
Rheumatology.  He  also  is  the  author  of  the 
Textbook  of  Pediatric  Rheumatology,  pub- 
lished by  John  Wiley  & Sons,  Inc.,  in  1982,  and 
has  authored  or  co-authored  87  scientific 
manuscripts. 

Dr.  Cassidy  and  his  wife  Nancy  have  a son 
John  and  a daughter  Susan.  He  is  scheduled  to 
join  the  Creighton  faculty  May  1. 

Dr.  D.  Methven  Cathro,  who  is  serving  as 
acting  chairman,  will  continue  his  faculty 
responsibilities  as  associate  professor  of 
pediatrics  at  Creighton. 


78  Nebraska  Medical  Journal  March  1984 


Coming  Meetings 

1984  ANNUAL  SESSION  — April  27-30  - 
Omaha  Marriott. 

1984  FALL  SESSION  — Sept.  13-15 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  - 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  - 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27 
Lincoln  Cornhusker. 

UNIVERSITY  OF  NEBRASKA 

33RD  ANNUAL  OBSTETRICS  AND  GYNE- 
COLOGY PROGRAM  — March  8 & 9,  1984. 
This  annual  two  day  program  will  be  held 
at  the  Holiday  Inn,  at  72nd  Street  and  1-80. 
Guest  speakers  will  be  Rudolph  Galask, 
M.D.,  University  of  Iowa,  Moon  Kim,  M.D., 
Ohio  State  University,  Byron  Masterson, 
M.D.,  University  of  Louisville,  George 
Morley,  M.D.,  University  of  Michigan  and 
Jean  Colls,  R.N.P.,  M.N.  from  Torrance, 
California.  Presentations  will  include:  Estro- 
gen, Osteoporosis  & Endometrial  Cancer; 
Contmeporary  Perspective  on  Menopause; 
Postoperative  Infections,  Update  on  the 
Laster  in  Gynecology,  Primary  Amenorrhea, 
Antibiotics,  Management  of  Female  Hirsuit- 
ism.  To  register  or  for  further  information, 
please  contact:  Marge  Adey,  Center  for 
Continuing  Education,  University  of  Ne- 
braska Medical  Center,  42nd  and  Dewey, 
Omaha,  Nebraska  68105.  (402)  559-4152. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Execu- 
tive Committee  Dinner  — Sunday,  March 
18,  1984,  4:00  p.m.  - Social,  followed  with 
meeting  and  dinner  — Omaha  Marriott 
Hotel.  Executive  Committee  and  spouses 
urged  to  attend. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Alumni 
Reception  — Saturday,  March  31,  1984,  5:30- 
7:00  p.m.  In  conjunction  with  Nebraska 
Academy  of  Family  Physicians  Meeting, 
Omaha  Marriott  Hotel.  Cash  Bar.  All  alumni 
and  guests  cordially  invited. 

UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
AOA  Days,  April  19-20,  1984,  UN  Medical 
Center,  Omaha,  Nebr.  Speaker:  Jack  D. 
Welsh,  M.D.,  1954  Alumnus  and  Gastro- 
enterologist from  Oklahoma  City,  Okla. 
Convocation:  12  noon  on  April  19,  Wittson 
Hall  Amphitheater,  UNMC  Campus.  AOA 
Banquet:  6:30  p.m.  on  April  20,  Highland 
Country  Club,  Omaha.  Other  details  to  be 
announced  at  a later  date. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Annual 
Business  Meeting  — Saturday,  April  28, 
1984,  in  conjunction  with  Nebraska  Medical 
Association  Meeting;  4:30  p.m.  in  Lincoln 
Suite,  Omaha  Marriott  Hotel  in  Omaha.  All 
alumni  are  urged  to  attend. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  Dr. 
John  S.  Latta  Centennial  Lectureship, 
Tuesday,  May  1,  1984,  UN  Medical  Center, 
Omaha,  Nebr.  “The  History  of  Medicine  in 
Nebraska”.  Details  to  be  announced. 

* * * 

REVIEW  AND  UPDATE:  GENERAL 

PEDIATRICS  AND  FAMILY  PRACTICE 
— March  18-25,  1984.  Freeport,  Grand 
Bahama  Island,  Princess  Hotel,  Golf,  Beach 
& Tennis  Club.  The  course  will  provide  a 
review  and  update  on  common  pediatric  and 
adolescent  problems,  updates  on  antibiotics, 
cancer  treatment  and  current  status  of  breast 
cancer.  Faculty  will  be  provided  by  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
Creighton  University  School  of  Medicine 
and  the  University  of  Kansas  College  of 
Health  Sciences  and  Hospital.  The  travel 
package  includes  7 nights  and  8 days  at  the 
beautiful  Princess  Hotel  which  has  2 PGA- 
rated  18  hole  golf  courses,  12  tournament 
caliber  tennis  courts  (both  clay  and  all 
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weather),  a private  beach  club,  3 fresh  water 
pools,  deep  sea  fishing  and  casinos.  Round- 
trip  travel  and  lodging  prices  can  be  provided 
from  any  city.  (Examples,  per  person,  from 
Omaha  $708,  from  Denver  $749,  from 
Kansas  City  $640).  The  physician  registra- 
tion fee  is  $400.  The  course  is  approved  for 
AMA  Category  I and  AAFP  Prescribed 
hours  totaling  30.  To  register  or  for  further 
information  please  contact:  Marge  Adey, 
University  of  Nebraska  College  of  Medicine, 
Center  for  Continuing  Education,  42nd  and 
Dewey,  Omaha,  Nebraska  68105.  (402)  559- 
4152.  Or  Miss  Hattie  DeLapp,  Creighton 
University  School  of  Medicine,  Office  of 
Continuing  Education,  2500  California, 
Omaha,  Nebraska  68178.  (402)  280-2550. 


39TH  ANNUAL  MEETING,  NEBRASKA 
CHAPTER  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS  — Marriott  Hotel, 
March  30-31,  1984,  in  conjunction  with  the 
Nebraska  Society  of  Internal  Medicine. 
Among  the  featured  speakers  will  be  Richard 
J.  Reitemeier,  M.D.,  F.A.C.P.,  Professor  of 
Medicine,  Section  of  Gastroenterology,  Mayo 
Clinic,  and  President  of  the  American 
College  of  Physicians.  He  will  speak  on  the 
irritable  bowel  syndrome.  Raymond  C. 
Grandon,  M.D.,  a trustee  of  the  American 
Society  of  Internal  Medicine,  from  Harris- 
burg, Pennsylvania,  will  speak  on  a report 
from  Washington  regarding  current  legisla- 
tion. Ms.  Carol  Schrader,  news  reporter/ 
anchor  of  KETV  Channel  7,  will  be  the 
speaker  at  the  dinner  on  F”iday  night.  Her 
topic  will  be  “TV  Reporting”.  For  further 
information  contact  John  F.  Foley,  M.D., 
F.A.C.P.,  University  of  Nebraska  Medical 
Center,  Department  of  Internal  Medicine, 
42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105. 

FAMILY  PRACTICE  REVIEW  — March  26  - 
April  6,  1984  and  repeated  May  7-18,  1984. 
These  programs  provide  a comprehensive 
review  as  well  as  assistance  in  preparing  for 
the  Recertification  examination.  You  will  be 
able  to  study  most  areas  of  medicine,  which 
will  be  taught  by  over  100  faculty  members 
from  all  departments  of  the  University  of 
Nebraska  College  of  Medicine.  This  two-week 
course  will  be  taught  through  case  studies, 


lectures,  demonstrations  and  audiovisual 
presentations,  as  well  as  with  daily  self- 
assessment  board  type  examinations.  Ap- 
proximately 1,000  pages  of  handout  materials 
plus  several  supplementary  books  will  be 
provided  each  registrant.  Breakfasts, 
lunches,  and  bus  transportation  between 
the  hotel  and  campus  are  included  in  your 
registration  fee.  Modest  priced  hotel  accom- 
modations are  available.  Registration  fee  is 
$825.  A deposit  of  $225  is  required  to  regis- 
ter. 100  approved  hours  for  AMA  & AAFP. 
To  register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 

EMERGENCY  MEDICINE  REVIEW  — 
April  9-14,  1984.  This  course  will  provide 
physicians  engaged  in  the  evaluation  and 
treatment  of  urgent  and  life  threatening 
conditions  with  an  in-depth  review  of  emer- 
gency medicine.  This  six  day,  45  hour, 
comprehensive  review  of  the  field  of  Emer- 
gency Medicine  will  be  of  value  to  physicians 
involved  in  full-time  practice  of  Emergency 
Medicine,  physicians  seeking  certification  in 
Emergency  Medicine  and  primary  care  phy- 
sicians, residents-in-training  seeking  a review 
in  the  field  of  Emergency  Medicine.  To 
register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 


CREIGHTON  UNIVERSITY 

MIDWEST  DRUG  EDUCATION  CON- 
FERENCE, March  29-30,  1984,  Red  Lion 
Inn,  Omaha,  Nebraska,  sponsored  by  As- 
sistance League  of  Omaha  in  cooperation 
with  PRIDE-Omaha,  Inc.  and  Creighton 
University  School  of  Medicine.  For  informa- 
tion: (402)  333-5480  or  397-2327. 

OPHTHALMOLOGY  FOR  THE  FAMILY 
PHYSICIAN,  April  14,  1984,  Marriott  Hotel, 
Omaha,  Nebraska.  Course  Director,  Ira  A. 
Priluck,  M.D.  For  information:  CME  office 
(402)  280-2550. 
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UPDATE  ON  INFECTIOUS  DISEASES, 
April  13,  1984,  Boys  Town  National  In- 
stitute Auditorium,  Creighton  University 
campus.  Course  Director:  Laurel  C.  Preheim, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  April  1-9, 
1984  and  April  8-16,  1984,  Hyatt  Regency, 
Nice,  France.  Course  Director:  Michael  H. 
Sketch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN,  May  16-18,  1984, 
Saint  Joseph  Hospital,  Creighton  University 
campus.  Course  Director:  Syed  Mohiuddin, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

FAMILY  MEDICINE  UPDATE,  May  25-27, 
1984,  The  Lodge  at  Okoboji,  Iowa.  Course 
Director:  Fred  J.  Pettid,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

MAURICE  GRIER  SYMPOSIUM,  June  2, 
1984,  Saint  Joseph  Hospital,  Creighton  Uni- 
versity campus.  Course  Director:  James  W. 
Daly,  M.D.  For  information:  CME  office 
(402)  280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  May  31  - 
June  7,  1984  and  June  17-24,  1984,  Banff, 
Alberta,  Canada.  Course  Director: 
Michael  H.  Sketch,  M.D.  For  information: 
CME  office  (402)  280-2550. 

ALLERGY  FOR  THE  CLINICIAN,  June  15- 
16,  1984,  Boys  Town  National  Institute 
Auditorium,  Creighton  University  campus. 
Course  Director:  Robert  C.  Townley,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 


UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

PEDIATRIC  OPHTHALMOLOGY  — April 
13,  1984,  University  of  Kansas  Medical 


Center,  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
7 hours  - AMA  Cat.  I 

IMPLICATIONS  OF  THE  MICROCOM- 
PUTERS FOR  SPEECH-LANGUAGE- 
HEARING CLINICIANS  — April  13  and  14, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  KS. 
Credit:  10  hours  AMA  Cat.  I,  ASHA.  Fees: 
$50. 

ANNUAL  PATHOLOGY  SCIENTIFIC 
SEMINAR  — April  14,  1984.  Sponsor:  Uni- 
versity of  Kansas  Medical  Center.  Location: 
Rieke  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  KS.  Credit:  7 hours  AMA 
Cat.  I. 

AMERICAN  ASSOCIATION  OF  ENDO- 
CRINE SURGEONS  ANNUAL  MEETING 
— April  15-18,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Ala- 
meda Plaza  Hotel,  Wornall  at  Ward  Parkway, 
Kansas  City,  Missouri. 

VENTILATION/PERFUSION  AND  GAS 
EXCHANGE:  A PHYSIOLOGIC  AP- 

PROACH — April  19  and  20,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Granada  Royale  Hometel,  220  W.  43rd 
St.,  Kansas  City,  Missouri.  Credit:  1 1 - AMA 
Cat.  1;  9.5  - AAFP,  RT,  CRNA,  CNE.  Fees: 
Physicians  — 2 days  $125,  1 day  $70;  Nurses 
& Therapists  — 2 days  $70,  1 day  $45; 
Students  $10. 

10TH  ANNUAL  POSTGRADUATE  FAMILY 
PRACTICE  SYMPOSIUM  — April  25  and 
26,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

29TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — April  27,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Battenfeld  Auditorium,  University  of 
Kansas  Medical  Center,  39th  and  Rainbow 
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Blvd.,  Kansas  City,  KS.  Credit:  6 hours 
AMA  Cat.  I,  AAFP. 

34TH  ANNUAL  POSTGRADUATE 
SYMPOSIUM  ON  ANESTHESIOLOGY 
— April  27,  28,  and  29,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Crown  Center  Hotel,  One  Pershing 
Road,  Kansas  City,  Missouri.  Credit:  15 
hours  AMA  Cat.  I,  13  hours  AAFP,  CRNA. 
Fees:  3 days  - $240,  2 days  - $180;  1 day  - $95. 

MUSCULOSKELETAL  TUMOR  SOCIETY 
MEETING  — May  10,  11,  and  12,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Alameda  Plaza  Hotel, 
Wornall  at  Ward  Parkway,  Kansas  City, 
Missouri.  Credit:  AMA. 

KANSAS  MEDICINE:  TEN  YEARS  LATER 
— May  11,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 
Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

EXTRACAPSULAR  CATARACT  EXTRAC- 
TION — IMPLANTATION  OF  INTRA- 
OCULAR LENSES  — May  17,  18,  and  19, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Rieke  Auditorium,  Uni- 
versity of  Kansas  Medical  Center,  39th  and 
Rainbow  Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I. 

EARLY  BREAST  CANCER  — May  21  and 
22,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP,  CNE. 

PEDIATRIC  EMERGENCIES  — May  14  and 
15,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA  Cat.  I,  AAFP, 
CNE. 


A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
May  24  and  25,  1984.  Sponsor:  University 


of  Kansas  Medical  Center.  Location:  Sudler 
Hall,  University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  AAFP. 
Fee:  $550. 


SCHEDULED  MEETINGS 

36TH  ANNUAL  MIDWEST  CANCER  CON- 
FERENCE, American  Cancer  Society, 
Kansas  Division  — March  9 and  10,  1984, 
Hilton  Inn  East,  Kellogg  and  Rock  Road, 
Wichita,  Kansas.  Topic:  “Genitourinary 

Malignancies”. 

“DEVELOPING  INTERVIEWING  AND 
COUNSELING  SKILLS”  - Two  day  work- 
shop sponsored  by  the  Nebraska  Department 
of  Health,  Nutrition  Division.  The  workshop 
will  feature-keynote  speaker  Harold  Engen, 
Ed.D  from  the  University  of  Iowa.  Workshop 
participants  will  learn  techniques  for 
effectively  interviewing  and  counseling 
patients,  clients,  and  staff.  Meeting  date: 
March  29-30,  1984.  Location:  UNL  - East 
Campus  Union,  Lincoln,  Nebraska.  Continu- 
ing education  credits  will  be  requested  from 
the  Nebraska  Nurses’  Association,  American 
Dietetic  Association  and  Hospital,  Institu- 
tions, and  Educational  Food  Service  Society. 
For  more  information,  contact  the  Nebraska 
Department  of  Health,  Nutrition  Division, 
301  Centennial  Mall  South,  P.O.  Box  95007, 
Lincoln,  Nebraska  68509  or  call  402-471- 
2781. 

ELECTROCONVULSIVE  THERAPY  - 1984 
UPDATE  — April  6-7,  1984,  Sheraton  Inn 
and  Conference  Center  and  University  of 
Wisconsin  Clinical  Science  Center,  Madison, 
Wisconsin.  Sponsors:  The  Center  for  Af- 
fective Disorders  and  Department  of  Psy- 
chiatry, University  Medical  School,  Hospital 
and  Clinics.  Audience:  Psychiatrists,  psy- 
chologists, nurses,  and  mental  health  pro- 
fessionals. Credit:  10  hours  of  Category  I of 
the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  and  1.0  CEUs 
by  University  of  Wisconsin-Extension.  Fees: 
$200  for  physicians,  nurses,  health  care 
professionals,  $100  for  residents  and  trainees. 
For  further  information  contact:  Dorothy  B. 
Davidson,  Ph.D.,  Program  Coordinator, 
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Center  for  Affective  Disorders,  Department 
of  Psychiatry,  University  of  Wisconsin 
Hospital  and  Clinics,  600  Highland  Avenue, 
Madison,  Wisconsin  53792,  (608)  263-6129. 

NORTHERN  COLORADO  CARDIOVAS- 
CULAR SYMPOSIUM,  Cardiac  Arrhyth- 
mias: Current  Trends  in  Management.  May 
4,  1984,  Colorado  State  University,  Fort 
Collins,  Colorado.  Sponsor:  Cardiovascular 
Associates  of  Fort  Collins,  P.C.  Contact: 


Office  of  Conferences  and  Institutes,  Colo- 
rado State  University,  Fort  Collins,  CO 
80523,  303/491-6222.  Fee:  $50  practicing 
physicians,  $30  physicians  in  training, 
nurses,  and  paramedical  personnel. 


THIRD  ANNUAL  CORNHUSKER  CANA- 
DIAN CLINICAL  CONFERENCE  - 
TRAUMA,  June  24-29,  1984,  Lynn  Lake, 
Manitoba,  Canada. 


Welcome  New  Members 


George  K.  Bascom,  M.D. 
Box  K 

Kearney,  NE  68847 

Bart  Kolste,  M.D. 

Ogallala,  NE  69153 

Jerry  K.  Seiler,  M.D. 

620  N.  Denver  Ave. 
Hastings,  NE  68901 

Alden  F.  Kielhorn,  M.D. 
31st  & Central  Ave. 
Kearney,  NE  68847 

Thomas  M.  Connors,  M.D. 
6801  No.  72nd 
Omaha,  NE  68122 


Robert  J.  Hacker,  M.D. 

10330  Regency  Parkway  Dr. 

Omaha,  NE  68114 

Richard  L.  O’Brien,  M.D. 

601  N.  30th 
Omaha,  NE  68131 

Patrick  L.  Sitorius,  M.D.  (reinstated) 
Cozad,  NE  69130 

Gilbert  Head,  M.D. 

14214  “U”  St. 

Omaha,  NE  68137 

Debra  E.  Mostek,  M.D. 

O’Neill,  NE  68763 
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WashingtoNo  tes 

(Continued  from  page  14A) 

right  of  final  say.  The  Department  of  Health 
and  Human  Services  is  still  free  to  override  the 
opinions  of  parents,  physicians,  hospital  ad- 
ministrators, and  even  the  review  board. 

Posted  notices,  although  smaller  and  more 
discreet  in  location,  will  still  publicize  the  toll- 
free,  24-hour  HHS  phone  number.  However, 
cases  of  suspected  neglect  may  be  reported  to 
the  hospital  review  board  or  state  child 
protection  agency  instead  of  Washington,  D.C. 
If  federal  HHS  offices  decide  that  neglect  did 
occur,  the  hospital  stands  to  lose  all  federal 
funds,  including  Medicare  and  Medicaid. 

The  rule’s  start-up  date,  set  for  Feb.  11, 
should  be  deferred,  say  a coalition  of  medical 
groups.  According  to  a letter  sent  to  HHS 
Secretary  Margaret  Heckler  by  the  American 
Medical  Association,  the  American  College  of 
Obstetricians  and  Gynecologists,  the  Ameri- 
can Academy  of  Family  Physicians,  and  the 
Association  of  American  Medical  Colleges,  a 
deferral  will  give  the  courts  time  to  decide 
whether  Section  504  of  the  Federal  Rehabilita- 
tion Act  applies,  as  HHS  claims  it  does. 

The  extra  time  would  also  give  local  ethical 
review  boards  a chance  to  offer  advice  about 
these  critical  care  decisions,  according  to  the 
coalition.  Many  of  these  committees  are  just 
now  being  established  and  could  operate  more 
smoothly  without  HHS  breathing  down  their 
necks,  they  say. 

Furthermore,  a deferral  would  not  affect  the 
claimed  authority  of  the  government  in  the 
“Baby  Doe”  arena,  the  medical  groups  told 
Heckler.  It  is  unlikely  that  a deferral  would 
interfere  with  any  life-saving  measures,  they 
added. 

* * * 

Medicare  Physicians  Lists  Out 

Medicare  officials  have  called  for  prepara- 
tion of  directories  of  physician  Medicare 
assignment  rates. 

The  directories,  compiled  by  the  insurance 
plans  which  contract  to  administer  Medicare, 
are  not  likely  to  be  entirely  satisfactory  to 
either  beneficiaries  or  physicians.  However, 


Health  Care  Financing  Administration  (HCFA) 
officials  say  they  are  to  be  updated  after  June  1 
and  they  regard  this  effort  as  a trial  run. 

Under  the  present  arrangement,  Medicare 
contractors  will  distribute  their  own  directories 
of  physicians  in  their  area  to  Social  Security 
offices  and  to  state  and  area  Agencies  on  Aging. 
Groups  representing  the  elderly  and  state 
medical  societies  and  health  organizations  can 
obtain  a copy  of  the  directory  from  the  carrier, 
and  individuals  may  examine  the  directories  at 
the  Social  Security  or  AO  A offices.  HCFA  also 
plans  to  make  lists  available  for  purchase, 
probably  through  the  Medicare  contractors. 

HCFA  provided  only  general  instructions  to 
the  contractors,  directing  that  the  guides  be 
understandable  to  the  elderly  and  that  they 
identify  the  percentage  of  assigned  claims  in 
increments  of  10;  i.e.,  from  0-10%,  to  90-100%. 
Data  is  provided  on  medical  suppliers  and 
other  health  care  providers  as  well  as  phy- 
sicians. Providers  submitting  less  than  100 
claims  to  Medicare  in  the  previous  year  are  not 
included. 

In  organizing  the  directories,  some  Medicare 
contractors  provided  extensive  explanations  of 
the  types  of  data  included  and  provided  phone 
numbers  for  questions;  others  included  only 
sketchy  explanations.  Some  listed  all  physicians 
in  the  contractor  area  alphabetically;  others 
broke  the  listing  down  into  small  geographic 
areas  or  organized  according  to  specialty  or 
percentage  of  claims  accepted  on  assignment. 
Some  did  not  even  list  the  specialty. 

* * * 

Healthier  America,  But  There’s  A Cost 

Americans  are  healthier  than  ever,  according 
to  the  annual  report,  “Health  United  States,” 
released  by  the  Department  of  Health  and 
Human  Services  in  January. 

But  the  price  tag  for  health  care  services 
also  continues  to  climb,  outstripping  inflation, 
the  report  shows. 

Health  Status: 

* After  a temporary  decline  after  the  1980 
flue  epidemic,  American  life  expectancy  has 
resumed  its  upward  trend.  Women  born  in 
1982  can  expect  to  live  to  age  78.2  years,  up 
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from  77.9  years  in  1981.  Men  will  live  an 
average  of  70.8  years,  up  from  70.3  in  1981. 

* Infant  mortality  continues  to  decline, 
reaching  11.2  deaths  per  1,000  live  births, 
down  from  11.7  deaths  in  1981.  But  the 
mortality  rate  for  black  infants  remains  almost 
twice  as  high  as  for  whites. 

* Fertility  climbed  in  the  late  1970s,  re- 
versing the  plummet  of  birth  rates  seen  in  the 
early  part  of  the  decade.  Yet,  it  is  far  from  the 
proportions  of  the  “baby  boom”  of  the  1950s. 
There  were  15.9  births  per  1000  population  in 
1980,  compared  to  25.0  births  per  1000 
population  in  1955.  The  average  number  of 
births  expected  by  women  18-34  years  of  age 
has  decreased  during  the  past  decade  from  2.6 
in  1971  to  2.2  in  1980. 

* Cardiovascular  disease  and  cerebrovas- 
cular disease  claimed  fewer  lives  in  1982  than 
in  1981,  from  196  to  190  deaths  per  100,000 
population  and  38  to  36  deaths  per  100,000 
population,  respectively.  Malignant  neoplasms 
have  increased,  however,  from  131  to  133 
deaths  per  100,000  population  between  1981 
and  1982. 

Health  Care  Expenditures: 

* In  1982,  health  care  expenditures  in  the 
United  States  totalled  $322.4  billion,  an 
average  of  $1,365  per  person,  and  comprised 
10.5%  of  the  gross  national  product.  By 
comparison,  1981  health  care  expenditures 
totalled  $286.6  billion,  an  average  of  $1,225 
per  person,  and  comprised  9.8%  of  the  gross 
national  product. 

* Medical  care  prices  continued  to  increase 
above  and  beyond  the  inflation  rate,  the  report 
said.  Between  1981  and  1982,  medical  care 
prices  grew  11.6%,  compared  to  a 6.1% 
increase  in  the  Consumer  Price  Index.  In  the 
prior  year,  medical  care  prices  grew  10.8%, 
compared  to  a 10%  increase  in  the  overall 
index. 

* Hospital  care  expenditures  continue  to 
claim  the  largest  share  of  the  health  care 
dollar;  42%  of  all  expenditures  in  1982. 
Physician  services,  dentist  services  and  nursing 
home  care  accounted  for  19%,  6%  and  9%, 
respectively. 

Utilization  of  Health  Care  Resources 

* Cardiac  catheterization  among  middle- 


aged  and  elderly  men  continues  to  increase 
rapidly.  Between  1979  and  1981,  cardiac 
catheterization  increased  97%  for  men  over 
age  65  and  34%  for  men  aged  45-64.  Coronary 
bypass  surgery  increased  27%  for  younger  men 
and  89%  for  men  over  age  65. 

* CAT  scans  among  hospitalized  persons 
doubled  between  1979  and  1981,  from  0.8  to 
1.8  per  1000  persons  in  all  age  and  sex  groups. 

* Diagnostic  ultrasound  among  hospitalized 
women  increased  91%  between  1979  and 
1981.  The  increase  was  particularly  dramatic 
— 126%  — in  women  over  age  65. 

* Lens  extraction  among  the  elderly  in- 
creased 30%  between  1979  and  1981.  Further- 
more, 57%  of  these  procedures  were  accom- 
panied by  the  insertion  of  a prosthetic  lens  in 
1981,  compared  with  36%  in  1979. 

Health  Care  Resources: 

* The  proportion  of  women  among  grad- 
uates of  health  professions’  schools  has  in- 
creased steadily  since  the  1960s.  The  pro- 
portion of  female  medical  school  graduates 
jumped  from  5%  in  1955  to  23%  in  1980. 

* Compared  to  voluntary  hospitals,  both 
urban  and  rural  public  hospitals  had  higher 
newborn  death  rates  and  a greater  incidence  of 
low-birth-weight  infants. 

* In  metropolitan  areas,  public  hospitals 
treated  more  minority  patients  than  voluntary 
hospitals  (20%  vs.  11%),  more  Medicaid 
patients  (15%  vs.  8%),  and  more  uninsured 
patients  (12%  vs.  6%). 

* * * 

White  House  Accepts  ‘Inefficiency’  Report 

A White  House  review  team  says  it  has 
agreed  at  least  in  part  to  about  95%  of  the 
recommendations  of  a Presidential  Task  Force 
charged  with  “rooting  out  inefficiency  in 
government.”  The  White  House  has  not  yet 
reviewed  a special  report  that  strongly  criti- 
cizes the  new  Medicare  diagnosis  related 
groups  (DRGs)  payment  plan,  however. 

Furthermore,  although  both  the  President 
and  his  staff  are  publicly  praising  the  Presi- 
dent’s Private  Sector  Survey  on  Cost  Control, 
their  support  contains  some  carefully-worded 
caveats,  and  privately  many  Administration 
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officials  are  questioning  the  group’s  recom- 
mendations. 

A group  of  business  executives  headed  by 
Peter  J.  Grace  of  the  W.R.  Grace  Company, 
the  Private  Sector  Survey  produced  47  vol- 
umes and  2,500  recommendations  they  said 
could  save  the  government  $400  billion  over 
three  years.  About  $45  billion  of  the  savings 
would  come  from  health  programs. 

Critics  have  charged  that  the  recommenda- 
tions simply  rehash  suggestions  that  have  been 
floating  around  Washington  for  years,  that  the 
savings  are  overstated,  and  that  many  of  the 
proposals  are  politically  impossible.  Much  of 
the  savings  would  not  accrue  until  well  into  the 
next  century. 

Much  of  the  Commission's  work  was  com- 
pleted last  summer  and  a team  of  White  House 
and  Office  of  Management  and  Budget  staff 
have  been  reviewing  the  proposals  made  at 
that  time.  A White  House  spokesman  said  the 
review  teams  agreed  in  part  with  95%  of  the 
recommendations  for  HCFA  and  PHS  and 
75%  of  those  for  the  management  of  the 
Department  of  Health  and  Human  Services. 

Most  of  the  recommendations  contained 
many  subproposals,  however,  and  members  of 
the  review  team  hedge  their  estimates  of 
approval  rates  for  the  Commission’s  proposals 
by  noting  that  the  reviewers  agreed  to  “imple- 
ment at  some  level”  the  overall  recommenda- 
tion. No  specifics  are  available.  The  White 
House  has  not  yet  seen  a just  completed 
special  report  that  strongly  criticizes  Medi- 
care’s diagnosis  related  groups  payment 
scheme  before  concluding  that  its  use  is 
justified  for  “short-term  crisis  management.” 

For  HHS  as  a whole,  the  Grace  Commission 
called  for  a 20%  reduction  (1500  positions)  in 
management  staff,  including  the  elimination  of 
the  Office  of  Assistant  Secretary  for  Health. 
HHS  Secretary  Margaret  Heckler  announced 
earlier  this  year  that  in  line  with  the  Com- 
mission proposals,  she  is  freezing  hiring  in  her 
office. 

For  HCFA,  major  Commission  recommen- 
dations included:  moving  away  from  free  for 
service  reimbursement  to  physicians;  reducing 
excess  hospital  capacity;  reducing  and  con- 
solidating HCFA  staff;  expanding  the  use  of 
competitive  bidding  for  contracts  to  administer 


Medicare;  and  expanding  DRGs  to  cover  all 
payers.  The  report  called  for  experiments  with 
physician  reimbursement  based  on  fee  sche- 
dules and  on  preferred  provider  organizations. 

The  Reagan  Administration  has  opposed 
expanding  DRGs  to  all  payers  and  in  its  final 
report,  the  Commission,  without  overtly  with- 
drawing its  earlier  recommendation  to  expand 
the  system,  labeled  this  a “short  term  re- 
sponse” which  in  the  long  term  should  be 
replaced. 

For  the  PHS,  the  task  force  recommended: 
limiting  the  administrative  costs  for  National 
Institutes  of  Health  research  grants;  revising 
payment  procedures  for  contracted  care  under 
the  Indian  Health  Service;  reducing  eligibility 
for  Indian  Health  Service  benefits;  consolidat- 
ing federal  toxicology  testing;  eliminating  staff; 
increasing  funds  collected  from  National 
Health  Service  Corps  sites;  and  improving 
collection  of  student  loans. 

In  other  health-related  recommendations, 
the  commission  suggested  that  the  cost  of 
federal  employees’  health  benefits  be  con- 
strained by  permitting  employees  to  change 
plans  only  once  every  two  years  and  that  a 
“health  agency”  be  created  within  the  Depart- 
ment of  Defense.  The  new  agency  would 
manage  what  now  amounts  to  four  inde- 
pendent health  systems  within  DOD. 

The  commission  was  particularly  critical  of 
the  Veterans  Administration  Hospitals  system, 
concluding  that  their  average  length  of  stay  is 
probably  too  long  and  that  VA  hospitals  are 
under  utilized.  It  recommends  converting  VA 
hospital  beds  to  long  term  care  beds  and  said 
VA  health  facilities  should  be  shared  by  active 
military  personnel  and  dependents. 

* * * 

HHS  Backs  Away  From  Loan  Suspensions 

The  Department  of  Health  and  Human 
Services,  concerned  over  potential  political 
ramifications,  has  backed  down  on  its  plan  to 
suspend  37  medical  schools  from  the  $246 
million  federal  student  loan  program. 

HHS  had  said  that  it  would  penalize  the 
medical  and  other  health  professions  schools  if 
they  could  not  lower  loan  delinquency  rates  to 
5%  of  money  owed  by  January  1,  1984.  Some 
123  schools  were  informed  in  November  that 
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they  had  not  met  the  standard  and  would  be 
suspended  if  they  could  not  meet  the  target  or 
cut  delinquency  rates  in  half  by  December  31. 

A flurry  of  meetings  between  the  White 
House,  its  Office  of  Management  and  Budget 
and  HHS  has  now  brought  another  post- 
ponement of  the  deadline  — to  December  31, 
1984. 


Diet/Drug  Studies  Reduce 
Heart  Attack  Risk 

Coronary  heart  disease  can  be  prevented  in 
men  at  high  risk  by  lowering  blood  cholestrol 
levels  through  diet  and  drugs,  according  to  a 
government  study  released  in  January  in  the 
pages  of  the  Journal  of  the  American  Medical 
Association. 

Men  receiving  the  anti-cholesterol  drug 
cholestyramine  experienced  a total  of  155  fatal 
and  non-fatal  heart  attacks  compared  to  187 
attacks  experienced  by  men  receiving  a 
placebo,  an  NIH  study  found. 

Investigators  calculated  that  the  drug  pro- 
duced a 24%  reduction  in  fatal  heart  attacks 
and  a 19%  reduction  in  non-fatal  heart  attacks. 

There  were  other  indicators  of  reduced  risk: 
persons  receiving  the  drug  experienced  a 24% 
reduction  in  postivie  ECG,  a 20%  reduction  in 
angina,  and  a 21%  reduction  in  coronary 
bypass  surgery,  compared  to  persons  receiving 
a placebo. 

“These  results  have  the  potential  to  mark- 
edly reduce  the  large  number  of  heart  attack 
deaths  presently  experienced  in  this  country,” 
said  C.  Edward  Davis,  Ph.D.,  deputy  director 
of  the  Lipid  Research  Clinic  Program  at  the 
University  of  North  Carolina  in  Chapel  Hill. 
Coronary  heart  disease  is  responsible  for  more 
deaths  in  the  U.S.  than  any  other  disease:  one 
per  minute,  or  more  than  half  a million  each 
year. 

Of  the  560,000  persons  who  die  in  the  U.S. 
each  year  from  heart  attacks  caused  by 
atherosclerosis,  an  estimated  100,000  could  be 
saved  by  the  study’s  anti-cholesterol  regimen, 
said  Basil  Rifkind,  M.D.,  of  the  National  Heart, 
Lung  and  Blood  Institute  in  Washington,  D.C. 

The  study  was  large  and  complex:  3,806 
participants  visited  13  medical  centers  across 


the  U.S.,  collectively  making  193,000  clinic 
visits,  generating  over  1 million  data  forms, 
giving  341,000  blood  samples,  and  undergoing 
72,000  electrocardiograms. 

Participants  were  men  aged  35  to  59  who 
had  blood  cholesterol  levels  of  at  least  265 
mg/dl,  but  no  clinical  evidence  of  disease.  The 
group  was  divided  evenly  into  two  identical 
subsets:  half  received  diet  instructions  (re- 
stricted to  400  mg  of  cholesterol  per  day)  and  a 
placebo  while  the  other  half  received  identical 
diet  isntructions  and  the  drug  cholestyramine. 
The  study  was  double-blind.  Each  patient  was 
followed  at  least  seven  years;  a few  were 
followed  10  years. 

When  both  treatment  groups  were  on  diet 
only,  there  was  an  average  3.5%  fall  in  total 
cholesterol  and  a 4.0%  fall  in  LDL  cholesterol 
for  all  persons.  With  initiation  of  drug  therapy, 
differences  in  cholesterol  levels  between  the 
two  treatment  groups  became  apparent  during 
the  first  year  and  maintained  that  gap  through- 
out the  study.  Differences  in  disease  rates 
between  the  two  groups  became  apparent  by 
the  third  years  and  widened  for  the  duration  of 
the  study. 

It  has  long  been  accepted  that  high  choles- 
terol levels  are  linked  to  elevated  incidence  of 
heart  disease.  However,  it  had  never  actually, 
been  proven  that  cholesterol  reduction  causes 
a parallel  reduction  of  disease.  This  study 
shows  that,  as  a rough  rule  of  thumb,  each  1% 
fall  in  cholesterol  level  is  associated  with  a 2% 
reduction  in  the  rate  of  heart  attack. 

The  study’s  findings  should  be  extended  to 
women  and  younger  men  with  high  blood 
cholesterol  levels,  the  researchers  said.  People 
with  more  modest  choletserol  elevation  could 
also  benefit  by  cholesterol  reduction,  they  say. 

New  Anti-Smoking  Gum 

The  Food  and  Drug  Administration  has 
approved  a chewing  gum  containing  nicotine  to 
help  physically  dependent  cigarette  smokers. 

Available  only  by  prescription,  the  gum 
Nicorette  does  not  eliminate  the  desire  for  a 
cigarette  but  can  provide  a short-term  alterna- 
tive source  of  nicotine.  FDA  officials  say 
Nicorette  is  not  addictive,  however. 

According  to  FDA,  smokers  who  have  a high 
physical  dependence  on  nicotine  are  the  most 
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likely  to  benefit  from  use  of  the  gum.  Such 
persons  typically  smoke  more  than  15  cig- 
arettes a day,  prefer  brands  of  cigarettes 
with  amounts  of  nicotine  greater  than  0.9 
milligrams  each,  and  find  the  first  cigarette  in 
the  morning  the  hardest  to  give  up. 

The  gum  should  not  be  used  by  pregnant  or 
nursing  mothers,  persons  with  certain  heart 
conditions,  persons  with  a disease  that  makes 
chewing  difficult,  and  nonsmokers,  according 
to  FDA. 

Pacemaker  Abuses  Hotline 

The  Health  Care  Financing  Administration, 
which  has  been  accused  by  some  Congres- 
sional committees  of  inadequately  policing 
rebates  and  other  abuses  in  the  cardiac 
pacemaker  industry,  has  notified  its  Medicare 
contractors  that  rebates,  kickbacks  and  other 
such  industry  practices  may  be  subject  to  fines 
of  $25,000  or  five  year  prison  terms. 

A form  letter  to  be  sent  to  all  the  pacemaker 
suppliers  covered  by  the  contractor  was 
included  with  the  instructions.  It  suggests  that 
these  and  other  abuses  can  be  reported  on  a 
fraud  hotline  maintained  by  the  Health  and 
Human  Services  Department’s  Office  of  In- 
spector General. 
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Physicians'  Classified 

FOR  SALE:  Eastern  Nebraska  physician  re- 
tiring. Wants  to  sell  modern,  up  to  date  office, 
practice,  equipment,  etc.  Contact  (by  letter  only)  ■ 
Nebraska  Medical  Journal,  Box  006,  1512  First  \ 
National  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTITIONER  NEEDED:  Two 
Boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Pro- 
gressive West  Central  Nebraska  community  of 
3,500.  Modern  superiorly  equipped  clinic  and 
hospital.  Please  contact  Joe  Davis,  M.D.  or  Larry 
Wilson,  M.D.,  902-20th  Street,  Gothenburg,  NE 
69138.  (308)  537-7131. 

EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modern  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

FOR  SALE:  Family  Practice  with  office  building. 
Gross  income  $14K.  Town  is  clean,  nice  people  and 
excellent  school  system.  No  drug  or  drinking 
problems.  Reply  to  Box  007,  Nebraska  Medical 
Journal,  1512  First  National  Bank  Bldg.,  Lincoln, 

NE  68508. 

FAMILY  PRACTITIONER:  To  join  a multi- 
specialty group  in  Lincoln,  Nebraska  to  practice  in 
a satellite  operation.  Complete  support  provided. 
First  year  salary  guaranteed.  Good  fringe  benefits. 
Please  contact  Bob  Gallion,  Box  81009,  Lincoln, 

NE  68501.  Telephone  (402)  473-3900. 

NEEDED:  Internal  Medicine;  Pediatric;  OB/GYN 
specialists  for  growing  multi- specialty  group  practice 
in  Lincoln,  Nebraska.  First  year  salary  guaranteed, 
negotiable.  Please  contact  R.  Z.  Gallion,  Box 
81009,  Lincoln,  NE  68501  or  telephone  (402)  473- 
3900. 

PROGRAM  DIRECTOR:  The  Lincoln  Medical 
Education  Foundation  of  Lincoln,  NE  is  recruiting 
a Program  Director  for  a community  based  Family 
Practice  Residency  Program,  affiliated  with  the 
University  of  Nebraska  Medical  Center.  This  fully 
accredited  and  established  program,  approved  for 
eighteen  positions,  offers  a unique  opportunity  to 
participate  with  a coalition  of  hospitals  and 
physicians  interested  in  training  family  physicians 
for  rural  areas.  ABFP  and  previous  teaching 
experience  required.  Send  letter  of  interest  and 
curriculum  vitae  to:  Charles  L.  Barton,  M.D., 
Chairman,  Search  Committee,  Lincoln  Medical 
Education  Foundation,  4600  Valley  Road,  Lincoln, 

NE  68510. 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Ftoche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.112 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.13 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
13: 18-22,  Jan  1971  4.  Kales  A el  al:  JAMA  241: 1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/  1039  1041,  Sep  15,  1978  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19: 576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Aim  Geriatr  Soc  27: 541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ  11.  Karacan  1,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  (E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving)  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 
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— 1984  ANNUAL  SESSION 

NEBRASKA  ALLERGY  SOCIETY 

This  course  represents  an  up-to-date  review  of  the  pre- 
sentation, diagnosis,  and  therapy  of  chemically-induced 
immunologic  lung  disease.  Included  will  be  discussion  of 
immunologic  laboratory  procedures  used  in  the  evaluation  of 
these  diseases. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

Discussions  on  the  general  topic  of  dermatology  will  focus  on 
three  distinct  areas,  emphasizing  the  practical  aspects  of 
new  information.  The  lectures  will  include  one  hour  on 
dermatologic  surgical  techniques,  one  hour  on  the  latest 
dermatologic  research  of  specific  practice  value,  and  one 
hour  discussion  of  the  newly  released  dermatologic  medica- 
tions including  Accutane  and  Acyclovir. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 

This  program  will  emphasize  the  techniques  of  treatment 
useful  in  the  first  few  hours  of  emergency  care.  What  you 
need  to  know  in  the  first  few  hours  before  you  have  time  to 
get  a book. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
PEDIATRICS  & THE  NEBRASKA  PEDIATRIC  SOCIETY 

These  sessions  will  be  devoted  to  topics  designed  to  assist 
the  office  practitioner  with  the  practice  of  pediatrics.  Na- 
tionally recognized  speaker.  Doctor  Bernhard  Signsen,  will 
discuss  rheumatology,  and  detailed  presentations  on  acci- 
dent prevention,  physical  conditioning  and  office  computers 
are  scheduled. 

NEBRASKA  PERINATAL  ORGANIZATION 

The  Nebraska  Perinatal  Organization  will  present  speakers 
covering  topics  such  as  invitro  fertilization,  neonatal 
anesthesia,  pulmonary  surfactant,  life  and  death  decisions, 
maternal  transport,  and  emerging  legal  issues  in  perinatal 
practice. 

NEBRASKA  ACADEMY  OF  OPHTHALMOLOY 

This  course  is  designed  to  present  a brief  summary  of  neuro- 
ophthalmologic  abnormalities  as  they  relate  to  the  pupil 


SCIENTIFIC  PROGRAMS  "■ 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  program  will  be  a forum  for  presentation  of  papers 
generated  by  physician  members  of  the  American  College  of 
Surgeons  as  well  as  resident  members  who  are  candidates 
for  the  American  College  of  Surgeons. 

NEBRASKA  THORACIC  SOCIETY 

Update  on  pediatric  and  adult  asthma  management  with 
newer  treatment  modalities  and  research  presented. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 

The  title  of  this  program  is  Challenge:  Managing  the  Arthritic 
Patient.  This  program  is  a collaborative  effort  of  the  Arthritis 
Foundation  and  Syntex  Laboratories,  in  cooperation  with  the 
American  Academy  of  Family  Physicians. 

NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS 

This  course  will  present  primarily  basic  concepts  of  obstetri- 
cal anesthesia,  specifically  anesthesia  for  Cesarean  section 
under  general  as  well  as  regional  anesthesia.  It  will  present 
an  update  on  anesthesia  for  complicated  high  risk  obstetrics. 
Topics  in  the  area  of  critical  anesthesia  will  also  be 
presented. 

NEBRASKA  MEDICAL  ASSOCIATION 
PHYSICIAN  ADVOCACY  COMMITTEE 

This  Impaired  Physician  Workshop  for  physicians  and  spouses 
will  feature  John-Henry  Pfifferling.  Ph  D A positive  tour  for 
physicians  and  their  spouses  through  the  maze  of  potential 
problems  — the  goals  and  REWARDS  being: 

Promotion  of  physician  well-being. 

Prevention  of  physician  and  spouse  burnout. 

How  to  identify  potential  stress  points  in  practices 
and  partnerships. 

How  to  develop  skills  for  coping  with  these  problems. 


NEBRASKA 


WashingtoN otes 


Hospitals  Win/Lose  Under  Final  DRGs 

Hospitals  got  several  things  they  asked  for  in 
the  final  regulations  for  medicare's  new  fixed- 
price  payment  system,  but  they'll  have  to  live 
with  a $24  million  reduction  in  reimbursement 
next  year. 

The  final  regulations  for  the  Diagnosis 
Related  Groups  (DRGs)  published  in  the 
Federal  Register  January  3 offer  several 
important  changes  in  the  regulations  in  effect 
since  October  1.  The  new  rules  are  expected  to 
cut  Medicare  payments  to  hospitals  by  more 
than  $100  million  a year  after  1986. 

Hospitals  generally  were  pleased  with 
changes  that  loosen  the  criteria  for  exemptions 
from  DRGs  for  certain  types  of  hospitals,  that 
permit  hospitals  to  charge  Medicare  patients 
for  requested  services  the  hospital  and  phy- 
sician have  found  unnecessary,  and  modify  the 
calculation  of  payments  for  unusually  lengthy 
or  costly  cases.  Some  physician  groups,  in- 
cluding the  AMA,  commended  HCFA  for 
modifications  relating  to  indirect  medical 
education  costs,  but  they  reiterated  their 
opposition  to  the  “radical  restructuring”  of  the 
health  care  system  under  DRGs. 

Both  hospitals  and  physician  groups  are 
unhappy  about  an  OMB-instigated  modifica- 
tion that  hospital  experts  predict  will  reduce 
the  payment  per  Medicare  case  by  $9  to  $13 
and  decrease  total  Medicare  payments  to 
hospitals  by  $24  million  next  year.  The 
diminished  payments  result  from  a decrease  in 
the  inflation  update  for  DRG  rates  from  the 
11.7%  published  in  the  interim  regulations  to 
10.9%  in  the  final  regulations. 

Though  critical  of  the  precedent  set  by  the 
reduction  in  the  inflation  factor,  hospital 
officials  say  its  initial  impact  is  outweighed  by 
their  success  in  renegotiating  the  way  DRG 
payments  are  calculated  for  outlier  cases  that 
exceed  normal  lengths  of  stay  or  are  unusually 
costly.  In  effect,  the  change  means  that  during 
the  transition  to  a totally  national  DRG  rate, 
hospitals  will  be  paid  somewhat  more  for  the 
bulk  of  their  cases  but  will  receive  less  for 
outlier  cases  than  under  the  interim  regula- 
tions. 

(Continued  on  page  4A) 


MEDICAL  ASSOCIATION 
116th  Annual  Session 


April  27-30,  1984 


OMAHA  MARRIOTT  HOTEL 
Omaha,  Nebraska 


ADVICE  TO  AUTHORS 
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The  number  of  participants  in  each  conference  is  limited 
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International  Conferences 
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(Continued  from  page  3A) 

Abortion  Foes  Rally  Again 

With  the  presidential  elections  quickly 
approaching,  the  issue  of  abortion  once  again 
has  become  a rallying  point  for  special  interest 
groups. 

Abortion  opponents  plan  to  support  Presi- 
dent Reagan  for  a second  term.  Recently  about 
30  members  of  the  March  for  Life,  Inc.,  met 
with  Reagan,  asking  him  to  stop  all  funding  for 
abortion  and  support  a “human  life  amend- 
ment.” In  his  State  of  Union  address,  Reagan 
said  he  had  “joined  bipartisan  efforts  to 
restore  protection  of  the  law  to  unborn 
children.” 

Additionally,  the  nation’s  largest  anti- 
abortion political  action  committee  recently 
sent  black  wreaths  to  Congressional  offices, 
along  with  a note  advising  them  that  their 
voting  records  have  “contributed  to  the 
slaughter  of  15  million  tiny  Americans.”  This 

(Continued  on  page  6A) 
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Wash  ingtoNotes 

(Continued  from  page  4A) 

PAC,  which  ranks  second  in  nationwide 
independent  PAC  expenditures,  will  target  for 
defeat  12  still-unnamed  members  of  Congress. 

Abortion  supporters  such  as  the  National 
Abortion  Rights  Action  League  (NARAL)  say 
they  will  support  almost  any  Democratic 
candidate  opposing  Reagan.  All  Democratic 
candidates  except  former  Florida  governor 
Rubin  Askew  defend  abortion  rights.  NARAL 
is  concerned  that  Reagan  will  have  the 
opportunity  to  appoint  two  to  four  new 
Supreme  Court  justices  in  the  next  term,  which 
could  shift  the  court  majority  from  a pro- 
abortion to  anti-abortion  stance. 

The  group  plans  to  spend  $400,000  this  year 
to  defeat  Sen.  Jesse  Helms  (R-NC),  Sen. 
Roger  Jepsen  (R-Iowa),  and  Rep.  James 
Oberstar  (D-Minn)  and  support  Sen.  Charles 
Percey  ( R-Ill)  and  Rep.  Paul  Simon  (D-Ill), 
among  others. 
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Grand  Rounds 
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"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease" 


"New  Concepts  in  Ophthalmology  - Present 
and  Future" 

David  Parke,  M D 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M.D. 

Panel  Discussion 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuna.  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  Impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
is  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  [par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  (ACTHJ).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia. agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation,  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  mdomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'  The  following  may  occur;  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  [diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  rrffeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide’  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide',  although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide'  is  supplied  in  bottles  ot  1000  capsules; 
Single  Unit  Packages  (unit-dose)  ot  100  (Intended  for  institu- 
tional use  only);  in  Patient-Pak”  unit-ot-use  bottles  of  100. 


In  Hypertension . . . 
When  W>u  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 
SK&F  Quality 


Potassium-  Sparing 

DYAZIDE 

The  unique 
red  and  white 
Dyazide®  capsule: 
Your  assurance  of 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  Years  of  Confidence 

— » 

a product  of 

SK&F  CO. 

Carolina,  P R.  00630 

©SK&F  Co..  1983 


ZORpriri 

(ASPIRIN)  RELEASE 

Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORpriri  (ASPIRIN)  Zero-Order  Release. 


e Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  PO.  BOX  6750 
SHREVEPORT,  LOUISIANA  71106-9989 

© Boots  Pharmaceuticals,  Inc.,  1983 


SEE  NEXT  PAGE  FOR 
FULL  PRESCRIBING  INFORMATION 
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ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorprin  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorprin  releases  the  maiority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%). 
salicyluric  acid  (75%)  salicylic  phenolic  (10%).  acyl  glucuromdes  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients.  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis.  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration.  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  tor  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time.  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics.  concomitant 
use  therefore  is  not  recommended.  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced.  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition.  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout.  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  function  tests,  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs.  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day.  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin.  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity. 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration.  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  o Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers.  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding.  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time.  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported.  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes,  e g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted.  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction  □ OVERDOSAGE:  Over  dosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism:  tinnitus,  vertigo,  headache,  confusion,  drowsines.  sweating,  hyperventilation,  vomiting  or  diarrhea.  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160’  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  71  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants:  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate.  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate.  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal  ) □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  ot  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  ot  the 
drug.  □ It  is  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day.  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream.  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient  s response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets  □ Bottles  of  100  Tablets  — NDC  0524-0057-01  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  DUS  Patent  No  4,308.251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS.  INC.,  Shreveport,  Louisiana  71106  U.S.A. 
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Your  Personal  Check-list  of  Programs  for  the 
116th  Annual  Session 
Omaha  Marriott  Hotel,  April  27  -30 

Q NEBRASKA  PERINATAL  ORGANIZATION  — The  Fourth  Annual  Nebraska  Perinatal  Workshop 
Program  has  been  designed  to  update  health  care  professionals  in  regard  to  mother  and  newborn. 
Friday,  April  27,  7:15  am.  - 6:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  — The  subject  of  this 
program  will  be  “Challenge:  Managing  the  Arthritic  Patient.”  Friday,  April  27,  8:00  a.m.  -12:00  noon. 

□ NEBRASKA  ALLERGY  SOCIETY  — This  course  represents  an  up-to-date  review  of  the  presentation, 
diagnosis,  and  therapy  of  chemically-induced  immunologic  lung  disease.  Included  will  be  discussion 
of  immunologic  laboratory  procedures  used  in  the  evaluation  of  these  diseases.  Saturday,  April  28, 
8:00  a.m.  - 10:00  a.m. 

Q NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS  — This  course  will  present  primarily  basic  concepts 
of  obstetrical  anesthesia,  specifically  anesthesia  for  cesarean  section  under  general  as  well  as 
regional  anesthesia.  It  will  present  an  update  on  anesthesia  for  complicated  high  risk  obstetrics. 
Topics  in  the  area  of  critical  anesthesia  will  also  be  presented.  Saturday,  April  28,  1 :00  p.m.  - 5:00  p.m. 

□ MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY  — This  course  will  focus  on  the  practical  aspect  of 
new  developments  in  dermatology.  Participants  should  gain  information  of  specific  benefit  in  the 
treament  of  dermatologic  problems  which  they  would  encounter  in  a general  medical  practice. 
Saturday,  April  28,  9:00  a.m.  - 12:00  noon. 

□ NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  - This  course 
will  present  the  circumstances  in  which  airway  compromise  is  likely,  how  to  detect  it,  when  to 
anticipate  it,  and  what  to  do  about  it.  Friday,  April  27,  2:00  - 5:00  p.m. 

□ NEBRASKA  SECTION,  AMERICAN  COLLEGE  OF  OBSTETRICIANS  & GYNECOLOGISTS  -Annual 
Business  Meeting.  Saturday,  April  28,  10:00  a.m.  - 1:00  p.m. 

□ NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY  — This  course  is  designed  to  present  a brief  summary 
of  neuro-ophthalmologic  abnormalities  as  they  relate  to  the  pupil.  Saturday,  April  28, 1 2:00  noon  - 5:00 
p.m. 

□ NEBRASKA  ACADEMY  OF  OTOLARYNGOLOGY  — Saturday,  April  28,  10:00  a.m.  - 2:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS  - The  objective  of  these  scientific 
sessions  is  to  provide  the  office  practitioner  with  information  to  support  his  role  as  counselor  to 
families  with  toddlers  and  adolescents.  Topics  in  the  areas  of  accident  prevention,  hearing,  physical 
conditioning,  and  management  of  office  data  will  be  discussed.  Saturday,  April  28,  9:00  a.m.  - 5:00  p.m. 

□ NEBRASKA  CHAPTER,  AMERICAN  COLLEGE  OF  SURGEONS  - Open  forum,  short  paper 
presentations.  Saturday,  April  28,  10:00  a.m.  - 5:00  p.m. 

□ NEBRASKA  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE  SURGEONS  — Business  Meeting. 
Saturday,  April  28,  11:30  a.m.  - 1:00  p.m. 

□ NEBRASKA  MEDICAL  ASSOCIATION  PHYSICIAN  ADVOCACY  COMMITTEE  - A workshop  for 
physicians  and  their  spouses  developing  insight  and  coping  skills  to  aid  physicians  in  understanding 
and  adjusting  to  the  stresses  of  medical  practice.  Sunday,  April  29,  1:00  p.m.  - 4:00  p.m. 

Q SPORTS  MEDICINE  PROGRAM  — Speakers  representing  the  Sports  Medicine  Division  of  the  United 
States  Olympic  Committee  will  discuss  the  development  of  amateur  athletes  and  physiology  of  sports 
medicine.  Monday,  April  30,  9:00  a.m.  - 11:00  a.m. 

□ NEBRASKA  THORACIC  SOCIETY  — This  course  is  designed  to  update  practitioners  in  the  newer 
forms  of  asthma  therapy  in  children  and  adults  and  will  present  clinical  and  experimental  experiences. 
Saturday,  April  28,  10:00  a.m.  to  1:00  p.m. 

ALL  SESSIONS  WILL  BE  AT  THE  OMAHA  MARRIOTT 

Specific  room  locations  for  all  sessions  will  be  announced  in  program  and  registration  materials  which  you 

will  receive  in  your  mail  the  first  week  in  April. 
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Hospital  Mergers  Increase  Costs 

Hospital  mergers  substantially  increase 
Medicare  and  Medicaid  costs,  and  federal 
rules  governing  accounting  practices  employed 
in  such  transactions  should  be  tightened, 
according  to  Congress’  General  Accounting 
Office. 

Anticipated  for  several  months,  the  GAO 
findings  focus  on  the  Hospital  Corporation  of 
America’s  (HCA)  acquisition  of  54  hospitals 
from  INA  Corp.  Earlier  rumors  about  the 
upcoming  report  had  led  to  a decline  in  HCA 
stock,  but  the  new  report  has  been  revised. 
While  it  does  estimate  that  the  acquisition 
increased  overall  capital  costs  of  the  hospitals 
by  about  $55  million  and  questions  some  HCA 
accounting  techniques,  it  stops  short  of  al- 
leging the  practices  were  illegal. 

The  report  was  requested  by  Rep.  Willis 
Gradison  (R-OH)  of  the  House  Ways  and 
Means  Committee,  who  said  the  present 
Medicare  policy  rewards  “those  who  traffic  in 
hospitals.” 

Although  Medicare’s  new  diagnosis  related 
groups  reimbursement  will  move  hospitals 
away  from  cost-based  reimbursement  and  pay 
a fixed  price  per  case,  the  GAO  findings  are 
still  relevant  since  capital  costs  will  continue  to 
be  paid  on  a cost  basis  until  1986.  Gradison 
said  he  will  seek  hearings  in  the  Ways  and 
Means  Health  Subcommittee  and  may  intro- 
duce “remedial”  legislation. 

HCA  officials  responded  they  welcomed  the 
hearings,  had  done  nothing  improper  and  don’t 
expect  any  deterioration  in  HCA’s  “financial 
position.” 


* * * 

FTC  Study  Hits  Ophthalmologists 

Opticians  can  fit  contact  lenses  as  well  as 
ophthalmologists,  at  a lower  cost  to  the 
consumer,  according  to  a new  Federal  Trade 
Commission  report.  But  the  report  has  come 
under  fire  by  ophthalmologists,  who  fear  that 
its  widespread  acceptance  could  harm  patients 
who  need  the  medical  suspension  of  a phy- 
sician. 

(Continued  on  page  14A) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St..  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St..  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D  . Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth.  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road.  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D  . President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  St.,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D. 

201  Ridge  St.,  #311,  Council  Bluff.  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 
Dept,  of  Pediatrics,  UNMC.  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg  , 200  S.  Silber.  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D..  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Martin  R.  Lohff.  M.D.,  President 
Methodist  Hospital,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith.  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C.  President 
706  Sherman  Dr.,  Bellevue  68005 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd..  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 
8300  Dodge  St,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Hennernan,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  ‘‘0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B Perry,  R.N..  Ph  D..  President 
333  So.  44th  St..  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff.  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D  , Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P Marshall.  Pharm.D..  R.P  . Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psvchiatric  Societv,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D  . President 
2821  South  87th  Ave  , Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr..  M.D.,  Director 
602  So.  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P  H A 
P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom,  M.D  , President 

Children’s  Memorial  Hospital.  8303  Dodge  St..  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D  . President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D.,  President 

120  Wedgewood  Dr.,  Ste.  A.  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital.  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D  , Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M D . Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C Arps 

709  No.  116th  St.,  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D  . F.A.C.S.,  President 
2115  No.  Kansas.  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibcl,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep 
P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 
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You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  vour  family, 

Jipl 

we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 

We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  you  are. 

\ We  make  the  intelligent  match. 

/ ) OFFICE  OF  RURAL  HEALTH 

V / UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 

Grand  Forks.  ND  58201  (701)  777-3848 

Contact:  Mary  Halen  Palton.  Ph.D. 
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This  finding,  if  accepted  by  FTC  commis- 
sioners, could  result  in  a loosening  of  restric- 
tions on  the  business  practices  of  opticians.  An 
earlier  but  similar  FTC  report  on  eye  glasses 
and  eye  examinations  has  become  the  basis  for 
a new  FTC  rulemaking. 

The  FTC  study  said  there  is  little  difference 
in  the  quality  of  contact  lens  fitting  performed 
by  opticians,  optometrists,  and  ophthalmolo- 
gists. The  majority  of  500  contact  lens  wearers 
from  18  cities,  when  interviewed  and  examined, 
were  found  to  have  healthy  eyes  and  well- 
fitting contacts.  Only  a handful  of  patients  had 
serious  ocular  abnormalities;  of  these,  most 
did  not  relate  to  contact  lens  wear. 

There  was  a wide  range  in  costs,  however. 
The  average  price  for  lenses,  including 
examination,  ranged  from  $119  to  $183  for 
hard  lenses  and  from  $150  to  $234  for  soft 
lenses.  The  FTC  said  that  ophthalmologists 
were  the  most  expensive,  commercial  optome- 
trists were  the  least  expensive,  and  opticians 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 

American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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U.S.  OLYMPIC  SPORTS  MEDICINE 
„ LEADERS  TO  SPEAK  APRIL  30 


Sports  Medicine  Program 
Salons  A and  B 
Omaha  Marriott  Hotel 
9:00  a.m.  to  11:00  a.m. 

Richard  Tempero,  M.D.,  Omaha,  Program  Chairman  & Moderator 

9 a.m.  - U.S.  OLYMPIC  COMMITTEE’S  SPORTS  PHYSIOLOGY  PROGRAM 

Presented  by: 

Peter  VanHandel,  Ph.D.,  Head  of  the  Department  of  Sports  Physiology,  Sports  Medicine 
Division,  U.S.  Olympic  Committee,  Colorado  Springs,  Colorado.  Doctor  VanHandel  is 
active  in  research  and  writing  for  scientific  and  scholarly  journals,  serves  as  a reviewer 
for  several  important  journals  on  sports  medicine,  and  is  a consultant  and  grants 
reviewer  for  the  National  Institute  of  Health  and  the  American  Heart  Association. 

10  a.m.  - U.S.  OLYMPIC  COMMITTEE’S  SPORTS  BIOMECHANICS  PROGRAM 

Presented  by: 

Charles  J.  Dillman,  Ph.D.,  Head  of  the  Department  of  Biomechanics  and  Computer 
Services,  Sports  Medicine  Division,  U.S.  Olympic  Committee.  Doctor  Dillman  formerly 
headed  the  sports  medicine  program  for  the  U.S.  Ski  Team  and  conducted 
biomechanical  research  on  cross-country  skiing  and  ski  jumping.  He  has  headed  the 
Department  of  Biomechanics  and  Computer  Services  for  the  U.S.  Olympic  Committee 
since  1981  and  is  currently  establishing  a program  and  laboratory  at  the  Olympic 
Complex  in  Colorado  Springs  to  provide  assistance  to  the  development  of  amateur 
athletes  who  will  represent  the  U.S.  in  international  and  Olympic  competition. 
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and  non- commercial  optometrists  charged 
prices  somewhere  in  between. 

“The  findings  call  into  question  claims  that 
restrictions  on  contact  lens  fitting  by  non- 
physicians are  necessary  to  protect  the  public,” 
according  to  the  report.  Such  restrictions  may 
increase  costs  to  consumers  by  limiting  the 
choices  available  to  them  and  reducing  compe- 
tition in  the  marketplace,  the  report  adds. 

Some  states  forbid  opticians  to  fit  lenses, 
while  others  permit  opticians  to  fit  lenses  only 
under  the  supervision  of  an  ophthalmologist  or 
optometrist.  In  the  remaining  states,  the 
restrictions  are  fuzzy;  state  courts  have  reached 
differing  opinions. 

Physicians  dispute  both  the  methodology 
and  the  conclusions  of  the  study.  Only  an 
ophthalmologist  has  the  medical  training  to 
handle  complications  or  hard-to-fit  patients, 
says  the  American  Academy  of  Ophthalmology. 
Since  the  FTC  questioned  only  persons  who 


were  wearing  contacts  at  the  time,  it  may  have 
overlooked  difficult  cases," such  as  persons 
with  unusual  eye  structure  or  pathology.  An 
eyeglass  wearer  reading  the  report  has  no  way 
of  knowing  if  he  is  a problem-free  lens  wearer 
or  if  he  may  encounter  difficulties,  says  the 
physicians  group. 

* * * 

New  Lease  on  Medicare’s  Life? 

The  predicted  bankruptcy  by  1990  in  the 
Medicare  hospital  trust  fund  may  be  held  at 
bay  for  a few  years  past  that  time  if  some 
recent  improvements  in  the  status  of  the  fund 
hold  up. 

The  new  projections  from  the  Congressional 
Budget  Office  (CBO)  were  issued  along  with 
another  CBO  report  on  the  federal  deficit, 
however,  which  projects  that  Medicare  and 
Medicaid  will  consume  3%  of  the  gross 
national  product  by  1990  and  suggests  options 
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ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 


Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical/surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  in  a rural  setting  offering  a substantial  practice 
with  outdoor  recreational  potential  second  to  none.  Sound  interesting?  Based 
on  your  financial  needs,  our  client  will  offer  appropriate  income  guarantees, 
incentives,  relocation  expenses  and  total  malpractice  insurance. 

« Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 
3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 


The  Seventh  Annual  Black  Hills  Semi- 
nar on  Advances  in  Clinical  Pediatrics  — 
June  20,  21  and  22,  1984,  at  Sylvan 
Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pedi- 
atrics and  Adolescent  Medicine,  Univer- 
sity of  South  Dakota  School  of  Medicine. 

Guest  faculty  include  Drs.  Frank  Oski, 
John  Scanlon,  Dan  Levin,  Robert  Vernier 
and  H.  David  Wilson. 

For  complete  conference  information 
contact: 

Lawrence  R.  Wellman,  M.D. 
Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  571  17-5039 
605-333-7178 
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for  holding  down  Medicare  spending.  In 
addition  to  a Medicare  fee  freeze  or  fee 
schedules,  the  alternatives  include  freezing 
surgical  fees  or  restricting  fees  for  physician 
services  in  the  hospital  to  the  fee  that  would 
have  been  charged  if  the  service  had  been  done 
on  an  outpatient  basis. 

As  recently  as  last  November,  CBO  had  esti- 
mated that  the  Medicare  hospital  fund  would 
be  down  to  $8  billion  in  1989.  Now,  CBO  says 
that  the  fund  is  likely  to  show  a balance  of  $30 
billion  in  1989.  Bankruptcy  is  not  projected 
until  an  unspecified  date  in  the  “early  1990s.” 

* * * 

PRO  Regulations,  Finally 

Final  regulations  needed  to  open  the  bidding 
process  for  Medicare’s  new  review  system 
were  published  by  the  government  in  late 
February. 

(Continued  on  page  19A) 
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The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 
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If  you  still  believe  in  me,  save  me. 


For  nearly  a hundred  years,  the  Statue  of  Liberty 
has  been  America’s  most  powerful  symbol  of  freedom 
and  hope.  Today  the  corrosive  action  of  almost  a 
century  of  weather  and  salt  air  has  eaten  away  at  the 
iron  framework;  etched  holes  in  the  copper  exterior. 

On  Ellis  Island,  where  the  ancestors  of  nearly 
half  of  all  Americans  first  stepped  onto  American  soil, 
the  Immigration  Center  is  now  a hollow  ruin. 

Inspiring  plans  have  been  developed  to  restore 
the  Statue  and  to  create  on  Ellis  Island  a permanent 
museum  celebrating  the  ethnic  diversity  of  this  coun- 
try of  immigrants.  But  unless  restoration  is  begun 
now,  these  two  landmarks  in  our  nations  heritage 
could  be  closed  at  the  very  time  America  is  celebrat- 
ing their  hundredth  anniversaries.  The  230  million 
dollars  needed  to  carry  out  the  work  is  needed  now. 


All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds. 

This  is  consistent  with  the  Statues  origins.The  French 
people  paid  for  its  creation  themselves.  And  America’s 
businesses  spearheaded  the  public  contributions  that 
were  needed  for  its  construction  and  for  the  pedestal. 

The  torch  of  liberty  is  everyone’s  to  cherish. 

Could  we  hold  up  our  heads  as  Americans  if  we  allow- 
ed the  time  to  come  when  she  can  no  longer 
hold  up  hers? 

Opportunities  for  Your  Company. 
spSsor  You  are  invited  to  learn  more  about  the  advantages 
of  corporate  sponsorship  during  the  nationwide  pro- 
motions  surrounding  the  restoration  project.  Write 
on  your  letterhead  to:  The  Statue  of  Liberty-Ellis 
iyBl!fnJ  Island  Foundation,  Inc.,  101  Park  Ave,  N.Y.,  N.Y.  10178. 


Save  these  monuments.  Send  your  personal  tax  deductible  donation  to:  HO.  Box  1986.  New  York,  N.Y  10018  The  Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 


KEEP 

THE 

TORCH 

LIT 


STATUE  OF  LIBERTY-ELLIS  ISLAND  CENTENNIAL  CAMPAIGN 
BUSINESS  PRESS  AD  NO.  SOL-1603-83— 7"  x 10"  (1 10  Screen) 

Volunteer  Agency:  Kenyon  & Eckhardt,  Inc.  Volunteer  Coordinator:  Sharon  E.  Baum.  Chemical  Bank 
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1983 


Commercial  Mortgage  Loans 

starting  at  12.5%  fixed 


* 1st  mtg.  loans  up  to  75%  of  value  — 30  years. 

* 2nd  mtg.  loans  up  to  65%  of  value  — 15  years. 

* refinancing  of  existing  high  rate  mortgages. 

* any  business  or  income  producing  property  considered:  clinics, 
apartments,  offices. 

* personal  real  estate  may  be  used  as  equity. 

* major  medical  equipment  lease-financing  plans. 

call  Mr.  Jackson 

WESTERN  (D  FINANCIAL 

omaha  334-2007 
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(Continued  from  page  16A) 

Medicare  officials  say  that  will  give  them 
plenty  of  time  to  get  the  new  peer  review 
organizations  (PROs)  up  and  running  before 
the  October  1 deadline  imposed  by  law.  But 
the  architect  of  the  law  and  physicians  who  will 
be  called  upon  to  work  under  it  contend  that 
Administration  footdragging  has  jeopardized 
physician  participation  in  the  reviews  and 
threatened  the  credibility  of  Medicare’s  pro- 
spective pricing  system. 

The  White  House  Office  of  Management 
and  Budget  had  objected  to  the  regulation  as 
written  by  HHS,  not  because  of  the  substance 
but  because  of  differences  over  the  “scope  of 
work.”  The  regulations  had  been  scheduled  for 
publication  in  mid- February,  but  the  squabble 
held  up  their  release. 

Physicians  and  Seniors  Groups 
Building  New  Ties 

Despite  some  very  real  differences  of 


opinion,  physicians  and  the  nation’s  elderly 
appear  lately  to  be  moving  toward  serious 
reconciliatory  efforts. 

A warming  of  relations  between  organizations 
representing  the  two  groups  was  obvious  in 
recent  Senate  hearings  and  at  a meeting  of  the 
country’s  largest  organization  of  senior  citizens 
the  American  Association  of  Retired 
Persons. 

The  new  attitude  seems  based  in  part  on  a 
belief  by  both  groups  that  it  will  be  up  to 
physicians  to  assure  that  their  elderly  patients 
continue  to  receive  all  the  care  they  need 
under  Medicare’s  diagnosis  related  groups 
(DRGs)  pricing  system. 

One  signal  of  possible  new  cooperation 
between  the  two  groups  came  during  a Senate 

(Continued  on  page  116) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrohdes,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  eolith  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions— It  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Clmitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  letus  due  to  Ceclor  There  are  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Hursmg  Mothers—  Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18,  0 20.  0 21.  and  0 16  meg  ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-hke  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  m 50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT  or  alkaline  phosphatase 
values  (1  m 40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1 061 782R1 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

The  Changing  Health  Care  System 


UNDER  cost  reimbursement,  there 
was  minimal  provider  risk.  Phy- 
sicians under  the  usual  and 
customary  payment  system  were  able  to 
enhance  their  reimbursement  by  arbitrarily 
increasing  charges  and  escalating  their  fee 
profile  with  the  intermediaries.  The  entitle- 
ment programs  then  began  to  define  limits  of 
reimbursement.  With  Medicaid  and  other 
patients  on  assignment,  additional  payments 
could  not  be  obtained  from  patients.  Whereas, 
with  Medicare  and  without  assignment,  phy- 
sicians could  seek  additional  reimbursement 
for  their  charges  from  patients. 

Hospitals,  for  the  most  part,  managed 
regulations  and  adjusted  margins  to  satisfy 
their  bottom  line.  Uncompensated  care  for 
entitlement  programs  and  indigents  was  shifted 
to  the  private  sector.  Duplicate  and  unprofit- 
able programs  and  services  were  supported 
through  allocations.  Ease  of  access  to  capital 
promoted  bricks  and  mortar.  Buyers  of  health 
care  and  insurance  companies  encouraged 
their  employees  and  customers  through  finan- 
cial incentives  to  receive  care  from  the  more 
expensive  environments  of  hospitals.  The  right 
to  and  access  for  health  care  was  being 
supplied  with  unlimited  resources. 

Social  dissatisfaction  with  the  concept  of 
unlimited  resources  for  health  care  created 
enough  public  concern  that  this  became  an 
item  for  the  official  agenda.  The  result  was  the 
laws  for  defined  reimbursement,  Tax  Equity 
and  Fiscal  Responsibility  Act  (TEFRA)  and 
Prospective  Payment  System  (PPS). 

Hospital  based  physicians  were  impacted 
significantly.  Pathologists  lost  the  professional 
components  to  clinical  pathology,  combined 
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billing  was  eliminated,  separating  the  hospital 
and  physician  components.  Radiologists’  pro- 
fessional fees  were  limited  to  60%  of  charges  of 
free  standing  units.  Admitting  physicians  were 
not  placed  at  risk. 

A significant  impact  and  risk  was  placed 
upon  hospitals.  They  had  to  look  at  their  case 
mix,  identify  cost,  and  review  their  position 
with  defined  reimbursement.  The  emphasis  is 
no  longer  on  managing  regulation  but  of 
knowing  and  managing  costs.  The  opportuni- 
ties to  cost  shift  uncompensated  care  is 
diminishing  as  the  buyers  of  health  care  move 
to  defined  reimbursement  and  designated 
health  care  for  quality  and  price. 

Health  benefit  plans,  through  education  and 
limitation  of  reimbursement,  are  changing 
consumer  behavior  towards  less  expensive 
environments  for  their  care  outcomes. 

The  major  elements  of  the  health  care 
system  — patients,  physicians,  resources  and 
systems  — are  requiring  change  and  all  at  the 
same  time.  Hospitals  manage  resources  and 
systems  for  programs  and  services  to  enable 
physicians  to  deliver  and  manage  patient  care. 

Provider  managers  must  have  the  ability  to 
know,  take  measured  risks,  and  manage 
conflict  for  survival  in  this  new  environment. 
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ORIGINAL  ARTICLES 


Hemophilus  Influenza  Endocarditis: 

Successful  Treatment  with  Ampicillin 
and  Early  Valve  Replacement 


A LTHOUGH  Hemophilus  influenzae 
/A  is  a common  invasive  pathogen 
in  childhood,  it  is  seldom 
responsible  for  infectious  endocarditis.1  Al- 
though some  reports  of  Hemophilus  endo- 
carditis have  included  H.  parainfluenzae  and 
H.  aphrophilus,2  to  date,  only  10  cases  of  H. 
influenzae  endocarditis  have  been  reported* 10 
and  only  2 have  been  in  patients  less  than  16 
years  of  age.  It  is  the  purpose  of  this  report  to 
publish  the  youngest  reported  survivor  of  the 
disease  and  to  discuss  the  successful  manage- 
ment with  antibiotics  and  early  mitral  valve 
replacement. 

Case  Report 

A 26  month  old  white  female  was  well  until 
one  month  before  admission  when  a fever  to 
104  degrees  F developed.  This  was  initially 
attributed  to  an  upper  respiratory  infection. 
One  week  later  oral  ampicillin  was  begun  at  a 
dose  of  250  mg.  four  times  daily  because  of 
persistent  high  fever  and  clinical  suspicion  of  a 
urinary  tract  infection.  There  was  no  previous 
history  of  heart  murmur,  rheumatic  fever, 
arthritis,  skin  rash,  or  exposure  to  streptococcal 
disease.  The  dever  defervesced  and  the 
ampicillin  was  discontinued  after  8 days.  Fever 
to  105  degrees  F returned  upon  discontinua- 
tion of  the  ampicillin,  and  cefaclor  125  mg. 
three  times  daily  was  given  for  two  days.  The 
fever  persisted,  and  the  child  was  hospitalized. 
Ampicillin  was  reinstituted  at  the  previous 
dose.  During  the  hospitalization  the  child 
complained  of  leg  pain,  refused  to  walk,  and  a 
heart  murmur  was  noted.  The  patient  was  then 
transferred  to  the  University  of  Nebraska 
Medical  Center  for  further  evaluation. 

Physical  examination  revealed  a moderately 
ill,  uncooperative  toddler.  Her  heart  rate  was 
168  beats/minute  and  regular;  the  respiratory 
rate  was  32/minute;  the  blood  pressure  was 
110  mg.  systolic  by  palpation;  and  the  rectal 
temperature  was  38.8  degrees  C.  The  eyes, 
ears  and  throat  were  not  inflamed,  although  a 
right  serous  otitis  was  found.  Her  neck 
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revealed  no  abnormalities.  Auscultation  of  the 
chest  showed  the  lungs  were  clear.  Palpation  of 
the  precordium  showed  no  lifts,  heaves  or 
thrills.  Auscultation  revealed  normal  first  and 
second  heart  sounds,  and  a blowing  III/VI 
holosystolic  murmur  was  detected  at  the  apex, 
but  it  also  was  heard  well  into  the  left  axilla.  A 
S3  was  heard  at  the  apex.  The  pulses  were 
normal.  Examination  of  the  abdomen  showed 
no  hepatomegaly;  however,  a spleen  tip  was 
palpable.  No  tenderness  was  present.  There 
was  diffuse  guarding  of  the  lower  extremities 
and  refusal  to  walk;  however,  no  evidence  of 
joint  effusion  or  inflammation  was  apparent. 
There  was  no  skin  rash. 

Laboratory  data:  The  admission  complete 
blood  count  showed  17,900  white  blood 
cells/cc;!  and  28%  segmented  neutrophils,  11% 
band  forms,  49%  lymphocytes,  11%  mono- 
nuclear cells,  and  1%  eosinophils;  the  hemo- 
globin was  7.3  gm.%,  and  hematocrit  was  22% 
with  normochromic  normocytic  indices.  X-ray 
films  of  the  pelvis,  ankles  and  knees  were 
normal  as  was  a technetium  bone  scan.  The 
erythrocyte  sedimentation  rate  (Westergren) 
was  90  mm/hr.  The  antistreptolysin  0 titer  was 
<200  Todd  units,  and  the  Streptozyme®  test 
was  negative.  The  rheumatoid  factor  was 

+ Reprint  requests:  John  D.  Kugler,  M.D  . Section  of  Pediatric  Cardiology, 
University  of  Nebraska  Medical  Center.  42nd  and  Dewey,  Omaha, 
Nebraska  68105,  (402)  559-5341. 

^Present  address:  Baylor  College  of  Medicine,  Texas  Children’s  Hospital, 
Houston,  TX  77030 

**Present  address:  216  East  16  Street.  Falls  City,  NE  68355 


88 


Nebraska  Medical  Journal  April  1984 


negative.  The  cerebral  spinal  fluid  was  normal. 
Three  sets  of  blood  cultures  drawn  with 
antibiotic  removal  device*  grew  type  B,  beta- 
lactamase  negative**  H.  influenzae.  Six  sets  of 
blood  cultures  drawn  without  antibiotic  re- 
moval device  were  sterile.  Minimal  inhibitory 
concentration  of  ampieillin  was  0.19  mcg/ml, 
and  the  minimum  bactericidal  concentration  of 
ampieillin  was  0.39  mcg/ml  (tube  dilution 
method). 

The  electrocardiogram  showed  sinus  tachy- 
cardia (200  beats/minute),  but  no  other 
abnormalities.  The  two  dimensional  echo- 
cardiogram revealed  a large  dense  echo  on  the 
anterior  leaflet  of  the  mitral  valve. 

Clinical  course:  After  review  of  the  posi- 
tive echocardiogram  and  before  bacteriologic 
diagnosis  was  made,  nafcillin  200  mg/kg/day, 
ampieillin  200  mg/kg/day,  and  gentamicin  7.5 
mg/kg/day  were  begun  intravenously.  When 
culture  results  returned,  the  regimen  was 
changed  to  ampieillin  400  mg/kg/day  only 
(given  in  doses  of  900  mg.  every  four  hours). 
Serum  ampieillin  levels  of  9.0  mcg/ml  (trough) 
and  47.1  mcg/ml  (peak)  were  obtained,  and  the 
serum  bactericidal  levels  of  1:64  (trough)  and 


1:256  (peak)  were  measured.  Because  of 
cardiomegaly,  gallop  and  the  diagnosis  of 
bacterial  endocarditis,  digitalization  was  carried 
out  (total  digitalizing  dose  40  meg/kg),  and 
maintenance  furosemide  was  initiated. 

After  five  days  of  ampieillin,  the  child  had  no 
fever  and  the  echocardiogram  showed  no 
changes.  However,  five  days  later  she  de- 
veloped increasing  respiratory  distress  during 
a two  hour  period.  The  chext  x-ray  film  now 
showed  pulmonary  edema.  Echocardiography 
revealed  an  increased  size  of  the  mitral 
vegetation  (Fig.  1)  with  slight  systolic  prolapse 
into  the  left  atrium.  An  increased  furosemide 
dose  was  given  intravenously  without  thera- 
peutic effect,  and  because  of  the  severe 
pulmonary  edema  secondary  to  severe  mitral 
insufficiency,  it  was  recommended  to  carry  out 
emergency  mitral  valve  replacement.  At  sur- 
gery an  extremely  friable  mitral  valve  was 
found,  heavily  involved  with  vegetations.  A 21 
mm.  Bjork-Shiley'-  tilting  disc  prosthetic  valve 
was  placed  in  the  mitral  position.  Post- 

* Antibiotic  removal  device  from  Marion  Scientific  Company,  Kansas  City, 
Missouri. 

**Beta  lactamase  determined  by  acidometric  method. 


Fig.  1.  Four-chamber  view  of  2-dimensional  echo-  Abbreviations:  RV,  right  ventricle;  RA,  right  atrium; 
cardiogram  showing  vegetation  as  a large  echo  LV,  left  ventricle;  LA,  left  atrium, 
mass  (depicted  by  arrow)  on  mitral  valve  in  diastole. 
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TABLE  1.  Hemophilus  Influenza  Endocarditis:  Previously  Reported  Experiences 


Case 

Authors 

and  Year 

Age/ 

Underlying 

Clinical 

Data 

Antibiotics 

Outcome 

Sex 

Heart  Disease 

1 

Bierman 

and 

19y  F 

No 

Cardiac 

murmur,  spleno- 

SFLxlOd,  SFPxl5d,  4d,  46d 

S 

Baehr3 

1941 

megalv, 

Janewav  lesions. 

sequential,  intermittent 

2 

Rose** 

1941 

19y  M 

Yes 

Probable 

antecedent  maxil- 

SFLxl2d 

D 

lary  sinusitis,  surgically 
drained,  then  systemic  symp- 
toms of  endocarditis.  Bicuspid 
aortic  valve  at  postmortem 
with  vegetations. 


3 

Martin  and 
Spink3 

1947 

17y  F 

No 

Malaise,  fever,  chills  and 
sweats  for  3 months.  Tri- 
cuspid valve  vegetations  at 
postmortem 

PEN+SFDx49d,  7d  sequential, 
intermittent 

D 

4 

Middleton® 

1949 

37y  M 

No 

One  year  of  systemic 
symptoms;  developed  mitral 
regurgitation  murmur. 

STRxl8d 

S 

5 

Goetz  and 
Peterson? 

1949 

32y  F 

Yes 

Systemic  symptoms  with 
mitral  and  aortic  murmurs. 

PENx7d,  STRxl8  sequential 

S 

6 

Goetz  and 
Peterson? 

1949 

23y  M 

Yes 

Fever  and  chills;  aortic  and 
mitral  murmurs. 

PENx9d,  14d,  STRx21d 
sequential,  intermittent 

S 

7 

Macauley® 

1954 

lv  M 

No 

Treated  meningitis,  returned 

Not  stated 

D 

10  days  later  with  fever  and 
progressive  deterioration. 
Autopsy  showed  mitral  and 
tricuspid  vegetations. 


8 

Geraci 
et  al^ 

1977 

25y  F 

No 

Pregnant  woman 

STR+PENxl4d,  DHSx28d 
TETxl4d  sequential 

S 

9 

Laird 
et  al® 

1979 

lv  M 

No 

Meningitis,  developed  murmur 
and  CHF.  Echo  showed  mitral 
vegetation. 

AMP+CHLxl6d 

D 

10 

Emmerson 
et  al1® 

1981 

57y  F 

No 

Developed  severe  mitral  re- 
gurgitation and  received  pros- 
thetic valve.  Intractible  CHF 
ensued. 

PEN+STRx2d,  AMP+STRx26d 
sequential 

D 

Abbreviations:  A WP-ampieillin;  CHL-ehloramphenicol;  DHS-dihydrostreptomycin;  SFD-sulfadiazine;  SFL-sulfanilamide; 

SFP-sulfapyradine;  STR-streptomycin;  TET-tetracyeline;  CHF-congestive  heart  failure;  F-female;  M-male; 
S-survived;  D-died. 
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Danford  10 


operatively,  antibiotic  coverage  was  expanded 
to  include  cefamandole  150  mg/kg/day  and 
gentamicin  5 mg/kg/day  for  10  days.  Ampicil- 
lin  400  mg/kg/day  was  continued  throughout 
until  six  weeks  after  surgery.  The  clinical 
course  following  mitral  valve  replacement  was 
smooth,  and  blood  cultures  obtained  two  days 
after  discontinuation  of  ampicillin  were  nega- 
tive. 

Discussion 

The  reported  experience  with  H.  influenzae 
endocarditis  is  limited  (Table  1).  Of  the 
patients  reported,  the  most  common  age  has 
been  young  adults.  The  mortality  rate  has 
been  50%,  with  the  youngest  previously 
reported  survivor  19  years  old  (Case  1,  Table 
1).  Although  some  patients  had  previously 
known  heart  disease  (n=3),  most  did  not 
(n=7).  In  most  cases  the  source  of  H. 
influenzae  bacteremia  was  unknown;  however, 
one  man  (Case  2)  probably  had  maxillary 
sinusitis,  and  the  two  infants  (Cases  7 and  9) 
had  meningitis.  Therapy  varied  with  available 
antibiotics,  but  most  of  the  successfully- 
treated  individuals  were  given  a regimen  which 
included  streptomycin.  This  drug  was  not 
included  in  our  therapeutic  regimen  because  of 
the  high  sensitivity  of  the  organism  to 
ampicillin,  a much  less  toxic  drug.  Recent 
cases  (9  and  10)  died  from  hemodynamic 
complications  illustrating  the  potential  for 
destruction  of  cardiac  valves  by  H.  influenzae. 
The  one  attempt  at  valve  replacement  was 
unsuccessful  (Case  10). 

Our  case  represents  the  youngest  reported 
survivor  of  the  disease  and  the  first  to 
successfully  undergo  prosthetic  valve  replace- 
ment. She,  like  most  other  reported  cases,  was 
without  known  underlying  heart  disease  and 
had  no  definite  source  of  bacteremia,  although 
it  is  reasonable  to  speculate  that  she  had 
preceding  otitis  media.  She  had  destructive 
valve  involvement  as  seen  in  other  cases  and 
required  emergency  mitral  valve  replacement. 
The  successful  management  of  this  patient 
hinged  on  the  immediate  treatment  of  her 
hemodynamic  decompensation  with  mitral 
valve  replacement,  and  the  use  of  appropriate 
antibiotics  in  high  doses.  The  organism  was 
highly  susceptible  to  ampicillin,  and  this 


antibiotic  was  chosen  based  on  its  effective- 
ness in  other  invasive  H.  influenzae  disease. 

Because  of  the  success  in  this  patient,  we 
recommend  ampicillin  400  mg/kg/day  intra- 
venously for  a six  week  course  in  patients  who 
have  ampicillin  sensitive  H.  influenzae  endo- 
carditis, while  observing  continuously  for 
severe  hemodynamic  complications  which  may 
occur,  even  in  adequately  treated  disease.  It  is 
imperative  to  operate  at  the  earliest  sign  of 
medically  refractory  congestive  heart  failure. 
Fortunately  in  our  case  the  patient  was  afebrile 
at  the  time  of  valve  replacement  which 
probably  accounted  for  the  absence  of  post- 
operative septicemia  or  endocarditis. 
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Adolescent  Alcohol,  Marijuana 
and  Tobacco  Use  in  Nebraska 


THIS  paper  describes  prevalence 
of  alcohol,  tobacco,  and  mari- 
juana use  among  a sample  of 
Nebraska  junior  and  senior  high  school  stu- 
dents. The  data  upon  which  this  report  is 
based  were  collected  during  the  spring  sem- 
ester of  the  1981-82  school  year. 

A stratified  random  sample  of  4,517  seventh 
to  twelfth  grade  students  in  Class  II  through  VI 
schools  completed  a questionnaire  consisting 
of  selected  questions  from  the  survey  instru- 
ments developed  by  the  University  of  Michi- 
gan, Institute  for  Social  Research,  for  use  in 
the  Annual  Survey  of  Students’  Drug  Use  in 
America,  conducted  for  the  National  Institute 
of  Drug  Abuse  since  1975. 

Alcohol 

Among  this  sample  of  Nebraska  students, 
alcohol  was  clearly  the  drug  of  choice.  Eighty- 
nine  percent  of  the  males  and  87.5%  of  the 
females  had  used  alcohol  at  some  time  in  their 
lives.  In  the  last  twelve  months,  83.3%  of  the 
males  and  81.1%  of  the  females  had  used 
alcohol;  and  in  the  last  month,  64.7%  of  the 
males  and  56.6%  of  the  females  had  drunk 
alcohol  (Table  1). 

Of  those  who  had  drunk  alcohol  in  the  last 
month,  there  was  a clear  relationship  between 
the  frequency  of  drinking  and  age.  More  older 
students  drank,  and  older  students  drank  on 
more  occasions  during  the  last  month. 

Adolescent  drinking  is  frequently  throught 
of  as  a weekend  event.  There  is  evidence  that 
adolescent  weekend  drinking  tends  to  be  binge 
drinking  with  more  alcohol  being  consumed 
per  drinking  occasion  than  is  common  among 
adults.  Of  the  65%  males  and  57%  females  who 
had  drunk  alcohol  in  the  last  month,  22.2%  of 
males  and  14.0%  of  females  had  been  involved 
in  six  or  more  drinking  occasions  during  that 
one  month. 

A clearer  idea  of  the  pattern  of  adolescent 
alcohol  consumption  can  be  gained  by  looking 
at  the  responses  to  two  additional  questions  on 
alcohol  usage:  one  dealing  with  the  number  of 
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occasions  (one,  a few,  about  half,  most,  nearly 
all)  the  respondents  drank  to  the  point  of 
feeling  “pretty  high”;  and  the  other  asking 
about  the  number  of  times  in  the  last  two 
weeks  the  respondents  had  drunk  more  than 
five  drinks  in  a row  at  a single  drinking 
occasion.  A “drink”  was  defined  as  a glass  of 
wine,  a shot  glass  of  liquor,  a bottle/can  of 
beer,  or  a mixed  drink. 

Among  both  male  and  female  drinkers,  with 
the  exception  of  the  11-12  year  olds,  the 
majority  of  drinkers  of  all  ages  (13-17  + years) 
had  drunk  to  a “high”  at  least  “a  few  times.” 
Among  the  17  years  and  older  males,  53%  of 
the  drinkers  reported  drinking  to  a “high”  on 
half  or  more  of  all  their  drinking  occasions,  and 
38%  of  the  17  years  and  older  females  report 
the  same  behavior. 

A second  indication  of  the  drinking  patterns 
of  adolescents  is  gained  by  looking  at  the 
number  of  times  young  people  had  consumed 
five  or  more  drinks  in  a row,  in  the  last  two 
weeks.  While  the  proportion  of  the  total 
sample  reporting  drinking  5 drinks  in  a row  in 
the  last  two  weeks  is  less  than  50%  for  all  ages 
and  sexes,  except  the  17  year  old  males,  the 
percentage  of  those  who  consumed  five  or 
more  drinks  in  a row  more  than  once  is 
considerable.  Among  the  15  years  and  older 
students,  49%  of  the  males  and  35%  of  the 
females  had  consumed  five  or  more  drinks  in  a 
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TABLE  1 

ADOLESCENT  ALCOHOL,  MARIJUANA  AND  TOBACCO  USE  IN  NEBRASKA 


SEX 


Male 
Feina  1 e 

AGE 

11-12 
13-14 
15-16 
17  8.  over 

RESIDENCE 

urban 

suburban 

rural 

WEEKLY  INCOME/ 

ALLOWANCE 
none 
$1-10 
11-20 
21-35 
over  35 

PARENTS  IN 

HOUSEHOLD 

both  present 
one  parent*** 


A L C 
Life 

0 H 0 L 
Last 

U S 
in 

Year 

A G E 
Last 

Month 

L 

MARI 
i fe 

JUAN 

Last 

A U 
l n 
Year 

SAGE 

Last 

Month 

REGULAR 

CIGARETTE 

SMOKERS* 

total 

**N 

% who 
used 

total 

N 

% who 
used 

total 

N 

% who 
used 

total 

N 

% who 
used 

total 

N 

% who 
used 

total 

N 

% who 
used 

total 

N 

X who 
used 

2144 

89.1 

2048 

83.3 

2049 

64.7 

2237 

35.4 

2069 

28.6 

2071 

20.6 

2074 

15.0 

2080 

87.5 

1972 

81.1 

1969 

56.6 

2138 

32.9 

1987 

27.5 

1985 

16.9 

1971 

20.0 

235 

71.9 

209 

57.9 

201 

28.4 

247 

12.1 

217 

11.5 

214 

6.1 

338 

2.7 

1067 

80.5 

967 

69.2 

961 

43.0 

1113 

18.6 

981 

15.2 

974 

10.4 

1054 

8.7 

1595 

91  .5 

1545 

86.8 

1557 

65.6 

1651 

38.5 

1561 

31  .4 

1570 

21  .5 

1520 

20.9 

1325 

93.7 

1297 

90.4 

1297 

73.2 

1361 

45.6 

1294 

36.6 

1296 

23.9 

1333 

21  .8 

3031 

86.9 

2862 

81 .8 

2860 

59.8 

3142 

41  .5 

2890 

34.6 

2893 

23.2 

2898 

20.3 

316 

87.3 

298 

81  .2 

294 

57.8 

319 

32.6 

302 

26.2 

301 

18.9 

287 

17.7 

870 

93.7 

854 

84.1 

859 

65.1 

905 

9.4 

857 

6.8 

856 

3.7 

853 

8.1 

792 

80.4 

735 

72.8 

728 

51  .6 

831 

22.7 

736 

18.2 

731 

12.4 

768 

12.1 

1538 

87.5 

1444 

79.4 

1434 

54.5 

1578 

27 .6 

1457 

22.2 

1451 

14.3 

1484 

14.0 

543 

91.7 

535 

86.2 

532 

63.0 

576 

37.5 

537 

32.0 

533 

22.3 

521 

19.9 

450 

89.6 

433 

85.5 

433 

67.0 

461 

35.1 

435 

26.9 

439 

17.5 

430 

16.9 

859 

94.6 

830 

91  .2 

854 

74.9 

883 

54.6 

846 

45.3 

859 

30.5 

798 

27.8 

3264 

89.5 

3126 

83.0 

3123 

61  .4 

3380 

29.7 

3138 

23.6 

3146 

15.1 

3116 

15.1 

824 

85.8 

767 

80.6 

761 

58.7 

851 

49.6 

787 

43.3 

779 

31.1 

790 

24.2 

* 123 

79.7 

116 

76.7 

120 

62.5 

129 

50.4 

118 

47.5 

119 

37.0 

124 

33.9 

; have  smoked  at  least 
luse  respondents  were 

100  cigarettes  in  their  lifetime  and  now 
free  to  omit  any  questions  they  chose  not 

smoke  at  least 
to  answer. 

every 

week . 

**N's  differ 
***missing  from  housenold 


row  in  the  last  two  weeks;  and  of  these 
students  44%  of  the  males  and  32%  of  the 
females  had  done  so  on  three  or  more 
occasions. 

Marijuana 

While  “conventional  wisdom”  has  always 
acknowledged  fairly  widespread  use  of  alcohol 
by  adolescents,  the  extent  of  marijuana  use  has 
been  subject  to  wide  ranging  estimates.  The 
results  of  this  statewide  survey  help  bring 
some  objectivity  to  the  question  of  adolescent 
marijuana  use. 

Of  the  respondents  to  this  survey,  35.4%  of 
the  males  and  32.9%  of  the  females  had  used 
marijuana  at  some  time  in  their  lifetime.  In  the 
last  12  months  28.6%  of  the  males  and  27.5% 
of  the  females  reported  marijuana  use.  The 
distribution  of  these  users  increased  with  age 
as  did  the  frequency  of  use. 

Usage  patterns  in  the  last  month  showed 
male  and  female  use  to  be  similar,  with  no  age 
group’s  usage  exceeding  25%.  Males  were 
more  likely  to  have  used  marijuana  more 


frequently  than  females,  although  the  dif- 
ferences between  the  sexes  was  not  large:  of 
students  14  years  and  younger,  11%  of  the 
males  and  7.4%  of  the  females  reported  use;  of 
the  students  15  years  and  older,  24%  of  the 
males  and  20%  of  the  females  reported  use. 

Cigarette  Use 

Defining  a smoker  as  someone  who  has 
smoked  at  least  100  cigarettes  and  now 
smokes  at  least  every  week,  15.0%  of  the  males 
and  20.0%  of  the  females  in  this  sample  were 
smokers.  The  distribution  of  smoking  bv  age 
varied  considerably  (Table  1). 

Clearly,  smoking  has  become  a common 
practice  among  females.  Although  they  begin 
smoking  at  a later  age  than  males,  more 
females  smoked  than  males  by  the  time  they 
reached  15-16  years  of  age. 

Smoking  data  gathered  in  1980  provides  an 
interesting  point  of  comparison  for  this  most 
recent  data.  Using  the  same  definition  of  a 
smoker,  a sample  of  2,536  Nebraska  youth 
surveyed  in  1980  reported  13.5%  of  the  males 
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and  14.0%  of  the  females  as  regular  smokers.1 
The  present  survey  results  suggest  15.0%  of 
the  males  and  20.0%  of  the  females  are  regular 
smokers.  The  downturn  in  adolescent  smoking 
prevalence  reported  in  national  data  is  not  yet 
detectable  in  Nebraska. 

30-Day  Usage  and  Selected  Demographic 
Variables  (See  Table  1) 

These  data  suggest  that  alcohol  is  more 
frequently  used  in  rural  areas  (Males:  rural 
68.8%,  urban  63.2%;  Females:  rural  61.2%, 
urban  56.2%),  and  cigarettes  and  marijuana 
are  more  frequently  used  in  urban  areas 
(Marijuana  — Males:  rural  5.4%,  urban 
25.3%;  Females:  rural  1.9%,  urban  20.9%. 
Cigarettes  — Males:  rural  8.1%,  urban 
17.2%;  Females:  rural  8.0%,  urban  23.4%). 

The  prevalence  of  cigarettes  and  marijuana 
usage  increases  significantly  when  one  or  more 
parents  is  missing  from  the  household,  while 
alcohol  prevalence  seems  relatively  unaffected 
by  this  variable. 


Both  hours  of  work  and  income  are  related 
to  use-prevalence.  As  students’  hours  of  work 
and  income  (earned  and  allowance)  increase, 
so  do  the  proportions  of  users  of  all  three 
substances. 

Usage  Patterns  by  High  School  Seniors 
in  Nebraska  and  the  United  States 

Since  1975,  the  University  of  Michigan 
Institute  for  Social  Research  has  conducted  an 
annual  survey  of  drug  use  by  United  States 
high  school  seniors.  Reports  of  this  work, 
published  by  the  National  Institute  of  Drug 
Abuse,  provide  a clear  baseline  from  which  to 
compare  students  in  smaller  samples  such  as 
the  one  described  here.  Seniors  in  this  sample 
were  examined  separately  and  their  last  thirty 
day  usage  patterns  compared  to  the  same 
usage  patterns  reported  in  the  most  recent 
(1981)  national  sample  (Table  2).  The  number 
of  Nebraska  seniors  surveyed  was  relatively 
small  (748)  compared  to  the  national  sample 
(17,590).  Among  the  males,  81.6%  of  the 
Nebraska  sample  had  used  alcohol  in  the  last 


TABLE  2 

THIRTY  DAY  PREVALENCE  — SENIORS* 


M A L 

E S 

F E M A L 

E S 

Nebraska 

N=389 

% 

National 

N=8725 

% 

Nebraska 
N=3  59 

% 

National 

N=8865 

% 

Alcohol 

81.6 

75.7 

64.1 

65.7 

Marijuana 

27.9 

35.3 

21  .0 

27.3 

Stimulants 

15.0 

14.7 

15.8 

16.7 

Barbiturates 

3.1 

2.9 

2.1 

2.4 

Tranquil izers 

2.3 

2.7 

3.6 

2.6 

Cocaine 

5.1 

6.3 

2.7 

5.0 

LSD 

7.8 

3.4 

4.8 

1 .4 

Heroin 

1.1 

0.3 

0 

0.1 

Other  Narcotics** 

2.5 

2.4 

2.4 

1 .8 

G1 ue*** 

2.5 

1.9 

1.5 

1 .1 

♦Nebraska  data  gathered  in  1982;  National  data  gathered  in  1981. 
♦♦Called  "Other  Opiates"  in  national  survey. 

♦♦♦Called  "Inhalants"  in  national  survey. 
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month  compared  to  75.7%  of  the  national 
sample.  For  females  64.1%  of  the  Nebraska 
and  65.7%  of  the  U.S.  sample  reported  use. 
For  marijuana,  Nebraska  usage  was  less 
prevalent  than  in  the  national  sample:  27.9%  of 
Nebraska  males  compared  to  35.3%  of  na- 
tional sample  males;  for  females,  21.0%  of 
Nebraska,  27.3%  of  the  national  sample. 

Summary 

Clearly  alcohol  is  the  drug  of  choice  among 
this  sample  of  young  people.  Not  only  have 
more  young  people  used  alcohol,  more  have 
used  it  recently  and  used  it  in  large  quantities 
than  either  marijuana  or  cigarettes.  The  fact 
that  a larger  proportion  of  rural  youth  use 
alcohol  than  do  urban  youth  is  of  interest  in  a 
rural  state  like  Nebraska. 

Marijuana  use  is  much  lower  than  alcohol 
use  but  exists  at  a level  of  concern.  Marijuana 
use  is  most  commonly  an  urban  and  a male 


practice.  Cigarette  use,  on  the  other  hand,  is 
clearly  more  prevalent  among  females. 

A full  report  of  these  results  is  available 
from  the  Nebraska  Prevention  Center  for 
Alcohol  and  Drug  Abuse,  3 Coliseum,  Univer- 
sity of  Nebraska-Lincoln,  Lincoln,  Nebraska, 
68588. 
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University  of  Nebraska  Medical 
Students'  Attitudes  Toward 
Various  Health  Professions 


IN  most  medical  schools,  students 
begin  their  clinical  clerkships 
during  their  third  year.  That 
time  marks  the  beginning  of  their  exposure  to 
the  many  other  agents  or  members  of  the 
health  care  delivery  team.  One  of  the  clinical 
clerkships  that  is  required  of  the  students  is 
psychiatry. 

Medical  students’  attitudes  toward  psy- 
chiatry before,  during,  and  after  serving  their 
psychiatric  clerkship  have  been  found  to  be 
positive1, 2.  Moos  and  Yalom1  had  63  gradu- 
ating medical  students  rank  various  medical 
specialties  before  and  after  serving  their 
psychiatric  clerkship.  The  students  were  asked 
to  rank  various  medical  specialties  in  order  of 
attractiveness  to  the  student;  they  were  also 
asked  to  check  any  of  the  117  adjectives 
describing  the  “typical”  psychiatrist,  internist, 
neurologist,  dermatologist,  pathologist,  pedi- 
atrician, and  surgeon.  It  was  found  that  the 
students  had  well-formed  stereotypes  of  psy- 
chiatrists before  entering  psychiatric  clerk- 
ship, which  turned  out  to  be  strengthened 
during  the  clerkship,  as  shown  by  changes 
in  the  adjective  checklist  following  clerkship. 
These  stereotypic  impressions  were  largely 
accurate,  according  to  Moos  and  Yalom1 
insofar  as  the  personal  characteristics  of  the 
typical  effective  psychiatrist  were  concerned. 
The  students  perceived  the  psychiatrist  as 
being  significantly  more  cooperative,  gentle, 
helpful,  mild,  patient,  pleasant,  understanding, 
warm  and  considerate  but  significantly  less 
capable,  dependable,  efficient,  methodical, 
and  precise  than  the  other  six  medical 
specialties.  West  and  Walsh2  distributed  over 
500  questionnaires  to  three  groups  of  phy- 
sicians and  two  groups  of  medical  students.  In 
general,  the  role  of  psychiatry  was  regarded 
favorably,  although  West  and  Walsh2  iden- 
tified six  major  criticisms  of  psychiatry  ex- 
pressed by  both  physicians  and  students:  (a) 
the  failure  of  psychiatrists  to  keep  abreast  of 
general  medicine  and  to  retain  their  identity  as 
physicians;  (b)  confusion  about  what  psycho- 
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therapy  is  and  what  it  does;  (c)  psychiatrists’ 
distaste  for  treating  psychiatric  emergencies; 
(d)  the  tendency  of  psychiatrists  to  isolate 
themselves  from  the  community;  (e)  psychia- 
trists’ ascribing  to  classical  psychoanalytical 
theories  and  approaches  and  (f)  psychiatry’s 
difficulty  in  agreeing  on  diagnosis  and  treat- 
ment. Medical  students  appear  to  be  less 
accepting  of  non-physician  mental  health 
professionals  than  of  psychiatrists3,4.  Medical 
school  graduates  interviewed  by  Welz3  felt 
they  could  handle  psychiatric  patients  in 
general  practice.  Only  one  of  24  graduates  felt 
psychologists  and  social  workers  could  treat 
psychiatric  patients  independently,  while  a 
majority  felt  that  psychologists  and  social 
workers  could  be  useful  therapeutic  agents  but 
only  if  strictly  supervised  by  the  physician. 

The  purpose  of  the  present  study  was  to 
assess  medical  students’  attitudes  toward  the 
various  professionals  with  whom  they  may 
come  in  contact  with  in  the  health  care  delivery 
process.  The  study  drew  from  a medical  school 
population  with  samples  from  each  of  the  four 
classes.  This  sampling  procedure  was  done  to 
investigate  how  student’s  attitudes  toward  the 
various  health  professions  vary  through  their 
medical  school  education. 

It  was  predicted  that  student  attitudes 
toward  the  medical  profession  would  become 
increasingly  favorable,  while  becoming  less 
favorable  toward  the  non-medical  professions. 
This  is  consistent  with  reference  group  theory6,6 
which  states  that  one’s  behavior  and  attitudes 

*Reprint  requests  to:  Robert  E.  Mathiasen,  M.A.,  University  of  Nebraska 
Medical  Center,  Nebraska  Psychiatric  Institute,  602  S.  45th  Street, 
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are  shaped  by  the  significant  group  one  is  or 
strives  to  be  a member.  For  the  medical 
student,  the  medical  profession  (professors, 
clerkship  supervisors)  would  seem  to  be  the 
most  significant  reference  group.  Particular 
attention  was  paid  to  those  attitudes  ex- 
pressed towards  the  individual  mental  health 
professions,  and  to  the  mental  health  pro- 
fessions as  a group  versus  the  medical 
professions  as  a group. 

Recent  changes  in  health  care  delivery  give 
reason  to  expect  that  attitudes  of  medical 
students  may  well  have  changed  over  the  past 
ten  years.  Psychologists  have  gained  statutory 
recognition  in  every  state  as  independent 
practitioners.  Social  workers  and  other  psy- 
chotherapists are  increasingly  providing  men- 
tal health  services  without  medical  super- 
vision. Attitudes  of  current  students  are 
important  as  they  provide  a basis  for  pre- 
dicting future  working  relationships  between 
physicians  and  other  health  professionals. 

Method 

Subjects 

The  University  of  Nebraska  Medical  School 
(599  total  students)  provided  the  population 
under  study.  All  medical  students  were  con- 
tacted by  mail  and  were  requested  to  complete 
the  survey  form.  The  total  number  of  com- 
pleted forms  was  146  (35  freshman,  41 
sophomores,  34  juniors,  36  seniors).  The  mean 
age  of  the  sample  used  in  this  study  was  25.84 
years,  with  a standard  deviation  of  3.52.  The 
age  ranged  from  21-40.  Respondents  were 
68.5  percent  male  and  31.5  percent  female. 
The  sample  was  representative  of  all  Univer- 
sity of  Nebraska  medical  students  in  terms  of 
age  and  sex. 

Procedure 

The  semantic  differential,  developed  by 
Osgood,  Suci  and  Tannenbaum7,  was  the 
measurement  technique  used  in  this  study. 
The  semantic  differential  is  a method  of  observ- 
ing and  measuring  the  psychological  meaning  of 
a concept  by  rating  it  along  several  scales 
formed  by  bipolar  adjectives. 

Students  in  the  present  study  were  asked  to 
evaluate  the  following  nine  professions:  clinical 
psychologist,  family  practitioner,  internist, 
neurologist,  pastoral  counselor,  physician’s 
assistant,  psychiatric  nurse,  psychiatrist  and 
social  worker. 


As  illustrated  in  Table  1,  18  scales,  which 
condensed  into  six  factors8,  were  used  in  this 
study.  Each  student  was  instructed  to  rate 
each  profession  by  circling  one  of  the  seven 
points  on  the  specific  scale  which  best 
described  how  the  student  felt  it  should  be 
rated. 

Example: 

Psychiatrist 

Sympathetic  ///////  Unsympathetic 

A score  of  7 indicated  the  highest  positive 
value  on  the  dimension,  and  a score  of  1 
represented  the  lowest  negative  value.  Half  of 
the  scales,  selected  at  random,  were  reversed 
for  presentation  to  the  students.  Two  alternate 
forms  were  devised  in  which  the  presentation 
order  of  the  roles  were  varied.  Half  of  the 
students  were  selected  at  random  to  receive 
one  of  these  forms,  and  the  others  received  the 
other  form. 


Table  1 

Scales  and  Corresponding  Factors  on  which 
Professions  were  to  be  Rated  by  the  Student 


Scales* 

Factor** 

Calm-nervous 
relaxed  - tense 
carefree-worried 

Calm 

efficient  - inefficient 
organized  - disorganized 
industrious  - lazy 

Efficiency 

extroverted  - introverted 
outgoing  - shy 
talkative  - silent 

Extroversion 

intelligent  - unintelligent 
educated  - uneducated 
knowledgeable  - unknowledgeable 

Intelligence 

powerful  - powerless 
forceful  - timid 
rugged  - feeble 

Powe  r 

sympathetic  - unsympathetic 
considerate-  inconsiderate 
thoughtful  - thoughtless 

Sympathy 

* Positive  pole  appears  first, 

**  Factor  score  equals  the  mean  value  of  the  three  scales  making 
up  the  factor  (8). 


Table  2 illustrates  the  scores  calculated  for 
each  profession  on  each  of  the  six  factors.  In 
addition,  the  nine  roles  were  combined  into 
two  groups  (medical,  mental  health)  and  scores 
were  calculated  for  each  group  on  each  of  the 
six  factors.  The  medical  group  consisted  of 
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family  practitioner,  internist,  neurologist  and 
physician’s  assistant.  The  mental  health  group 
included  clinical  psychologist,  pastoral  coun- 
selor, psychiatric  nurse,  psychiatrist  and  social 
worker.  Although  psychiatrists  are  medical 
professionals,  it  was  decided,  based  on  the 
author’s  experience  with  medical  students, 
that  the  students  would  be  more  likely  to  view 
the  psychiatrist’s  role  as  primarily  mental 
health  in  nature.  While  social  workers  can  be 
involved  in  non-counseling/psychotherapy  ar- 
eas (e.g.  medical  social  workers,  state  case- 
worker), the  majority  of  their  work  can  be 
classified  as  mental  health.  For  this  reason, 
social  workers  were  included  in  the  mental 
health  group. 

Results 

A Kendall  coefficient  of  concordance9  was 
calculated  for  each  factor  to  investigate  the 
degree  of  agreement  between  the  classes  in 
ranking  the  individual  professions.  The  Ken- 
dall coefficients  of  concordance  for  each  factor 
were:  calm,  .55;  efficiency,  .82;  extroversion, 


.78;  intelligence,  .98;  power,  .87;  and  sym- 
pathy, .96.  These  coefficient  values  indicated  a 
high  (p<.05)  level  of  agreement  between  the 
classes  in  the  ranking  of  each  of  the  nine 
professions  for  each  of  the  six  factors. 

A one-between  and  one-within  analysis  of 
variance  (ANOVA)  showed  that  students 
associated  the  medical  professions  with 
significantly  (p  < .01)  more  efficiency,  intelli- 
gence, and  power  than  the  mental  health 
professions.  The  mental  health  professions 
were  associated  with  significantly  (p  < .01) 
more  calm,  extroversion,  and  sympathy  than 
were  the  medical  professions. 

Discussion 

The  purpose  of  this  study  was  to  assess 
medical  students’  attitudes  toward  nine  health 
professions.  It  was  hypothesized  that  con- 
sistent with  reference  group  theory,  medical 
students  hold  a significantly  more  favorable 
attitude  toward  medical  professionals  than 
toward  non-medical  professionals.  In  addition, 


Table  2 

Total  Sample  (N  zz  146)  Mean  Values  of  the  Factor  Scores  for  Professional  Groups 


Mean* 


Group 

Calm 

Factor 

Efficiency 

Factor 

Extrove rson 
Factor 

Intelligence 

Factor 

Power 

Factor 

Sympathy 

Factor 

Clinical  Psychologist 

4.35 

4.44 

4.63 

5.04 

4.14 

4.95 

Family  Practitioner 

4.41 

5.10 

4.95 

5.55 

4.84 

5.51 

Internist 

3.52 

5.36 

4.26 

5.93 

4.89 

4.19 

Neurologist 

3.86 

5.36 

4.03 

5.89 

4.61 

4.42 

Pastoral  Counselor 

4.34 

4.64 

4.71 

5.12 

4.14 

5.92 

Physicians  Assistant 

4.31 

4.75 

4.63 

4.85 

4.24 

5.06 

Psychiatric  Nurse 

4.15 

4.57 

4.73 

4.61 

4.41 

4.82 

Psychiatrist 

4.26 

4.32 

4.50 

5.49 

4.20 

4.89 

Social  Worker 

4.06 

4.42 

4.85 

4.47 

3.96 

5.33 

Medical  Professional  Group**  4.02 

5.14 

4.47 

5.56 

4.64 

4.80 

Mental  Health  Professional  0^01^*4.23 

4.48 

4.69 

4.95 

4.17 

5.18 

*A  score  of  7 indicates 
a score  of  1 indicates 

the  highest  possible 
the  lowest  possible 

"positive" 
"negative " 

rating; 
rating . 

**  The  medical  professional  group  consisted  of  family  practioner,  internist,  neurologist  and  physician's 
assistant.  The  mental  health  professional  group  consisted  of  clinical  psychologist,  pastoral  counselor, 
psychiatric  nurse,  psychiatrist,  and  social  worker. 
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it  was  predicted  that  this  attitude  toward  the 
medical  professionals  would  become  increas- 
ingly more  favorable  as  the  student  neared 
graduation,  while,  at  the  same  time,  the 
attitude  toward  non-medical  professionals 
would  become  less  favorable. 

Supporting  evidence  for  the  first  hypothesis 
can  be  seen  in  the  finding  that  the  medical 
groups  were  rated  by  the  students,  overall,  as 
being  significantly  more  efficient,  more  intelli- 
gent, and  more  powerful  than  the  mental 
health  group.  This  would  appear  consistent 
with  the  lofty  status  attributed  to  them  in 
contemporary  society.  There  is  much  emphasis 
today  on  the  “team”  approach  in  health  care 
delivery.  However,  by  observing  how  their 
professors  and  clerkship  supervisors  behave  in 
the  treatment  process,  it  may  be  that  the 
medical  students  perceive  the  physician  as 
being  the  “manager”  of  this  team. 

Based  upon  the  Kendall  coefficients,  the 
classes  did  not  differ  in  the  ranking  of  the 
individual  professions  on  the  six  factors.  That 
is,  there  existed  a consistent  attitude  toward 
these  nine  professions  from  freshman  to 
seniors.  This  finding  suggests  that  upon 
entering  medical  school,  the  student  has  a 
well-established  attitude  about  the  medical 
profession.  The  medical  school  experience 
seems  to  maintain  these  attitudes  by  associ- 
ation with  other  students  and  medical  per- 
sonnel, and,  more  importantly,  professors  and 
clerkship  supervisors  who  serve  as  significant 
role  models  for  professional  behavior. 

Support  for  the  second  hypothesis,  that 
attitudes  change  during  medical  education, 
was  not  so  strong.  The  senior  class  rated  the 
medical  group  as  more  extroverted  than  the 
sophomores  and  juniors,  but  so  did  the 
freshmen.  The  second  hypothesis  would  pre- 
dict the  freshmen  rating  the  medical  group 
lowest  on  this  factor.  Also  in  contrast  with  the 
hypothesis,  the  freshmen  saw  the  medical 
group  as  calmer  than  did  the  other  three 
classes. 

Quite  a number  of  students  wrote  on  the 
returned  questionnaire  that  they  had  not  had 
much  contact  with  many  of  the  mental  health 
professionals,  especially  social  workers.  Add- 
ing to  this  lack  of  acquaintance  may  be  the  fact 
that  the  social  worker  role  itself  is  undergoing 
a transition,  both  in  the  medical  and  mental 


health  fields.  Social  work  has  become  more 
and  more  involved  with  psychotherapy  and 
counseling;  at  the  same  time,  it  appears  to  be 
moving  out  of  the  traditional  social  service 
realm  (foster  care,  adoption  planning,  social 
welfare,  etc.).  This  confusion  may  have  re- 
sulted in  the  low  evaluation  of  the  social 
worker  by  medical  students. 

Summary 

Results  of  the  present  study  give  reason  for 
further  research  on  the  topic  of  medical 
students’  attitudes  in  many  areas.  Questions  to 
be  raised  include:  Are  medical  students  being 
taught  (formally  or  by  modeling)  that  they  are 
the  coordinators  of  all  health  care?  How 
familial-  are  the  students  with  the  other  agents 
or  members  of  the  health  care  team?  How 
much  confidence  do  they  have  in  these 
members?  How  might  a program  be  developed 
which  would  counteract  these  attitudes  or 
prevent  their  development?  Research  in  these 
areas  will  be  useful  because  it  will  indicate  how 
much  mutual  respect  and  professional  cooper- 
ation exist  among  the  professionals  involved  in 
the  health  care  delivery  system. 
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SPECIAL  ARTICLE 

The  Opportunities  for 
Statesmanship  In  Our 

AMERICA  must  keep  pace  with 
the  rapid  growth  seen  with  the 
t-  rest  of  the  world.  She  has 
incredible  leadership  opportunities  if  she  will 
use  them.  A stable,  peaceful  world  is  the 
award. 

As  citizens,  each  of  us  should  accept  the 
challenge  of  leadership  or  statesmanship  in  all 
areas  of  societal  concerns.  We  should  be 
willing  to  leave  the  isolation  of  the  Ivory  Tower 
and  learn  to  handle  government  processes,  and 
to  interface  not  only  with  government  bureau- 
crats but  with  the  public. 

Medical  people  are  in  a unique  position  to 
hear,  to  see,  and  to  observe  the  problems  of 
man.  Their  mission  of  aid  is  understood 
universally.  Their  counsel  and  care  are  ac- 
cepted eagerly  by  the  sick.  Sadly,  this  unique 
position  is  expected  to  be  restrained:  “The 
doctor’s  business  is  with  the  patient.”  His 
advice  and  counsel  on  affairs  political  and 
economic  for  the  general  welfare  of  people  are 
often  brusquely  turned  aside.  All  too  frequent- 
ly, the  physician  resigns  to  this  restriction  of 
his  role  in  the  community.  It  is  my  strong  belief 
that  medical  statesmanship  is  the  prerogative 
of  all  of  us.  Each  of  us  has  a stake  in  the  future 
of  this  planet  that  God  has  given  all  of  us.  Who 
is  in  a better  position  to  speak  for  man?  Is  the 
person  who  is  so  highly  trained  to  understand 
the  body’s  processes  and  the  mind’s  actions 
not  also  capable  of  understanding  man’s  total 
living  problems  and  aid  in  solving  them?  It  is 
my  contention  that  we,  in  the  medical  profes- 
sion, have  a definite  role  to  play  in  planning  for 
a new  and  better  world.  We,  after  all,  are  part 
owners  of  this  planet,  if  only  for  a short  period 
of  time. 

Reverend  Frank  Littel,  a Methodist  minister, 
is  co-founder  of  The  National  Institute  on  the 
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Holocaust.  He  recently  stated  that  the  Holo- 
caust was  not  planned  by  ignorant  savages,  in 
discussing  the  forty-year  anniversary  of  the 
disclosure  of  the  Holocaust.  He  stated  that 
Hitler  was  a church  taxpaying  Roman  Catholic 
who  was  never  excommunicated  or  even 
rebuked.  He  states,  “How  was  it  possible  to  kill 
six  million  Jews  in  the  heart  of  Christendom?” 
He  feels  that  the  beginning  of  the  Holocaust 
started  as  a failed  professional  responsibility, 
and  that  some  Ph.D.’s  and  M.D.’s  were 
involved  in  the  development  of  the  attitude 
which  allowed  the  tragedy  to  occur. 

Andrew  Ivy,  the  famed  physiologist,  was  our 
Dean  in  medical  school.  He  was  the  advisor  to 
our  honorary  fraternity.  After  coming  from  the 
Nuremburg  trials,  he  gave  us  a lecture  on  his 
experiences.  He  said  that  the  doctors  of 
Germany  were  responsible  for  the  beginning  of 
the  thought  process  that  allowed  the  sanc- 
tioned killing  of  people.  Mercy  killing,  the  use 
of  unwilling  subjects  for  research,  and  other 
lack  of  concern  and  respect  for  life  was  part  of 
accepted  professional  ethics  in  Germany  at 
that  time.  We  need  to  constantly  monitor  our 
own  standards.  Are  we  living  up  to  our 
Hippocratic  oath?  Reverend  Littel  stated  that 
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it  is  necessary  that  students  and  professors 
have  academic  discipline  as  well  as  academic 
freedom.  There  should  be  a concern  for 
teaching  morality,  religion  and  ethics,  as  well 
as  the  development  of  a respect  for  life  itself  if 
we  are  to  avoid  another  similar  disaster.  He 
feels  that  we  professionals  are  responsible  for 
changing  the  situation. 

In  also  noting  the  mediocre  academic  test 
scores  of  our  nation's  youth  recently,  it  could 
be  stated  that:  we  parents  as  volunteers, 
professionals,  and  business  and  industry 
leaders  should  also  become  involved  in  making 
demands  on  the  basic  education  curriculum,  so 
that  our  students  reach  the  highest  levels  of 
which  they  are  capable.  Improved  education  is 
going  to  require  increased  pay  for  teachers.  We 
should  also  make  demands  for  high  quality  and 
that  increased  pay  be  given  on  the  basis  of 
skills  rather  than  time  of  service.  We  can 
provide  the  necessary  leadership  to  improve 
education  at  all  levels  if  we  try. 

Our  Environment: 

Modern  man  is  conquering  his  natural 
environment.  We  have  made  immense  progress 
in  the  sciences  of  our  biosphere.  We  no  longer 
need  to  fear  the  ravages  of  most  of  the 
communicable  diseases.  We  have  made  vast 
strides  in  medical  and  surgical  techniques  to 
abolish  and  control  many  of  the  diseases  of 
man.  We  have  advanced  agricultural  tech- 
nology so  that  we  no  longer  fear  famine.  Our 
industrial  technology  has  made  its  products 
available  in  an  almost  unlimited  supply.  We 
have  greatly  advanced  the  pure  sciences.  We 
are  understanding  the  biologic  and  physical 
phenomena  so  necessary  for  synthesizing  the 
products  we  require.  We  are  at  this  time  on  a 
serious  energy  depletion  slide.  However,  I am 
sure  that  we  will  discover  new  sources  of 
energy  in  time  if  we  allow  our  innovative 
resources  to  flourish.  We  are  deciphering  the 
genetic  code  to  the  degree  that  we  may 
someday  even  make  a design  for  man  himself. 
Unfortunately,  these  mechanical  triumphs  in 
themselves  have  not  diminished  the  basic 
problems  of  man  or  the  world.  In  many  ways, 
they  seem  to  complicate  it. 

As  the  natural  environment  is  becoming  less 
of  a menace,  man’s  greatest  enemy,  unfortu- 
nately, continues  to  be  man  himself.  His 
capacity  for  harm  is  increasing.  Violence, 


willful  and  accidental,  produces  more  injury 
and  death  than  any  other  cause.  Man  finds  it 
difficult  to  utilize  his  new-found  progress  to 
the  advantage  of  his  total  welfare.  He  destroys 
his  natural  resources  and  fails  to  plan  for  their 
restoration.  He  fails  to  control  pollution  and 
contamination  of  his  air  and  water.  He  fails  to 
promptly  research  and  develop  greatly  needed 
alternative  energy  sources.  He  fails  to  master- 
plan  his  urban  developments.  He  fails  to 
control  the  world’s  population  explosion.  He 
fails  to  assist  and  guide  the  underdeveloped 
and  underprivileged.  Though  he  accumulates 
new  knowledge  at  tremendous  rates,  he  fails  to 
disseminate  this  knowledge  or  to  use  it  quickly 
for  his  own  benefit.  Fear,  apathy,  superstition, 
prejudice,  and  ineptitude  make  him  powerless 
to  accept  new  ideas  or  to  develop  new  laws  to 
control  his  rapidly  changing  environment.  He 
has  developed  a subconscious  veto  power  over 
the  continuance  of  his  civilization  with  his 
nuclear  weaponry. 

Third  World  Needs: 

We  have  reacted  positively,  but  slowly  to  the 
needs  of  our  own  social  developments.  How- 
ever, we  have  tragically  ignored  the  needs  and 
future  requirements  of  the  other  three-fourths 
of  the  world’s  population.  We  find  the  wage 
earners  of  only  a dozen  nations  on  earth  have 
an  annual  income  of  $1,000  a year.  Two-thirds 
of  the  earth’s  people  have  an  average  of  less 
than  $100  a year.  We  do  not  seem  to  know  how 
to  proceed  in  helping  to  solve  the  problems  of 
these  underdeveloped  nations.  We  have  un- 
selfishly spent  billions  of  dollars  in  foreign  aid, 
but  we  find  the  hiatus  between  the  developed 
and  underdeveloped  countries  continuing  to 
increase.  In  these  countries,  schools,  food  and 
medicine  are  not  just  a luxury  but  are 
frequently  unavailable.  Forty  percent  of  the 
world’s  population  is  illiterate,  and  fifty 
percent  of  the  children  of  the  world  do  not 
attend  primary  or  secondary  schools.  One  and 
a half  billion  people  on  earth  never  have  the 
services  of  a physician.  The  diseases  we  expect 
them  to  cure  usually  run  their  natural  course 
for  them.  To  these  “have  nots”  the  term 
“habilitation”  must  be  substituted  for  “re- 
habilitation”. Unless  there  is  a massive  dis- 
semination of  our  knowledge  and  skills  to  these 
people,  the  present  rate  of  population  ex- 
pansion, which  will  grow  to  six  billion  in  20 
years,  can  only  bring  chaos.  Under  present 
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circumstances,  we  are  ill-prepared  to  assist 
countries  where  food  requirements  and  skilled 
manpower  needs  are  marginal  to  care  for  this 
increasing  number  of  people. 

America’s  Opportunity: 

The  greatest  phenomenon  of  this  universe  is 
not  the  infinite  wonder  of  space,  but  the  God- 
given,  potentially  inconceivable  glory  of  man. 
A study  of  the  interaction  of  man’s  behavioural 
patterns  is  of  greater  importance  than  the 
conquering  of  space.  The  greatest  opportunity 
of  man’s  historical  presence  is  the  freedom  to 
design  his  own  destiny.  Will  it  be  debased  or 
glorious?  This  earth’s  incredible  explosion  of 
population  and  pollution,  with  its  demands  on 
all  of  our  limited  and  diminishing  resources, 
requires  our  overwhelming  attention.  Man’s 
future  is  not  unalterable.  It  is  our  opportunity 
and  responsibility  to  promote  man’s  concern 
for  man’s  future  welfare.  This  must  become 
the  great  preoccupation  of  the  earth’s  present 
population.  We  must  build  a society  that  will 
preserve  this  earth  as  a haven  for  man  at  his 
best.  The  speed  of  change  in  the  present  world 
demands  that  our  navigators  must  be  our  best 
people.  The  American  democracy  must  dem- 
onstrate to  the  world  that  it  is  not  only 
concerned  with  preventing  acts  of  aggression, 
but  also  for  a total  concern  for  this  beleaguered 
people’s  deprivement.  We  have  received  life 
with  its  fundamental  biochemical  processes 
already  solved.  Its  source  is  an  intelligence 
whose  purpose  is  to  spread  life  in  an  elegant 
way.  This,  however,  has  nothing  to  do  with  the 
continuance  of  that  life  — that  is  up  to  us. 

The  key  to  the  solution  of  many  of  the 
problems  of  the  world  is  to  reach  the  common 
man  and  to  help  him  satisfy  his  desires  and 
goals  for  a better  tomorrow.  The  greatest 
blessing  of  man  is  the  equal  opportunity  to  do 
a day’s  work  in  a free  society.  He  would  cherish 
the  opportunity  for  himself  and  for  his  family, 
to  profit  from  this  work.  The  crippled, 
apathetic,  and  primitive  peoples  of  the  world 
are  bound  by  a sense  of  hopelessness.  The 
fears  and  superstitions  that  lie  hidden  in  their 
imaginations  paralyze  action.  We  can  and  must 
demonstrate  to  them  that  their  obstacles  can 
be  overcome;  that  these  handicaps  actually  can 
spur  them  on,  waking  in  them  powers  now 
dormant.  Once  the  confidence  of  action  is 
shown,  man’s  true  character  for  affecting  his 
own  rehabilitation  can  then  shine  through.  The 


greatest  reward  in  the  world  is  fhe  satisfaction 
of  helping  someone.  This  truth  is  as  unchang- 
ing as  the  absolutes  of  the  tide,  wind  and  sun. 
The  challenge  of  the  world  today  is  how  to  use 
this  truth  for  a better  world. 

Militarism  — Terrorism: 

Columnist  George  Will  recently  stated  that 
since  our  detente  with  Russia  in  1973,  they, 
with  the  help  of  Cuba,  have  been  involved  in 
aggression  in  Angola,  Ethiopia,  Yemen,  Cam- 
bodia, Nicaragua,  El  Salvador  and  Afghanistan. 
They  have  developed  ports  for  their  navy  all 
over  the  world,  including  Cam  Ranh  Bay,  Viet 
Nam,  Cuba,  the  South  Persian  Gulf,  to  name 
several.  They  have  made  a mockery  of  the 
SALT  II  talks  and  Helsinki  accords.  They  have 
continued  to  fund  terrorism  worldwide  and 
continued  the  arms  build-up.  They  give  direct 
military  aid  to  Cuba  of  one  billion  dollars  a 
year  with  four  billion  dollars  of  economic  aid, 
plus  a permanent  Russian  cadre  of  both 
military  and  technical  personnel.  It  is  esti- 
mated that  Cuba  gets  twenty  times  more 
military  assistance  from  Russia  than  the  U.S. 
gives  to  all  of  Latin  America.  Their  well- 
planned  aggression  goes  unnoticed  bv  many, 
and  denied  by  others. 

As  noted  in  Viet  Nam,  and  now  in  El 
Salvador,  terrorist  attacks  on  a government 
leach  away  that  regime's  legitimacy  to  the 
people,  and  particularly,  to  an  arrogant  and 
misinformed  news  media.  This  produces  pres- 
sures for  negotiations  aimed  at  power-sharing 
with  Stalinist  terrorist  types  who  do  not 
believe  in  sharing  power  with  anyone  else.  A 
communist  regime,  such  as  Nicaragua,  must  be 
treated  as  legitimate  and  irreversible,  whereas, 
this  is  not  true  to  the  elected  government  in  El 
Salvador.  We  always  seem  to  be  placed  in  a 
position  where,  when  we  cannot  accept  the  one- 
way military  assistance  to  a country  by  Russia, 
that  we  become  forced  into  countering  with 
military  assistance  to  the  other  side.  The 
problem  is  that  we  often  have  then  to  deal  with 
corrupt  governments,  and  we  find  it  difficult  to 
relate  to  that  country’s  people,  particularly  in 
the  rural  areas.  The  villages  are  the  support  for 
the  terroristic  groups,  and  if  anything  is  to  be 
done  about  stabilizing  the  country,  it  cannot  be 
just  by  attempts  to  kill  the  terrorists.  In  fact, 
you  must  protect  and  win  over  the  population 
at  the  same  time.  This  requires  a concerted 
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massive  aid  program,  considering  all  of  their 
needs,  particularly  medical  needs,  which 
should  be  the  easiest  to  apply. 

The  problem  is  that  this  area  of  aid  has 
never  been  a great  concern  by  any  branch  of 
our  government  except  AID  of  the  State 
Department,  which  never  has  enough  funding 
or  true  knowledge  of  the  local  problems.  As  an 
example:  The  health  systems  in  El  Salvador 
are  in  a state  of  complete  breakdown,  accord- 
ing to  a U.S.  medical  delegation  which  recently 
visited  that  country.  They  stated  that  the  local 
government  has  no  other  rationale  than  main- 
taining power  by  military  force,  political 
repression  and  terror.  Their  answer  to  the 
Marxist  resurgence  and  its  terroristic  destruc- 
tion and  horror  has  been  also  to  mistreat 
doctors,  nurses  and  health  workers:  1)  Some 
have  been  killed,  imprisoned,  tortured,  abused, 
and  many  have  fled.  2)  There  is  a severe  lack  of 
antibiotics,  blood,  analgesics,  basic  equipment 
and  food  for  patients.  3)  Refugee  conditions 
are  apalling,  with  malnutrition,  skin  diseases, 
pediculosis,  diarrhea,  whooping  cough,  scabies, 
with  no  medical  treatment.  There  is  no  relief 
for  displaced  persons,  as  they  are  not  legally 
considered  refugees,  and  six  to  eight  hundred 
thousand  people  are  displaced.  4)  In  the  rural 
areas,  health  conditions  are  devastating.  Infant 
mortality  is  two  out  of  three,  one-third  are 
anemic,  and  80%  of  the  children  under  five  are 
malnourished.  5)  There  are  many  political 
prisoners  who  have  been  abducted,  terrorized, 
beaten  and  abused.  The  terrorists  have  con- 
tinued to  benefit  from  this.  It  is  exactly  the  de- 
stabilizing situation  they  seek.  Viet  Nam  was 
lost  in  the  same  manner. 

The  horrors  of  war  are  best  seen  in  a 
surgeon’s  tent.  As  an  organizer  of  Medical 
Volunteers  for  Viet  Nam,  I took  care  of  many 
persons,  including  women  and  children,  mon- 
strously wounded  by  Viet  Cong  acts  of 
discriminate  brutality.  This  is  the  method  that 
guerrilla  terrorists  use  to  confuse  the  be- 
leaguered so  that  they  will  either  give  in  to 
avoid  brutality,  or  overreact  and  create  the 
secondary  effect  of  gaining  sympathy  for  the 
terrorists. 

I remember  Viet  Nam  in  November  of  1968. 

I was  visiting  one  of  my  former  residents  who 
was  chief  of  orthopaedics  at  the  First  Naval 
Hospital,  that  Thanksgiving  Day  in  Da  Nang.  A 
marine  patrol  had  gone  out  and,  when  they 


came  back,  land  mines  had  been  laid.  They 
just  blew  those  kids  apart.  You  cannot  imagine 
the  carnage.  There  was  literally  blood  and 
fluids  ankle-deep  in  the  operating  rooms.  The 
next  day,  there  were  all  these  beautiful  boys 
with  purple  hearts  on  their  pillows,  legs  off, 
paraplegics  — incredible  human  devastation. 
They  were  all  ready  to  salute  the  general  when 
he  came  in  to  make  rounds  — all  ready  to  show 
him  that  they  were  patriots.  Later,  some 
changed  their  minds.  They  became  disillusioned. 
But,  at  that  moment  in  time,  they  were  heroes. 
Who  cares?  Who  saw  the  blood?  They  were 
just  the  plain,  white  dressings,  and  a kid  who 
was  all  ready  to  smile  through  his  pain,  and 
thank  you  for  his  purple  heart.  Who  put  down 
the  land  mines?  Little  kids,  women,  old  men. 
They  were  not  hardened  Viet  Cong  troops 
putting  out  the  land  mines  — they  were  part  of 
very  efficient,  terroristic,  hate  squads. 

Another  of  my  former  orthopaedic  residents 
flew  down  from  Chui  Lai  that  day  to  see  me 
and  reported  on  a crippled  children’s  clinic 
that  I had  suggested  that  he  start.  The  people 
were  so  grateful  that  they  were  informing  the 
marines  where  the  land  mines  were  located:  A 
perfect  demonstration  of  a most  important 
counter-measure  to  terrorism  which  breeds  on 
the  discontent  of  the  rural  population. 

Such  terrorism  and  its  causes  grow  more 
important  in  a nuclear-missile  age  as  our 
“island”  becomes  less  distant  and  more 
vulnerable.  Terrorism  is  “gangsterism”.  Since 
a violent  terrorist  respects  no  human  rights,  he 
should  receive  none.  Rather  than  being  har- 
bored, he  should  be  hunted  down  and  stamped 
out  by  international  agreement  as  one  would 
destroy  a malignant  cancer.  He  will  receive 
little  support  from  a satisfied  population. 

Those  who  would  change  the  world  with 
Marxist  and  Socialist  doctrines  feel  no  respon- 
sibility for  the  individual,  his  freedom  or  rights. 
To  them,  what  matters  is  the  furthering  of  their 
revolutionary  ideas.  Marxism  is  hostile  to 
private  property  and  institutions,  to  human 
freedoms,  to  religion,  to  the  intellectual  com- 
munity, to  other  countries.  We  must  provide 
statesmanship  to  demonstrate  the  advantages 
of  the  American  Revolution  and  its  liberty. 

The  1982  Nobel  Peace  Prize  winners,  Alva 
Myrdal  of  Sweden,  and  Alfonso  Garcia  Robles 
of  Mexico,  feel  that  war  and  preparation  for 
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war  have  acquired  legitimacy.  They  state: 
"There  is  a cult  of  violence  in  the  world.  There 
is  a clearly  irredeemable  misconception  that 
the  use  of  war  and  violence  can  lead  to  victory. 
There  is  a persecution  mania  which  leads 
politicians  to  indulge  in  unlimited  re-arma- 
ments.” Alfred  Nobel,  the  originator  of  the 
Nobel  Prize,  in  his  will  of  1895,  stated  that  he 
would  support  the  holding  of  peace  congresses, 
and.  incredibly,  at  this  time,  no  such  Congress 
has  been  held. 

We  have  allowed  militarism,  terrorism,  and 
threat  of  war  and  total  nuclear  destruction  to 
become  our  leaders.  The  reality  of  this 
destructive  potential  should  be  the  incentive 
to  change  our  whole  concept  of  how  to  guide 
man's  destiny.  We  can  provide  the  leadership 
to  seek  the  necessary  alternatives. 

Human  Rights: 

To  encourage  human  rights  in  the  world 
today,  our  government  operates  mainly  through 
“disincentives”,  such  as  withdrawing  foreign 
aid  and  refusing  to  engage  in  the  usual 
communications  like  diplomatic  relations.  This 
only  arouses  resentment  and  is  counter- 
productive, because  it  results  in  fewer  human 
rights. 

We  vow.  for  example,  not  to  own  stock  in 
corporations  that  have  dealings  with  South 
Africa;  this  just  causes  bitterness  there.  We 
should  operate  instead  through  incentives, 
such  as  studying  the  country’s  political  and 
cultural  problems,  communicating  on  an  un- 
derstandable basis,  extending  more  aid,  and 
trying  to  help  as  the  original  Peace  Corps  did. 
which  had  tremendous  potential. 

Peace  Corps  Director,  Loretta  Miller 
Ruppe,  the  wife  of  Congressman  Phil  Ruppe, 
states  that  Africa  has  requested  4,000  Peace 
Corps  workers,  but  can  only  get  2,500,  out  of  a 
total  of  5,000  available.  In  1966,  there  were 
15,556  available.  We  now  spend  109  million 
dollars  a year  for  the  Peace  Corps.  There  have 
been  more  than  100,000  volunteers  going  to  62 
countries  to  participate  in  education,  agricul- 
ture, forestry,  fisheries,  small  business.  They 
make  $300  per  month.  Should  we  not  be 
encouraging  this  effort? 

President  Reagan’s  important  democracy 
initiative  may  be  funded  with  a paltry  65 
million  dollars  of  new  money  for  USIS, 


USAID,  Voice  of  America  and  Voice  of 
Europe.  His  problem  in  getting  it  approved  is 
that  of  internal  Congressional  political  intol- 
erance and,  they  say,  his  lack  of  global  strategy 
for  peace.  The  Russian  KGB  has  also  a 
diplomatic  and  international  informational 
project.  They  give  thousands  of  scholarships 
for  Third  World  countries.  They  organize 
world  youth,  develop  national  peace  con- 
ferences, and  aid  local  communities  around  the 
Third  World.  They  maintain  contacts  with 
religious  gorups,  political  movements  and 
labor  organizations.  There  is  a high  priority  to 
sway  world  opinion.  The  Russians  believe  in 
launching  political  initiatives,  i.e.,  Andropov’s 
100-dav  peace  offensive  aimed  at  separating 
western  Europe  from  the  other  allies.  We  need 
to  respond  not  only  with  the  CIA  and  a small 
democracy  initiative,  but  with  giving  the  help 
of  friendly  Americans  in  a program  of  enor- 
mous scale. 

There  was  talk  about  having  all  our  young 
people  give  a year  of  service.  They  could  serve 
overseas  as  well  as  at  home.  This  should 
include  all  groups,  our  best,  that  could  give 
their  knowledge  and  skills  to  disadvantaged 
people.  Those  who  have  an  abundance  of 
human  rights  and  freedom  have  an  obligation 
to  help  those  others  who  are  less  fortunate, 
just  as  their  own  rights  have  been  given  them. 
We  must  be  willing  to  fund  this  effort  at  high 
priority. 

Definition  of  Rights: 

The  definition  of  a right  or  freedom  should 
not  be  a rigid  one  if  it  is  to  be  understood  in  a 
universal  sense.  The  right  must  only  mean  the 
privilege  of  a position  or  a status  during  a 
period  of  time.  It  is  a simple  fact  of  nature  that 
the  existence  of  anything  in  our  universe  grants 
it  certain  rights.  This  applies  to  heavenly 
bodies  as  it  does  to  a mayfly  hatch  or  a man 
protecting  his  heritage  or  freedom.  Everything 
has  its  place.  Everything  in  nature  has  its  time. 

It  is  said  that  every  person  is  born  equal. 
Every  human  should  have  the  basic  rights  for 
the  integrity  of  his  person  and  fundamental 
civil  liberties.  These  basic  human  rights  are  fre- 
quently confused  with  rights  achieved  through 
advancement  by  cultural,  educational,  political, 
or  other  human  endeavor.  These,  of  course, 
vary  greatly  from  society  to  society.  Other 
rights,  basic  for  human  needs,  are  those  for  the 
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fulfillment  of  such  vital  requirements  as  good 
health,  food,  shelter,  and  education.  These, 
however,  must  be  earned. 

If  human  rights  are  to  be  heralded  and 
protected,  they  must  be  carefully  defined  and 
agreed  upon.  It  also  must  never  be  forgotten 
that  every  right  that  is  extended  must  not 
impinge  upon  another  person’s  right.  Any 
privilege  extended  may  infringe  on  another’s 
privilege,  so  that  one  is  complementary  to  the 
other. 

In  our  burgeoning  world  with  a potential 
population  of  six  billion  people  in  the  year 
2000,  we  must  decide  which  human  rights  are 
fundamental  to  our  civilization.  If  we  humans 
exceed  the  balance  or  equilibrium  required  in 
our  universe,  will  we  have  to  forsake  either  our 
stands,  our  position,  or  our  human  rights  and 
freedoms?  Many  governments  already  feel  that 
the  individual  must  be  subservient  to  society’s 
requirements.  Future  governments  must  use 
wise  proportions  if  they  are  to  maintain  an 
equilibrium  of  the  forces  which  give  the 
incentives  for  mankind  to  get  up  and  go. 

Considering  that  there  must  be  a balance 
between  the  need  of  the  individual  and  those 
of  society,  our  country  should  lead  the  world  in 
defining  legal,  moral  and  human  rights.  We 
should  extol  our  style  of  liberty  and  human 
dignity.  The  concept  of  human  freedom’s  right 
and  obligations,  and  how  to  define  or  achieve 
them,  should  not  escape  the  people  of  the 
world.  We,  as  professionals,  should  provide 
leadership  in  this  area. 

Producer  Rights: 

Another  one  of  the  great  problems  of  today 
is  to  achieve  a balance  between  consumer 
rights  and  producer  rights.  Ralph  Nader  has 
popularized  the  word  and  the  idea  of  con- 
sumerism. He  has  made  a career  of  promoting 
the  cause  of  the  consumer  and  attacking  the 
producer.  He  considers  himself  their  un- 
appointed guardian.  There  is  no  question  that 
the  purchaser  of  goods  is  better  off;  through 
the  work  of  the  consumer  advocate,  the  old  by- 
line “Let  the  buyer  beware!”  no  longer  really 
applies.  However,  what  is  important  for  the 
laws  and  control  of  every  society  is  proper 
balance.  Overprotection  of  one  group  against 
another  one  can  only  result  in  a decline  of 
effectiveness  of  the  important  doctrines  of 
human  rights  and  civil  liberties.  The  battle  for 


balance  is  what  makes  our  free  society  so  vital 
and  exciting.  The  problem  with  battles,  how- 
ever, is  that  someone  is  required  to  do  the 
fighting;  and  in  the  complex  society,  the 
fighter  or  the  “shaker  and  mover”  or  the  so- 
called  activist,  may  be  placed  in  such  a 
vulnerable  position  that  his  important  effec- 
tiveness in  creating  balance  is  destroyed. 

There  is  a need  for  some  group  to  effectively 
support  the  producer.  I know  of  no  society  of 
advocates  for  the  producer.  He  is  just  the 
opposite  of  the  consumer  in  that  he  provides 
goods  or  services  or  skills  to  which  others  avail 
themselves.  Some  might  be  tempted  to  say, 
“Why  care  about  the  producer,  because  he,  in 
fact,  can  take  care  of  himself?”  However,  in  our 
increasingly  complicated  bureaucratic  society, 
that  is  no  longer  true,  if  it  ever  was.  There  are 
more  federal  and  state  regulations  for  business 
activity,  progressive  taxation,  employment 
protection  regulations,  and  the  new  bugaboo, 
which  is  the  requirement  for  the  producer  to 
insure  himself  against  the  consumer  and  his 
advocates;  that,  in  fact,  is  a serious  imbalance. 
We  should  be  concerned  about  the  producer  as 
well  as  the  consumer.  Where  are  his  fringe 
benefits  and  his  union  contracts  and  protec- 
tion for  his  family  and  his  job? 

Obligations: 

If  we  realize  that  basic  human  rights  are  not 
static,  but  rather  a dynamic,  purposeful 
equilibrium  to  achieve,  we  then  realize  that 
another  element  of  human  quality  is  necessary. 
That  is  obligation.  It  is,  in  fact,  a volitional  and 
controllable  factor  in  our  society.  Obligation  to 
others  and  to  our  total  environment  is  a duty 
and  a debt;  but,  more,  it  is  a moral  and  ethical 
responsibility  that  each  must  feel.  Otherwise, 
the  fabric  of  civilization,  as  we  know  it,  will 
crumble.  As  a right  is  honored  by  the  giver,  it 
must  be  honored  by  the  receiver;  and  this 
implies  obligation  and  responsibility.  To  re- 
ceive is  a privilege,  and  as  long  as  the  receiver 
is  capable  of  responsibility,  that  becomes  his 
duty.  The  relationship  between  producer  and 
consumer  should  be  one  of  obligation  and 
responsibility  to  each  other. 

Health  Care: 

There  is  another  aspect  of  the  human  rights 
issue  as  it  applies  to  domestic  medicine.  Some 
have  been  heralding  medical  care  as  being  a 
basic  human  right.  The  opportunity  to  good 
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health  can  be  considered  a right  in  a modern 
society.  Good  health  is  earned.  Good  health 
cannot  be  declared  as  a basic  right.  It  is  not 
just  related  to  health  care  systems,  but  also  to 
public  health  considerations,  such  as  proper 
nutrition,  good  exercise,  avoiding  over- 
indulgence  in  smoking,  food  and  drugs,  the 
willingness  to  take  the  simple  measures  of 
health  care,  and  avoiding  the  trauma  hazards 
of  our  fast-living  world.  Delivery  of  health  care 
is  misnamed.  It  should  be  called  the  delivery  of 
illness  care.  Physicians  should  be  in  the 
forefront  in  evoking  these  concepts. 

I have  had  an  opportunity  to  see  almost  all 
the  medical  delivery  systems  in  the  world  on 
my  lecture  tours.  I have  also  exchanged  ideas 
with  many  foreign  physician  friends  who  have 
visited  me.  There  is  no  question,  American 
medicine  has  the  best  quality,  quantity,  and 
distribution  in  the  world.  The  price  is  high, 
but  mainly  because  of  the  ever-increasing 
demands  made  upon  it.  Most  of  the  inflation  of 
medical  costs  has  resulted  from  the  increased 
number  of  employees,  their  demands  for  equal 
and  competitive  wages,  and  the  demands  of 
the  consumer  for  high-quality  care  and  guar- 
antees for  good  results.  It  is  my  opinion  that 
this  inflationary  spiral  can  be  controlled,  that 
medical  costs  can  be  handled  without  destroy- 
ing the  system  which  has  provided  the 
American  people  with  the  most  modern 
techniques  available.  Each  physician  should 
be  the  regulator  of  the  medical  cost  and  ration 
problem  — not  an  army  of  bureaucrats 
sequestered  in  Washington. 

Socialized  medicine  will  in  no  way  cut  costs; 
it  will  actually  increase  them  because  in- 
creased utilization  will  be  inflationary  unless 
services  are  markedly  cut.  There  must  be  a 
rational  method  of  rationing  health  care. 
Resources  for  health  care  will  always  be 
limited.  The  demand  for  health  care  is 
potentially  infinite.  Therefore,  it  would  be 
economically  and  practically  impossible  to  give 
truly  total  health  care  to  every  citizen.  If  health 
care  is  a basic  human  right  of  some,  then  that 
must  by  definition  impinge  on  the  right  of 
another.  Health  care  is  made  available  from 
the  work  and  lives  of  others,  so  the  correctness 
of  this  definition  of  human  rights  is  satisfactory 
as  long  as  there  is  no  impingement  on  the 
human  rights  of  others  who  have  to  provide 
and  pay  for  it. 


Some  of  these  proponents’  understanding  of 
the  importance  of  individual  enterprise  in  the 
success  of  medicine  is  nil.  They  essentially 
want  to  conscript  the  medical  profession  into 
forced  service  for  the  government.  Their  views 
are  socialistic,  simplistic,  and  should  be  re- 
jected. The  American  illness  care  system  is 
one  of  the  greatest  successes  of  America,  and 
it  should  not  be  destroyed  by  political  and 
bureaucratic  adventurism.  It  should  be  re- 
membered that  the  formula  for  the  ideal 
medical  care  situation  is  a “dedicated  doctor 
with  good  facilities,  working  for  a responsible 
patient”.  That  has  been  the  basic  American 
formula. 

The  Malpractice  Problem: 

There  has  been  an  incredible  increase  in  the 
number  of  malpractice  suits  filed  in  the  United 
States.  An  increasingly  litigious  society,  sup- 
ported by  avaricious  plantiffs  attorneys,  and  a 
legal  system  which  is  out  of  step  with  reality, 
has  put  legal  problems  as  one  of  the  great  haz- 
ards to  anyone  who  would  be  a producer. 
There  is  a new  consumerism  attitude  adopted 
by  some  people  who  think  that  every  adversity 
in  life  is  someone  else’s  fault  and  must  be  paid 
for.  The  legal  profession,  the  government  and 
the  insurance  industry  have  failed  miserably  to 
ameliorate  the  crises  of  1975  and  1976.  At  that 
time,  it  appeared  that  the  practice  of  medicine 
would  grind  to  a halt.  Some  malpractice 
attorneys  are  now  even  advertising  in  news- 
papers to  encourage  people  to  file  malpractice 
suits. 

There  was  a day  when  suits  were  controlled 
by  conscientious  lawyers,  and  judgments  were 
small  and  reasonable.  By  a manipulation  of 
laws,  and  incentives  to  break  the  rules  of 
tradition,  suits  to  gain  judgments  of  incredible 
proportions  have  descended  like  a devastating 
storm.  A woman  recently  has  been  awarded  a 
10.5  million  dollar  award  in  a toxic  shock 
syndrome  case.  She  claims  that  she  was 
hospitalized  for  a week  with  these  severe 
illness,  following  the  use  of  a certain  com- 
pany’s tampons.  The  jury  awarded  this  enor- 
mous sum,  even  though  the  defense  showed 
that  the  patient  had  not  suffered  a permanent 
physical  disability.  In  New  York,  a meningitis 
case  involving  a child,  who  was  turned  away  by 
a hospital  and  told  to  see  her  family  doctor, 
resulted  in  an  award  to  the  plaintiff  of  29 
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million  dollars.  Awards  are  growing  at  such  an 
alarming  rate  that  insurance  companies  have 
tried  to  increase  their  premium  at  the  same 
rate.  In  some  areas,  professional  liabilities 
awards  have  increased  by  700%.  Florida, 
California  and  New  York  are  states  which  have 
special  problems.  If  one  of  the  state-run 
companies,  which  insures  about  3,000  phy- 
sicians, had  received  its  requested  increases,  a 
neurosurgeon  would  have  paid  approximately 
$175,000  — an  absolutely  absurd  amount.  The 
company  was  not  allowed  this  enormous 
increase,  but  its  request  is  still  pending.  It 
would  appear  that  the  outlook  is  dim.  The 
average  surgeon  today  pays  between  $4,000  - 
$59,000  per  year,  depending  upon  the  laws  of 
the  state  where  he  practices. 

Why  has  the  liability  problem  become  so 
prominent  in  American  life?  Medical  care  is 
actually  better  now  than  at  any  time  in  our 
history.  The  medical  profession  in  the  last  fifty 
years  has  increased  life  expectancy  by  half,  has 
eradicated  plagues  and  epidemics,  and  has 
controlled  infectious  diseases.  It  has  redefined 
the  role  of  the  hospital  from  a place  to  die  into 
a place  to  live.  It  has  improved  the  chances  of 
surviving  illnesses  which  were  previously  hope- 
less, and  has  given  a new  hope  to  victims  of 
heart  disease,  stroke,  cancer  and  arthritis.  It 
has  developed  remarkable  diagnostic  and 
monitoring  devices.  It  has  courageously  adopted 
the  advances  of  the  technical  revolution  to 
provide  transplanted  organs  and  synthetic 
part-replacements  to  give  renewed  quality  of 
life  and  hope  to  those  who  are  crippled. 

The  liability  system  is  being  driven  to  this 
extreme  by  a small  group  of  plaintiff  attorneys, 
a “bonanza  mentality”  in  some  patients,  and 
by  some  plaintiff-oriented  juries  and  courts. 
This  legal  problem  does  not  occur  in  any  other 
part  of  the  world,  and  has  as  its  basis,  some 
laws  whose  purposes  were  to  protect  the  poor 
but  have  wound  up  being  twisted  and  turned  to 
the  benefit  of  a few.  There  will  be  a further 
crisis  in  the  80’s  in  the  liability  area,  and  it 
behooves  all  of  us  in  the  medical  profession  to 
interrupt  the  present  trend  before  a catas- 
trophe happens.  There  may  come  a time  when 
no  one  will  be  able  to  afford  the  insurance,  and 
practice  will  be  so  restricted  that  American 
medicine,  as  we  have  known  it,  will  disappear. 

In  1976,  I was  appointed  Chairman  of  a 
malpractice  action  committee.  We  used  the 


citizens'  initiative  for  placing  a referendum  on 
the  ballot.  We  have  made  a number  of 
recommendations  to  control  the  liability  prob- 
lem and  these  considerations  should  include: 

1)  Pressing  both  the  state  and  federal 
government  for  meaningful  and  effective  tort 
law  reform  measures. 

2)  A restriction  of  the  contingency  fee  which 
is  an  incentive  for  suing,  and  replacing  it  with  a 
fee-for-service  arrangement,  as  with  other 
professions;  or  the  development  of  a public- 
service  type  of  organization  which  could  be  set 
up  to  fund  attorneys’  fees  for  persons  engaged 
in  medical  negligence  litigation.  In  the  contin- 
gent arrangement,  the  lawyer  is  not  paid  if  he 
loses.  In  this  arrangement,  however,  the  lawyer 
would  be  paid  in  any  event.  As  physicians  are 
responsible  to  Medicare  and  Medicaid  in 
support  of  the  nation’s  needy,  so  should  the 
law  profession  be. 

3)  There  should  be  a call  for  a proper  legal 
definition  of  malpractice  that  will  separate  the 
“unhappy  result”  or  the  “mishap”,  which  is  not 
the  fault  of  the  professional  or  the  hospital, 
from  incompetence  and  negligence.  Medical 
malpractice  can  be  defined  as  follows:  “When 
a patient  suffers  harm  in  a treatment  situation 
through  outright  incompetence  or  gross  neg- 
ligence, or  if,  after  a mistake  is  made,  no 
proper  remedial  action  is  taken  in  an  appro- 
priate time.” 

4)  A reasonable  and  appropriate  explana- 
tion for  “informed  consent  for  treatment.”  The 
subject  should  be  fully  aware  that  risks  are 
being  assumed,  and  should  not  be  denied  any 
requested  information.  It  should  be  recognized 
that  a person  of  adult  years  and  sound  mind 
has  the  right  to  exercise  control  over  his  own 
body,  and  that  the  professional  should  give  all 
information  relevant  to  a meaningful,  decision- 
making process.  If  one  reasonably  explains  the 
alternatives,  potentials,  complications  of  the 
case  and  post-operative  management,  this 
should  be  adequate. 

5)  We  should  formulate  patient-safety  and 
quality-assurance  programs  to  minimize  the 
risk  of  a patient  being  injured  as  a result  of 
care. 

6)  A re-evaluation  of  the  present  insurance 
concept,  which  requires  the  professional  and 
the  hospital  to  be  the  sole  guarantors  of  every 
patient’s  health,  should  be  undertaken.  We 
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should  have  consideration  for  a new  insurance 
program  that  will  compensate  patients  for 
accidents  derived  in  health  care. 

The  Future: 

We  are  now  in  a new  decade  and  in  less  than 
twenty  years,  a new  century.  What  will  life  hold 
for  us,  our  younger  colleagues  and,  in  fact,  for 
our  children?  We  need  to  be  leaders  not  only  in 
disease  control  but  also  in  the  despoiling  of  our 
planet  by  pollution,  energy-wasting,  over- 
population and  social  degeneration. 

If  the  present  inflationary  trends  continue 
for  the  next  twenty  years,  a single- family  home 
will  average  $244,000  a year.  Four  years  of 
medical  school  will  cost  $105,000.  A postage 
stamp  will  be  93  cents.  A day  in  the  hospital 
will  be  over  $1,000.  It  is  my  firm  conviction 
that  we  all  need  to  be  our  own  regulators  for 
cost  containment,  and  that  this  can  have  an 
enormous  effect  on  inflation.  We,  as  citizens  of 
the  community,  have  an  obligation  and  a 
unique  opportunity  for  leadership  if  we  have 
the  fortitude.  How'  the  health  delivery  system 
works  depends  upon  the  knowledge,  skills,  and 
behavior  of  the  professionals  who  work  in  it. 
What  these  professionals  do  will  depend  on 
their  education,  the  system  that  monitors  their 
activities,  their  economic  incentives,  their 
professional  drives  and  dedication,  govern- 
ment regulations  and  consumer  expectations. 
We  will  have  a large  number  of  new  health 
professionals  by  the  year  2000,  and  we  need  to 
see  to  their  special  needs  and  education. 

Strategies: 

We  need  to  develop  strategies  for  both 
short-term  and  long-term  goals  if  we  are  to 
build  on  the  foundation  of  our  forbearers. 
What  can  we  do  to  become  citizens  of  a new 
and  better  world?  1)  We  should  vigorously 
participate  in  all  levels  of  the  activities  of  a new 
and  improved  society;  2)  We  must  develop  our 
skills  and  aptitudes  so  that  our  specific  role 
can  be  useful  and  acceptable;  3)  We  should 
honor  the  free-thinker  and  critic,  but  we  should 
not  confuse  him  with  the  skeptic  and  cynic  who 
believes  in  nothing  and  who  would  deride 
common  sense  practices  and  destroy  useful 
institutions;  4)  We  must  not  allow  those  who 
are  fearful  of  failure  to  communicate  their  fear 
to  us.  It  is  not  necessary  to  see  immediate  and 
positive  results.  We  must  feel  deeply  that  what 
we  do  is  right  and  that  we  have  given  our  best 


effort.  If  we  believe  in  what  we  do,  repeated 
failures  should  not  deter  us;  5)  We  must  learn 
to  place  the  welfare  of  every  human  being  on 
par  with  that  of  our  own  self-interest.  We  must 
believe  that  the  responsibility  of  all  mankind 
belongs  to  each  one  of  us.  This  should  be  our 
number  one  priority;  6)  We  should  develop 
standards  for  leadership  and  find  those  leaders 
who  will  inspire  and  command  the  people 
under  them  to  use  this  element  of  human 
behavior  as  their  guide.  People  will  follow  such 
leadership  and  will  make  the  personal  sacri- 
fices required,  if  they  can  be  shown  that  it  is  for 
the  welfare  of  all;  7)  We  must  promote  the  idea 
of  volunteerism  in  America.  We  should  get 
people  interested  in  giving  their  time  to 
community  projects.  We  should  teach  the 
young  people,  the  unbusy  housewives,  and 
retired  people  that  the  greatest  personal 
rewards  are  in  giving.  We  should  set  up  a 
national  office  for  this  promotion.  We  should 
develop  a mechanism  whereby  the  people  of 
the  private  sector  of  our  country  can  make 
available  their  special  skills  to  facilitate  our 
national  and  international  responsibility.  Cer- 
tain groups  such  as  business  and  professional, 
key  cities  and  states,  should  form  partnerships 
to  assist  those  who  are  less  fortunate;  9)  We 
should  increase  the  opportunity  and  respon- 
sibility of  professional  societies  and  private 
agencies  to  carry  out  aid  programs.  Govern- 
ment monies  and  facilities  should  be  made 
available  when  they  are  needed;  10)  We  should 
develop  an  organization  and  call  it  “Profes- 
sional Volunteers  for  Peace”.  It  should  be 
supported  by  professional  organizations,  pri- 
vate agencies  and  government.  This  organiza- 
tion would  be  required  to  recruit  mature, 
skilled  people  in  the  United  States  for  short- 
term and  long-term  international  service.  This 
organization  would  demonstrate  to  the  public 
the  great  humanitarian  need  for  international 
service.  It  would  also  recognize  the  great 
secondary  diplomatic  and  political  effects  of  a 
properly-run  citizens’  aid  program  for  the 
underdeveloped  countries.  This  organization 
could  be  international  in  scope  and  need  not 
be  restricted  to  one  profession  or  one  country; 
11)  We  should  promote  the  idea  of  service 
careers  for  the  rehabilitation  of  man.  We 
should  make  these  careers  attractive  and 
sought  after,  as  their  importance  to  society  is 
unlimited;  12)  Because  the  main  threats  to 
health  and  life  now  come  from  man  instead  of 
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nature,  a great  effort  should  be  direct  to  study 
human,  individual  and  group  behavior.  This 
effort  should  receive  as  great  a priority  as  our 
space  program.  13)  We  should  develop  work- 
shops and  congresses  for  “Alternatives  for 
Peace.”  All  segments  of  society  everywhere 
should  be  enlisted  and  organized. 

Aggressive  Concern: 

The  Chinese  had  their  Red  Guard  to  destroy 
their  heritage  with  the  past  and  to  promote  the 
aims  of  Mao  Tse  Tsung.  Why  do  we  not  have 
our  “Service  to  Others  Corps”  dedicated  to 
the  proposition  that  it  is  healthy  and  necessary 
to  promote  the  general  welfare  by  showing 
concern  and  understanding  in  our  society?  Let 
one  of  the  important  attributes  of  a person  be 
measured  by  what  he  contributes  to  his  fellow 
man.  Let  it  not  be  only  the  role  of  the  “special 
volunteer  agencies”  or  the  religious  group,  to 
hold  this  responsibility.  Let  it  also  be  a federal, 
state  and  local  responsibility.  Make  it  a 
massive  promotion  here  and  abroad.  Man  must 
be  the  best  friend  of  mankind  and  not  its  worst 
enemy. 


It  is  my  contention  that  the  peace  of  the 
world  cannot  be  borne  by  a dove.  A dove  flies 
away  from  noise  and  trouble.  Love,  respect, 
and  understanding  in  their  true  meaning 
require  the  intervention  of  a Samaritan.  The 
interdependency  of  man,  thrust  upon  us  by  the 
space  and  nuclear  age,  requires  us  to  have  a 
golden  rule  that  not  only  suggests  we  not  do 
something  to  others  that  we  would  not  like 
done  to  ourselves,  but  commands  that  we  do 
for  others  what  we  would  like  done  for 
ourselves.  The  new  golden  rule  of  the  spirit 
must  say:  I will  teach  you  what  I know,  I will 
help  you  to  have  what  I have.  We  in  America 
are  the  chosen  ones.  We  must  inspire  and  lead 
and,  where  necessary,  direct  the  deprived 
peoples  of  this  nation  and  the  world  to  a new 
and  better  revolution.  This  revolution  has  as 
its  guiding  principle:  active  concern  for  the 
fellow  members  of  the  human  race.  If  every 
institution  we  created  could  hold  to  this  motto, 
the  future  of  man  on  earth  would  be  secure. 
Active,  aggressive  concern,  not  passive  sym- 
pathy, is  what  the  world  needs.  Statesmanship 
from  the  medical  profession  is  vital  to  this.  Let 
us  all  volunteer. 
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Auxiliary 

ORGAN  DONOR  AWARENESS 


April  22-28,  1984  will  be  the  nation’s  Fourth 
Annual  Organ  Donor  Awareness  Week. 

The  concept,  development,  and  implemen- 
tation of  these  state  and  national  observances 
was  the  direct  result  of  energetic  dedication  of 
Auxilians  across  the  nation  in  coalition  with 
many  outstanding  organizations  and  persons 
joining  in  concern  for  the  betterment  of  the 
human  condition. 

As  a National  Health  Project,  the  American 
Medical  Association  Auxiliary  gave  $7,000  for 
informational  packets  plus  the  publicity  of 
Organ  Donor  Awareness  Week. 

The  last  week  in  April  has  been  set  aside  not 
only  to  stimulate  organ  donation,  thereby 
helping  to  alleviate  the  shortage  of  critically 
needed  organs,  but  also  to  make  potential 
donors  aware  of  the  variety  of  organs  and 
tissues  which  can  be  donated  — kidneys,  eyes, 
skin,  bone  marrow. 

Speakers  promoting  organ  donations  and 
knowledgeable  about  organ  transplants  are 
available  to  present  programs  to  various 
community  groups.  Two  organizations  provid- 
ing this  service  statewide  are: 

Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  North  91  Plaza 
Omaha  68134 
(800-642-1255) 

Nebraska  Organ  Donation  Retrieval  System, 

Inc. 

Karen  Risk,  Administrative  Director 
4060  Vinton  Street,  Suite  102 
Omaha  68105 
(402-553-7952) 


Mrs.  Charles  Gregorius  (Carolyn)  from 
Lincon,  who  serves  on  the  Nebraska  Health 
Projects  Committee,  encourages  us  auxilians 
to  make  use  of  these  excellent  resource  or- 
ganizations. 

The  Kidney  Foundation  of  Nebraska  spon- 
sored an  ‘organ  donor  blitz'  March  3.  Many 
auxilians  across  the  state  participated. 

Burt- Washington,  Lancaster,  and  MOMSA 
Auxiliaries  had  information  booths  at  various 
sites. 

In  addition  to  the  information  booth,  Lincoln 
County  Auxiliary  placed  organ  donor  cards  in 
all  physician’s  offices. 

Scottsbluff  Auxiliary  asked  each  member  to 
request  four  people  to  sign  cards. 

By  being  a part  of  this  timely  issue, 
Nebraska  Medical  Association  Auxiliary  can 
further  enhance  its  visibility  in  pursuit  of  its 
goals  of  public  education  and  the  implementa- 
tion of  programs  to  ensure  good  health  and 
health  care. 

Mrs.  Gregorius  stated  that  through  a greater 
public  awareness,  many  people  can  be  re- 
cruited to  sign  donor  cards  and  can  influence 
their  family  and  friends  to  do  likewise. 

SET  AN  EXAMPLE  . . . Sign  YOUR 
uniform  Organ  Donor  Card. 

Mrs.  Glen  Lau 


no 
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I would  like  to  take  this  opportunity  to  urge 
all  of  you  to  plan  to  attend  the  annual  meeting 
of  the  Nebraska  Medical  Association,  April 
27th  through  April  30th,  1984.  Many  hours  of 
work  and  planning  have  been  invested  by  your 
excellent  scientific  sessions  committee  and 
representatives  of  the  participating  specialty 
groups  in  this  year’s  outstanding  program. 

The  day  prior  to  opening  day,  the  26th  of 
April  will  be  devoted  to  increasing  the 
participants’  awareness  of  malpractice  prob- 
lems, how  to  avoid  them  when  possible,  and  if  a 
suit  does  occur,  how  to  manage  all  phases  of 
the  legal  procedures.  This  outstanding  day  will 
be  sponsored  not  only  by  your  Association  but 
also  by  St.  Paul  and  each  will  provide  expertise 
to  this  session.  Financial  awards  can  be 
accrued  by  your  attendance  at  this  seminar. 
Don’t  miss  the  opportunity. 

Friday,  Saturday,  Sunday  and  Monday 
morning,  the  27th,  28th,  29th  and  30th  of  April 
will  be  devoted  to  scientific  sessions  presented 
by  the  various  specialty  societies.  You  will 
have  a wide  variety  of  subjects  to  review  and 
become  more  knowledgeable  about  depending 
on  your  interests  and  tastes.  I suspect  your 
biggest  problem  will  be  to  select  from  many 
choices  a subject  most  to  your  liking.  Besides 
the  knowledge  to  be  gained,  many  credit  hours 
will  be  available  for  your  post-graduate  or 
continuing  education  files.  Do  not  pass  this 
opportunity  by!  The  House  of  Delegates  also 
meets  on  the  27th  and  29th  and  this  is  your 
opportunity  to  participate  and  help  construct 
the  policies  of  the  association. 

And  finally,  but  certainly  not  the  least 
important,  the  socializing  and  camaraderie 
that  transpire  at  such  a meeting,  gathering 


together  with  one’s  friends  and  peers  is  an 
opportunity  unsurpassed  to  exchange  knowl- 
edge, information  and  even  some  stories, 
relevant  as  they  may  be.  Omaha  is  a fun  town 
and  their  medical  society  leaves  no  stones 
unturned  to  host  all  of  us  in  a grand  fashion.  I 
know  their  fun  night  will  be  just  that  — much 
fun.  The  annual  banquet  is  a more  formal 
affair,  very  inspiring  and  with  an  outstanding 
speaker,  as  usual.  And  finally  we  do  have 
sportsman’s  day  — attended  and  enjoyed  by 
many.  You  do  not  have  to  be  a professional  in 
your  chosen  sport,  just  come  and  join  in  the 
fun! 

Looking  forward  to  seeing  each  of  you  at  this 
year’s  annual  meeting. 

Dwaine  J.  Peetz,  M.D. 

President 
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Coming  Meetings 


1984  ANNUAL  SESSION  — April  27-30  — 
Omaha  Marriott. 

1984  FALL  SESSION  — Sept.  13-15  — 

Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 

Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 

Lincoln  Cornhusker. 

UNIVERSITY  OF  NEBRASKA 

FAMILY  PRACTICE  REVIEW  - March  26  - 
April  6,  1984  and  repeated  May  7-18,  1984. 
These  programs  provide  a comprehensive 
review  as  well  as  assistance  in  preparing  for 
the  Recertification  examination.  You  will  be 
able  to  study  most  areas  of  medicine,  which 
will  be  taught  by  over  100  faculty  members 
from  all  departments  of  the  University  of 
Nebraska  College  of  Medicine.  This  two-week 
course  will  be  taught  through  case  studies, 
lectures,  demonstrations  and  audiovisual 
presentations,  as  well  as  with  daily  self- 
assessment  board  type  examinations.  Ap- 
proximately 1,000  pages  of  handout  materials 
plus  several  supplementary  books  will  be 
provided  each  registrant.  Breakfasts, 
lunches,  and  bus  transportation  between 
the  hotel  and  campus  are  included  in  your 
registration  fee.  Modest  priced  hotel  accom- 
modations are  available.  Registration  fee  is 
$825.  A deposit  of  $225  is  required  to  regis- 
ter. 100  approved  hours  for  AM  A & AAFP. 
To  register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 

EMERGENCY  MEDICINE  REVIEW 
April  9-14,  1984.  This  course  will  provide 
physicians  engaged  in  the  evaluation  and 


treatment  of  urgent  and  life  threatening 
conditions  with  an  in-depth  review  of  emer- 
gency medicine.  This  six  day,  45  hour, 
comprehensive  review  of  the  field  of  Emer- 
gency Medicine  will  be  of  value  to  physicians 
involved  in  full-time  practice  of  Emergency 
Medicine,  physicians  seeking  certification  in 
Emergency  Medicine  and  primary  care  phy- 
sicians, residents-in-training  seeking  a review 
in  the  field  of  Emergency  Medicine.  To 
register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 


UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  — 
AOA  Days,  April  19-20,  1984,  UN  Medical 
Center,  Omaha,  Nebr.  Speaker:  Jack  D. 
Welsh,  M.D.,  1954  Alumnus  and  Gastro- 
enterologist from  Oklahoma  City,  Okla. 
Convocation:  12  noon  on  April  19,  Wittson 
Hall  Amphitheater,  UNMC  Campus.  AOA 
Banquet:  6:30  p.m.  on  April  20,  Highland 
Country  Club,  Omaha.  Other  details  to  be 
announced  at  a later  date. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Annual 
Business  Meeting  — Saturday,  April  28, 
1984,  in  conjunction  with  Nebraska  Medical 
Association  Meeting;  4:30  p.m.  in  Lincoln 
Suite,  Omaha  Marriott  Hotel  in  Omaha.  All 
alumni  are  urged  to  attend. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Dr. 
John  S.  Latta  Centennial  Lectureship, 
Tuesday,  May  1,  1984,  UN  Medical  Center, 
Omaha,  Nebr.  “The  History  of  Medicine  in 
Nebraska’’,  slide  presentation,  will  be  shown 
at  12:00  noon  in  the  Center  for  Continuing 
Education  Amphitheater  at  UNMC.  In 
charge  of  the  program  are  alumni  Robert  M. 
Cochran,  Sr.,  M.D.;  Edward  A.  Holyoke, 
M.D.;  and  John  M.  Coe,  M.D.  Everyone 
welcome. 
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CREIGHTON  UNIVERSITY 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  April  1-9, 
1984  and  April  8-16,  1984,  Hyatt  Regency, 
Nice,  France.  Course  Director:  Michael  H. 
Sketch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

UPDATE  ON  INFECTIOUS  DISEASES, 
April  13,  1984,  Boys  Town  National  In- 
stitute Auditorium,  Creighton  University 
campus.  Course  Director:  Laurel  C.  Preheim, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

DEVELOPMENTS  IN  DIAGNOSIS  AND 
THERAPY  OF  INFECTIOUS  DISEASES 
(6V2  hours),  April  13,  1984,  Boys  Town 
National  Institute  Auditorium,  Omaha, 
Nebraska.  Guest  faculty  are  Samuel  T. 
Donta,  M.D.,  University  of  Connecticut; 
Michael  F.  Rein,  M.D.,  University  of  Virginia; 
Richard  J.  Wallace,  M.D.,  University  of 
Texas;  John  Sheagren,  M.D.,  University  of 
Michigan;  Gerald  Medoff,  M.D.,  Washington 
University  School  of  Medicine;  William  A. 
Craig,  M.D.,  University  of  Wisconsin;  Joseph 
S.  Solomkin,  M.D.,  University  of  Cincinnati. 
Course  Director:  Laurel  Preheim,  M.D. 
Fee:  $25.00.  To  register:  Division  of  CME, 
Creighton  University  School  of  Medicine 
(402-280-2550). 

OPHTHALMOLOGY  FOR  THE  FAMILY 
PHYSICIAN,  April  14,  1984,  Marriott  Hotel, 
Omaha,  Nebraska.  Course  Director,  Ira  A. 
Priluck,  M.D.  For  information:  CME  office 
(402)  280-2550. 

OPHTHALMOLOGY  FOR  THE  FAMILY 
PHYSICIAN  (6  hours),  April  14,  1984, 
Marriott  Hotel,  Omaha,  Nebraska.  Course 
Director:  Ira  A.  Priluck,  M.D.  For  informa- 
tion: Division  of  CME,  Creighton  University 
School  of  Medicine  (402-280-2550). 

PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN,  May  16-18,  1984, 
Saint  Joseph  Hospital,  Creighton  University 
campus.  Course  Director:  Syed  Mohiuddin, 
M.D.  For  information:  CME  office  (402) 
280-2550. 


FAMILY  MEDICINE  UPDATE,  May  25-27, 
1984,  The  Lodge  at  Okoboji,  Iowa.  Course 
Director:  Fred  J.  Pettid,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

MAURICE  GRIER  SYMPOSIUM,  June  2, 
1984,  Saint  Joseph  Hospital,  Creighton  Uni- 
versity campus.  Course  Director:  James  W. 
Daly,  M.D.  For  information:  CME  office 
(402)  280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  May  31  - 
June  7,  1984  and  June  17-24,  1984,  Banff, 
Alberta,  Canada.  Course  Director: 
Michael  H.  Sketch,  M.D.  For  information: 
CME  office  (402)  280-2550. 

ALLERGY  FOR  THE  CLINICIAN,  June  15- 
16,  1984,  Boys  Town  National  Institute 
Auditorium,  Creighton  University  campus. 
Course  Director:  Robert  C.  Townley,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

PEDIATRIC  OPHTHALMOLOGY  — April 
13,  1984,  University  of  Kansas  Medical 
Center,  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
7 hours  - AMA  Cat.  I 

IMPLICATIONS  OF  THE  MICROCOM- 
PUTERS FOR  SPEECH-LANGUAGE- 
HEARING  CLINICIANS  — April  13  and  14, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  KS. 
Credit:  10  hours  AMA  Cat.  I,  ASHA.  Fees: 
$50. 

ANNUAL  PATHOLOGY  SCIENTIFIC 
SEMINAR  — April  14,  1984.  Sponsor:  Uni- 
versity of  Kansas  Medical  Center.  Location: 
Rieke  Auditorium,  University  of  Kansas 
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Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  KS.  Credit:  7 hours  AMA 
Cat.  I. 

AMERICAN  ASSOCIATION  OF  ENDO- 
CRINE SURGEONS  ANNUAL  MEETING 
— April  15-18,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Ala- 
meda Plaza  Hotel,  Wornall  at  Ward  Parkway, 
Kansas  City,  Missouri. 

VENTILATION/PERFUSION  AND  GAS 
EXCHANGE:  A PHYSIOLOGIC  AP- 

PROACH — April  19  and  20,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Granada  Royale  Hometel,  220  W.  43rd 
St.,  Kansas  City,  Missouri.  Credit:  11  - AMA 
Cat.  1;  9.5  - AAFP,  RT,  CRNA,  CNE.  Fees: 
Physicians  — 2 days  $125,  1 day  $70;  Nurses 
& Therapists  — 2 days  $70,  1 day  $45; 
Students  $10. 

10TH  ANNUAL  POSTGRADUATE  FAMILY 
PRACTICE  SYMPOSIUM  — April  25  and 
26,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

29TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — April  27,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Battenfeld  Auditorium,  University  of 
Kansas  Medical  Center,  39th  and  Rainbow 
Blvd.,  Kansas  City,  KS.  Credit:  6 hours 
AMA  Cat.  I,  AAFP. 

34TH  ANNUAL  POSTGRADUATE 
SYMPOSIUM  ON  ANESTHESIOLOGY 
— April  27,  28,  and  29,  1984.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Crown  Center  Hotel,  One  Pershing 
Road,  Kansas  City,  Missouri.  Credit:  15 
hours  AMA  Cat.  I,  13  hours  AAFP,  CRNA. 
Fees:  3 days  - $240,  2 days  - $180;  1 day  - $95. 

MUSCULOSKELETAL  TUMOR  SOCIETY 
MEETING  - May  10,  11,  and  12,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Alameda  Plaza  Hotel, 
Wornall  at  Ward  Parkway,  Kansas  City, 
Missouri.  Credit:  AMA. 


KANSAS  MEDICINE:  TEN  YEARS  LATER 
May  11,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 
Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

EXTRACAPSULAR  CATARACT  EXTRAC- 
TION — IMPLANTATION  OF  INTRA- 
OCULAR LENSES  — May  17,  18,  and  19, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Rieke  Auditorium,  Uni- 
versity of  Kansas  Medical  Center,  39th  and 
Rainbow  Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I. 

EARLY  BREAST  CANCER  — May  21  and 
22,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP,  CNE. 

PEDIATRIC  EMERGENCIES  - May  14  and 
15,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA  Cat.  I,  AAFP, 
CNE. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
May  24  and  25,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Sudler 
Hall,  University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  AAFP. 
Fee:  $550. 


SCHEDULED  MEETINGS 

ELECTROCONVULSIVE  THERAPY  - 1984 
UPDATE  — April  6-7,  1984,  Sheraton  Inn 
and  Conference  Center  and  University  of 
Wisconsin  Clinical  Science  Center,  Madison, 
Wisconsin.  Sponsors:  The  Center  for  Af- 
fective Disorders  and  Department  of  Psy- 
chiatry, University  Medical  School.  Hospital 
and  Clinics.  Audience:  Psychiatrists,  psy- 
chologists, nurses,  and  mental  health  pro- 
fessionals. Credit:  10  hours  of  Category  I of 
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the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  and  1.0  CEUs 
bv  University  of  Wisconsin-Extension.  Fees: 
$200  for  physicians,  nurses,  health  care 
professionals,  $100  for  residents  and  trainees. 
For  further  information  contact:  Dorothy  B. 
Davidson,  Ph.D.,  Program  Coordinator, 
Center  for  Affective  Disorders,  Department 
of  Psychiatry,  University  of  Wisconsin 
Hospital  and  Clinics,  600  Highland  Avenue, 
Madison,  Wisconsin  53792,  (608)  263-6129. 

NORTHERN  COLORADO  CARDIOVAS- 
CULAR SYMPOSIUM,  Cardiac  Arrhyth- 
mias: Current  Trends  in  Management.  May 
4,  1984,  Colorado  State  University,  Fort 
Collins,  Colorado.  Sponsor:  Cardiovascular 
Associates  of  Fort  Collins,  P.C.  Contact: 
Office  of  Conferences  and  Institutes,  Colo- 
rado State  University,  Fort  Collins,  CO 
80523,  303/491-6222.  Fee:  $50  practicing 


physicians,  $30  physicians  in  training, 
nurses,  and  paramedical  personnel. 

THE  NEBRASKA  ASSOCIATION  OF 
NURSE  ANESTHETISTS  - Annual  Spring 
Meeting,  “High  Risk  Infants  and  High  Risk 
Professionals”,  May  5-6,  1984,  Villager 
Motor  Inn,  5200  “O”  St.,  Lincoln,  Nebraska. 
May  5 will  focus  on  Neonatal  Resuscitation, 
directed  by  Dr.  Lawrence  Bausch,  Neo- 
natologist.  May  6 concentrates  on  chemical 
dependency  among  professionals.  For  in- 
formation regarding  registration  contact 
Cheri  Thompson  BSN,  CRNA,  3111  N.  7 1 st 
St.,  Lincoln,  NE  68507. 


THIRD  ANNUAL  CORNHUSKER  CANA- 
DIAN CLINICAL  CONFERENCE  - 
TRAUMA,  June  24-29,  1984,  Lynn  Lake, 
Manitoba,  Canada. 


Welcome  New  Members 


Brian  D.  Foote,  M.D. 

Good  Samaritan  Hospital 
Kearney,  NE  68847 

Robert  J.  Saniuk,  M.D. 
1103  Galvin  Rd. 

Bellevue,  NE  68005 

Hugh  F.  Leigh,  M.D. 
Bassett,  NE  68714 

Robert  M.  Penor,  M.D. 
(Reinstated) 

Chadron,  NE  69337 

David  Howe,  M.D. 

2115  N.  Kansas 
Hastings,  NE  68901 

Judson  C.  Martin,  M.D. 

329  W.  40th 
Scottsbluff,  NE  69361 

Robert  E.  Houston,  M.D. 
Franklin,  NE  68939 


C.  H.  Swift,  M.D. 

Crofton,  NE  68730 

Robert  McKeeman,  M.D. 
Friend,  NE  68359 

Charles  E.  Andrews,  M.D. 
UNMC 

Omaha,  NE  68105 

Michelle  S.  Knolla,  M.D. 
410  S.  Saddle  Creek  Rd. 
Omaha,  NE  68131 

Kirk  B.  Muffly,  M.D. 

309  Doctors  Bldg. 

Omaha,  NE  68131 

Lewis  W.  Pinch,  M.D. 

720  No.  87th,  #204 
Omaha,  NE  68114 

Christopher  Reynolds,  M.D. 
Wauneta,  NE  69045 


Thomas  E.  Nevrivy,  M.D. 
908  N.  Howard  St.,  #108 
Grand  Island,  NE  68801 

Robyn  Gembol,  M.D. 

401  E.  Gold  Coast  Rd. 
Papillion,  NE  69128 

George  E.  Humphrey,  M.D. 

1 1 1 1 1 South  84th 
Papillion,  NE  68046 

James  Kiel,  M.D. 

Pender,  NE  68047 

Jane  F.  Potter,  M.D. 

UNMC 

Omaha,  NE  68105 

Carlos  A.  Dardon,  M.D. 

401  E.  Gold  Coast  Rd., 
#330 

Papillion,  NE  68128 
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W ashingtoNotes 


(Continued  from  page  19A) 

Finance  Subcommittee  investigation  into  the 
Reagan  Administration’s  implementation  of 
the  peer  review  organizations  that  are  to 
scrutinize  care  under  the  DRGs.  Physician 
members  of  the  American  Medical  Peer 
Review  Association  and  the  American  Medical 
Association  along  with  AARP  representatives 
all  criticized  the  Administration  for  dragging 
its  feet  in  issuing  the  regulations  and  bids 
needed  to  get  the  PROs  underway.  All  three 
groups  said  they  want  physicians  — not 
insurance  companies  — to  do  the  review. 
AARP  President-Elect  Vita  Ostrander  compli- 
mented the  AMA  on  its  interest  in  the  issue. 

Repeating  similar  sentiments  a day  later  at 
AARP’s  Legislative  Council,  Ostrander  asked 
AMA  Executive  Vice  President  James  Sam- 
mons, M.D.,  whether  the  AMA  “will  assist 
PROs  in  collecting  data  on  dumping”  of 
patients  under  DTTGs  and  whether  the 
Association  will  “extend  this  commitment  to 
state  associations.” 

The  answer,  responded  Dr.  Sammons,  is  “an 
unequivocal  yes.”  The  AMA  “believes  strong- 
ly” in  the  PRO  effort  and  has  “insisted  that  the 
state  medical  society  should  be  the  agency  that 
applies  for  designation  as  the  PRO”  in  order  to 
assure  that  the  review  process  becomes  a 
“quality  of  care  measure”  rather  than  strictly  a 
cost  issue.  “Clearly  there  has  to  be  a cost 
factor,”  he  said,  but  “we  don't  want  to  lose 
sight  of  quality.” 

* * * 

Warm  Hill  Reception  for  Heckler 

HHS  Secretary  Margaret  Heckler  got  a 
generally  friendly  reception  in  Senate  Finance 
Committee  hearings  on  the  President’s  1985 
budget  proposal. 

Only  Republicans  attended  the  hearing  at 
which  Heckler  noted  that  her  Department  will 
spend  more  than  $36  million  an  hour  and,  in  a 
departure  from  previous  years,  several  mem- 
bers said  they  thought  changes  proposed  for 
Medicare  may  not  be  extensive  enough. 

Most  of  the  budget’s  health  proposals  are 
recycled  from  last  year,  with  the  most  signifi- 
cant change  in  the  Medicare  and  Medicaid 


area  being  the  absence  this  year  of  a proposal 
to  increase  Medicare  Part  A cost-sharing  for 
short  hospital  stays  while  eliminating  it  for 
illnesses  lasting  longer  than  60  days.  The 
budget  again  includes  a freeze  on  physician’s 
Medicare  fees. 

Heckler  said  the  copayment  restructuring 
was  dropped  because  she  believes  it  unwise  in 
view  of  the  prospective  payment  plan’s  in- 
centives for  lower  hospital  utilization.  Sen. 
Steve  Symms  (R-ID)  expressed  disappoint- 
ment that  the  Administration  chose  to  remove 
the  copayment  changes  and  Sen.  John  Chaffee 
(R-RI)  suggested  that  the  budget  proposals 
don’t  go  far  enough  toward  solving  Medicare’s 
financial  problems. 

“Pm  afraid  we  may  undermine  public 
confidence”  in  our  seriousness  about  dealing 
with  the  Medicare  program  if  we  just  enact 
these  changes,  Chaffee  said.  “It  is  nice  to  say, 
‘oh,  you  can  get  it  from  the  doctors  or  you  can 
get  it  from  prospective  payment’,  but  the  truth 
is  that  beneficiaries  are  going  to  have  to 
share.” 

* * * 

HCFA  Official  to  Head  PROPAC 

The  new  executive  director  of  the  Prospec- 
tive Payment  Assessment  Commission  (PRO- 
PAC) is  Donald  Young,  M.D.  Dr.  Young 
previously  was  Deputy  Director  of  the  Health 
Care  Financing  Administration's  Bureau  of 
Eligibility,  Reimbursement  and  Coverage. 

* * * 

Pepper  Proposes  Changes  in  Medicare 

Rep.  Claude  Pepper  (D-FL)  thinks  hospitals 
should  share  their  profits  or  losses  under 
Medicare’s  new  diagnosis  related  groups.  The 
proposal  is  part  of  a five-part  plan  for  solving 
Medicare’s  financial  problems  Pepper  outlined 
on  the  House  floor.  Other  parts  of  the  plan 
would  clamp  down  on  Medicare’s  payments  to 
clinical  labs;  freeze  hospitals’  depreciable 
value  to  Medicare;  eliminate  an  intensity 
growth  factor  from  the  formula  for  increasing 
(Continued  on  page  135) 
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116TH  ANNUAL  SESSION 


NEBRASKA  MEDICAL 
ASSOCIATION 

IN  CONJUNCTION  WITH: 


Nebraska  Allergy  Society 

Nebraska  Society  of  Anesthesiologists 

Missouri  Valley  Dermatologic  Society 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

Nebraska  Chapter,  American  Academy  of 
Family  Physicians 

Nebraska  Medical  Association  Physician 
Advocacy  Committee 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

Nebraska  Academy  of  Ophthalmology 

Nebraska  Academy  of  Otolaryngology 

Nebraska  Chapter,  American  Academy  of  Pediatrics 

Nebraska  Perinatal  Organization 

Nebraska  Society  of  Plastic  & Reconstructive 


Surgeons 

Nebraska  Chapter,  American  College  of  Surgeons 
Nebraska  Thoracic  Society 


APRIL  27  - 30,  1984 
OMAHA  MARRIOTT  HOTEL 
OMAHA,  NEBRASKA 
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Floor  Plan 35 
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Nominating  Committee  Schedule 7 
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Program 11  -26 

Specialty  Society  Business  Sessions 9 

Specialty  Sponsored  Programs: 

Allergy 14 

Anesthesiology 22 

Dermatology 14 

Emergency  Medicine 13 

Family  Practice 12 

Obstetrics  & Gynecology 21 

Ophthalmology 22 

Otolaryngology 20 

Pediatrics 15 

Perinatal  Workshop 11 

Physician  Advocacy  Committee 24 

Plastic  & Reconstructive  Surgery 21 

Sports  Medicine  Program 26 

Surgery 16-17 

Thoracic  Medicine 20 

Sportsman’s  Day  Activities 8 


SCIENTIFIC  SESSIONS  COMMITTEE 


Richard  M.  Tempero,  M.D.,  Chairman Omaha 

Mark  A.  Christensen,  M.D Omaha 

Michael  Breiner,  M.D Lincoln 

Dale  W.  Ebers,  M.D Lincoln 

Richard  A.  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  Tollefson,  M.D Wausa 


116TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 

PURPOSE: 

To  advance  the  science  and  an  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meetings 
of  the  Annual  Session  are  devoted  to  the  scientific 
work  of  the  members,  disseminating  to  members  and 
others,  facts  and  opinions  relating  to  medical  knowl- 
edge, treatment  and  procedures. 

The  Scientific  Sessions  Committee  of  the  Nebraska 
Medical  Association,  as  its  continuing  medical  educa- 
tion mission,  seeks  to  satisfy  the  educational  needs 
and  interest  of  participants  in  the  Nebraska  Medical 
Association  with  scientifically  sponsored  programs. 
Needs  and  interest  are  adjusted  according  to  geo- 
graphic and  physician  specialty  requests  on  an  annual 
review  basis. 

The  overall  goal  of  this  scientific  program  is  to 
substantiate  or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in 
conjunction  with  the  Nebraska  Allergy  Society,  the 
Nebraska  Society  of  Anesthesiologists,  the  Missouri 
Valley  Dermatologic  Society,  the  Nebraska  Chapter, 
American  College  of  Emergency  Physicians,  the  Ne- 
braska Chapter,  American  Academy  of  Family  Phy- 
sicians, the  Nebraska  Section,  American  College  of 
Obstetricians  and  Gynecologists,  the  Nebraska  Aca- 
demy of  Ophthalmology,  the  Nebraska  Academy  of 
Otolaryngology,  the  Nebraska  Chapter,  American 
Academy  of  Pediatrics,  the  Nebraska  Perinatal  Organi- 
zation, the  Nebraska  Society  of  Plastic  and  Recon- 
structive Surgeons,  the  Nebraska  Chapter,  American 
College  of  Surgeons,  and  the  Nebraska  Thoracic 
Society. 

CREDIT: 

This  program  has  been  reviewed  and  is  acceptable  for 
21%  Prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Scientific  Sessions  Committee  of  the 
NMA  certifies  that  this  continuing  medical  education 
offering  meets  the  criteria  for  21%  hours  of  credit  in 
Category  I,  provided  the  program  is  used  and  completed 
as  designed. 


GENERAL  INFORMATION 


NOTE:  Annual  Session  registrants  are  welcome  at 
all  scientific  programs.  Only  business  meetings 
are  limited  to  specialty  group  members. 


The  host  facility  for  the  Annual  Session  is  the  Omaha 
Marriott  Hotel,  1 0220  Regency  Circle,  Omaha,  NE  681 1 4 
(402)  399-3900 

REGISTRATION:  The  registration  desk  will  be  located  in 
the  lobby  of  the  Omaha  Marriott  Hotel.  Registration 
begins  at  7:00  a m.,  Friday,  April  27.  Identification  badges 
must  be  worn  by  all  persons  attending  the  session. 
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DWAINE  J.  PEETZ,  M.D. 
President  1 983-84 


HERBERT  E.  REESE,  M.D. 
President  1984-85 


President 

Dwaine  J.  Peetz,  M.D.,  Neligh 1983-84 

Herbert  E.  Reese,  M.D.,  Lincoln 1984-85 

Secretary-Treasurer 

Orin  R Hayes,  M.D.,  Lincoln 1984 

Speaker,  House  of  Delegates 

Harry  W.  McFadden,  M.D  , Omaha 1986 

Vice-Speaker,  House  of  Delegates 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff 1986 


★ 


Board  of  Councilors 

District  Term  Expires 

I Stanley  M Truhlsen,  M.D.,  Omaha 1984 

II.  L.  D.  Cherry,  M.D.,  Lincoln 1984 

III  Myron  Samuelson,  M.D.,  Wymore 1984 

IV.  L.  J.  Chadek,  M.D.,  West  Point 1984 

V.  William  J.  Chleborad,  M.D.,  Fremont 1985 

VI  Robert  W Herpolsheimer,  M.D.,  Seward 1985 

VII.  Robert  Quick,  M.D.,  Crete 1985 

VIII.  Thomas  H.  Wallace,  M.D.,  Gordon 1985 

IX.  Warren  G.  Bosley,  M.D.,  Grand  Island 1986 

X.  Richard  Cottingham,  M.D.,  McCook 1986 

XI  R.  E.  Donaldson,  M.D  , North  Platte 1986 

XII  R.  G.  Heasty,  M.D.,  Scottsbluff  1986 

Chairman,  Board  of  Councilors 

Stanley  M.  Truhlsen,  M.D.,  Omaha 1984 


★ 

Board  of  Directors 


Dwaine  J.  Peetz,  M.D  . Neligh Chairman 

Herbert  E.  Reese,  M.D.,  Lincoln Vice-Chairman 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary 

Allan  C.  Landers,  M.D.,  Scottsbluff Past  President 

Russell  L.  Gorthey.  M.D.,  Lincoln 1984 

Hiram  R.  Walker,  M.D.,  Kearney 1985 

Donald  J.  Pavelka,  M D.,  Omaha 1986 

Harry  W.  McFadden,  M.D.,  Omaha Ex-Officio 

Alvin  A.  Armstrong,  M.D.,  Scottsbluff Ex-Officio 

Stanley  M.  Truhlsen,  M.D.,  Omaha Ex-Officio 


★ 


Delegates  To  AMA 

John  D Coe,  M.D  , Omaha 1984 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 1985 

Alternate  Delegates  to  AMA 

Blaine  Y.  Roffman,  M.D.,  Omaha 1984 

Louis  J.  Gogela,  M.D.,  Lincoln 1985 


★ 

Editor,  Nebraska  Medical  Journal 


Alan  D.  Forker,  M.D Lincoln 

Executive  Staff 

Kenneth  E.  Neff,  Executive  Director Lincoln 

William  L.  Schellpeper,  Assistant 
Executive  Director Lincoln 
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BRISTOL  LABORATORIES 

Amikin  (amikacin  sulfate)  * Bufferin  c Codeine  #3  * 
Stadol  (butorphanol  tartrate)  * Ultracef  (cefadroxil) 

CIBA  PHARMACEUTICAL  COMPANY 
Transderm-Nitro  * Ludiomil  * Slow-K  * Slow-Fe 

DORSEY  LABORATORIES,  DIVISION  OF  SANDOZ,  INC. 
Triaminic®  Products 

GLAXO,  INC. 

Zantac®  * Zinacef®  * Ventolin®  * Beclovent® 

INTERMEDICS,  INC.  / FOR-MED,  INC. 

Implantable  Cardiac  Pacing  Systems  * Implantable 
Intraocular  Lenses  * Implantable  Orthopedic  Products  * 
Medication  Delivery  Systems 

ELI  LILLY  & COMPANY 

Mandol  * Ceclor  * Humulin  * Darvocet-N  100 

MEAD  JOHNSON  & COMPANY 
Enfamil  * ProSobee  * Poly-Vi-Sol 

MERCK  SHARP  & DOHME 

Timoptic  * Indocin  SR  * Blocardren  * Mefoxin 

A.  H.  ROBINS  COMPANY 

Micro-K  Extencaps  * Quinidex  Extentabs  * Reglan 
Tablets  & Injectable  * Robaxin  750  Tablets 

ROCHE  LABORATORIES 

Bumex  * Bactrim  * Valium  * Dalmane 

ST  PAUL  FIRE  & MARINE  INSURANCE  COMPANY 
ST.  PAUL  PROPERTY  AND  CASUALTY  INSURANCE 
COMPANY 

Physicians'  Professional  Liability  * Professional  Office 
Package  * All-In-One®  * Personal  & Commercial  Umbrellas 

SANDOZ  PHARMACEUTICALS 

Visken  * Parlodel  * Mellaril  * Hydergine  L.C. 

SCHERING  CORPORATION 

Netromycin  Injectable  * Proventil  Inhaler  & Tablets  * 
Trinalin  Repetabs  * Valisone/Diprosone  Crm.  & Oint. 

SMITH  KLINE  & FRENCH 
Tagamet  * Dyazide  * Ancef  * Cefizox 

E.  R.  SQUIBB  & SONS,  INC. 

WESTWOOD  PHARMACEUTICALS,  INC. 

Westcort  Cream  & Ointment  * Desquam  X Gels  & 
Washes  * Staticin  * T-Stat 

WYETH  LABORATORIES 

Ativan5  * Wytensin®  * SMA®  * Nordette® 


NEBRASKA  MEDICAL  ASSOCIATION 
BUSINESS  SESSIONS 


Board  of  Directors 

Friday,  April  27,  7:00  a.m.,  Lincoln  Suite 

Board  of  Councilors 

Friday,  April  27,  10:00  a.m.,  Columbus  Suite 

House  of  Delegates 

First  Session: 

Friday,  April  27,  1984,  1:30  p.m. 

Salons  C,  D,  and  E 

RECOGNITION  OF  FIFTY-YEAR  PRACTITIONERS 

Louis  V.  Brennan,  M.D.,  Falls  City 
L.  E.  Dickinson,  M.D.,  McCook 
R.  E.  Garlinghouse,  M.D.,  Lincoln 
L.  H.  Hoevet,  M.D.,  Chadron 
C.  D.  Howard,  M.D.,  Blair 
J.  Whitney  Kelley,  M.D.,  Omaha 
H.  A.  McConahay,  M.D.,  Holdrege 
A.  J.  Merrick,  M.D.,  Fremont 
Vincent  Moragues,  M.D.,  Omaha 
W.  Howard  Morrison,  M.D.,  Omaha 
Evald  Prems,  M.D.,  Holdrege 
Francis  L.  Simonds,  M.D.,  Omaha 
Robert  J.  Stein,  M.D.,  Lincoln 

Reference  Committees,  2:00  p.m. 

Second  Session: 

Sunday,  April  29,  1984,  8:00  a.m. 

Salons  B,  C,  D,  and  E 

Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Checks 

Third  Session: 

Sunday,  April  29,  1984,  4:00  p.m. 

Salons  B,  C,  D,  and  E 


Nominating  Committee 

First  Session: 

Friday,  April  27,  1984,  4:00  p.m. 
Room  253 

Second  Session: 

Saturday,  April  28,  1984,  10:00  a.m. 
Room  253 

Third  Session: 

Sunday,  April  29,  1984,  11:00  a.m. 
Room  253 
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PROGRAM 
MONDAY,  APRIL  30 
Sportsman’s  Day 

7:00a.m.  NMA  MINI  MARATHON 

Around  and  through  Regency 
(Participation  by  preregistration  only) 
Eugene  M.  Zweiback,  M.D.,  Co-Chairman 
Thomas  Frank,  M.D.,  Co-Chairman 

12:00  TENNIS  TOURNAMENT 

noon  Omaha  Country  Club 

to  6900  Country  Club  Road 

6:00  p.m.  (Participation  by  preregistration  only) 

John  C.  Sage,  M.D.,  Co-Chairman 
Daniel  G.  Bohi,  M.D.,  Co-Chairman 

12:30  p.m.  GOLF  TOURNAMENT 
Omaha  Country  Club 
6900  Country  Club  Road 
(Shotgun  Tee  Off) 

(Participation  by  preregistration  only) 
Luncheon  11:30  a.m.  to  12:30  p.m. 

James  W.  Chapin,  M.D.,  Chairman 

1:00  p.m.  TRAP  SHOOT 

Omaha  Country  Club 

6900  Country  Club  Road 

Charles  M.  Bressman,  M.D.,  Chairman 

5:30  p.m.  SPORTSMAN’S  DAY  SOCIAL  HOUR 
Omaha  Country  Club 
6900  Country  Club  Road 
Eugene  M.  Zweiback,  M.D.,  Chairman 

7:00  p.m.  SPORTSMAN’S  ANNUAL  AWARD  DINNER 
Omaha  Country  Club 
6900  Country  Club  Road 
Eugene  M.  Zweiback,  M.D.,  Chairman 


SPECIALTY  SOCIETY  BUSINESS  SESSIONS 


Nebraska  Allergy  Society 

Saturday,  April  28,  7:30  a.m.,  Salon  E 

Nebraska  Society  of  Anesthesiologists 

Saturday,  April  28,  4:30  p.m.,  Fremont  Suite 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

Saturday,  April  28,  10:00  a.m.,  Salon  A 

Nebraska  Academy  of  Ophthalmology 

Saturday,  April  28,  4:00  p.m.,  Beatrice  Suite 

Nebraska  Perinatal  Organization 

Friday,  April  27,  4:30  p.m.,  Salon  A 

Nebraska  Chapter,  American  Academy  of  Pediatrics 

Saturday,  April  28,  4:00  p.m.,  Salon  D 

Nebraska  Chapter,  American  College  of  Surgeons 

Saturday,  April  28,  5:00  p.m.,  Salon  C 

Nebraska  Society  of  Plastic  & Reconstructive  Surgeons 

Saturday,  April  28,  12:00  noon,  Game  Room 
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FRIDAY,  APRIL  27 
715am  Perinatal  Workshop 

to  Salon  A 
6:00  p.m.  Sponsored  by  — 


Nebraska  Perinatal  Organization 

Program  Chairman  & Moderator  — 
Robert  M.  Nelson,  Jr.,  M.D.,  Omaha 

7:15 

8:00 

Fourth  Annual  Nebraska  Perinatal  Workshop 
Registration 

Welcome  — Robert  M Nelson,  Jr.,  M.D., 
Omaha 

8:05 

In-Vitro  Fertilization 

Gary  Curtis,  Ph.D.,  Omaha 
Raymond  Schulte,  M.D.,  Omaha 

9:00 

Surfactant  Replacement  Therapy 

Edmund  Egan,  II,  M.D.,  Buffalo,  New  York 

9:55 

10:15 

Break  — Compliments  of  Ross  Laboratories 
Life  and  Death  Decisions 

Ann  Rhodes,  R.N.,  J.D.,  Iowa  City,  Iowa 

11:10 

Updates  in  Regional  Anesthesia  for 
Obstetrical  Patients 

John  Fishburn,  M.D.,  Oklahoma  City,  Oklahoma 

12:00 

noon 

Lunch  — Salon  B 

1:30 

Workshops 

(Choice  of  One) 

Session  A 
Maternal  Transport 

Marcene  Dickes,  R.N.,  Sioux  Falls,  South  Dakota 

Session  B 

Proper  Anesthesia  for  the  Pre-Eclamptic 
Patient 

Barbara  J.  Hurlbert,  M.D.,  Omaha 

2:45 

Break  — Compliments  of  Ross  Laboratories 

Workshops  p 

(Choice  of  One)  | 

3:15 

Session  A 0 

Emerging  Legal  Issues  in  Perinatal  Practice  A 

Ann  Rhodes,  R.N.,  J.D.,  Iowa  City,  Iowa  Y 

Session  B 
Neonatal  Asphyxia 

Edmund  Egan,  II,  M.D.,  Buffalo,  New  York 

The  Fourth  Annual  Nebraska  Perinatal  Workshop  Program 
has  been  designed  to  update  health  care  professionals  in 
regards  to  mother  and  newborn. 

4:30  Business  Meeting  of  The  Nebraska  Perinatal 


4:45 

Organization 

Ruth  Youngberg,  R.N.,  Lincoln 

Wine  & Cheese  Party 

Nebraska  A & B 

(Perinatal  Workshop  Registrants  Only) 
Compliments  of  Ross  Laboratories 
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FRIDAY  MORNING,  APRIL  27 
800am  Family  Practice 

to  Nebraska  A & B 

12:00  Sponsored  by  — 

noon  Nebraska  Chapter,  American  Academy  of 

Family  Physicians 

Program  Chairmen  — 

Fred  Pettid,  M.D.,  Omaha 
David  Filipi,  M.D.,  Omaha 

Challenge:  Managing  the  Arthritic  Patient 

Moderator  — Hiram  R.  Walker,  M.D.,  Kearney 
8:00  Welcome 

Rheumatoid  Arthritis 

8:05  Arthritis  in  the  Hands  of  a Young  Woman 

Sidney  L.  I.  Cassell,  M.D.,  Eugene,  Oregon 

Osteoarthritis 

8:45  Chronic  Knee  Pain  in  a 46  Year  Old  Man 

Jerry  C.  Daniels,  M.D.,  Ph.D.,  Galveston,  Texas 
9:25  Break 

Hyperuricemia  and  Gout 

9:45  Acute  Arthritis  in  the  Knee  of  a 37  Year  Old  Man 

Jerry  C,  Daniels,  M.D.,  Ph  D.,  Galveston,  Texas 

Soft-Tissue  Rheumatism 

10:25  Chronic  Shoulder  Pain  (Four  Examples) 

Sidney  L.  I.  Cassell,  M.D.,  Eugene,  Oregon 

Ankylosing  Spondylitis 
11:05  Low  Back  Pain  in  a Young  Man 

Jerry  C,  Daniels,  M.D.,  Ph  D.,  Galveston,  Texas 

Each  case  presentation  will  consist  of  a 20  minute  lecture 
and  a 20  minute  question  & answer  period/panel  dis- 
cussion. 

The  Arthritis  Foundation  has  certified  that  this  Continuing 
Medical  Education  activity  meets  the  criteria  for  4 credit 
hours  in  Category  I for  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association.  This  program  has 
been  reviewed  and  is  acceptable  for  4 Prescribed  Hours 
by  the  American  Academy  of  Family  Physicians. 

*This  program  is  a collaborative  effort  of  the  Arthritis 
Foundation  and  Syntex  Laboratories,  in  cooperation  with 
the  American  Academy  of  Family  Physicians. 


FRIDAY  AFTERNOON,  APRIL  27 
2:oop.m.  Emergency  Medicine 

to  Beatrice  Suite 
5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

Program  Chairman  — 

Steven  A.  Schwid,  M.D.,  Omaha 

Emergency  Airway  Management 

Moderator  — Joseph  P.  Ornato,  M.D.,  Omaha 

2:00  Anticipation  and  Detection  of  the 
Compromised  Airway 
Kent  R.  Eakins,  M.D.,  Lincoln 
2:30  Newer  Techniques  in  the  Management  of 
Airway  Including  High-Frequency  Positive 
Pressure  Ventilation 

C.  Gresham  Bayne,  M.D.,  San  Diego,  California 
An  open  forum  and  questions  will  follow. 

This  course  will  present  the  circumstances  in  which  airway 
compromise  is  likely,  how  to  detect  it,  when  to  anticipate 
it,  and  what  to  do  about  it. 


’Appreciation  is  expressed  to  DuPont  Pharmaceuticals  for 
their  contribution. 
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SATURDAY  MORNING,  APRIL  28 

7:30  a m Allergy 

to  Salon  E 
10:00  a.m.  Sponsored  by  — 

Nebraska  Allergy  Society 
Program  Chairman  — 

Roger  H.  Kobayashi,  M.D.,  Omaha 
Hypersensitivity  Pneumonitis 
Moderator  — Linda  B Ford,  M.D.,  Papillion 
7:30  Nebraska  Allergy  Society  Business  Meeting 
8:00  Immunotherapy  for  Asthma 

C.  Raymond  Zeiss,  M.D.,  Chicago,  Illinois 
9:00  Hypersensitivity  Pneumonitis  to  Low 
Molecular  Weight  Chemicals 
C.  Raymond  Zeiss,  M.D.,  Chicago,  Illinois 
This  course  represents  an  up-to-date  review  of  the 
presentation,  diagnosis,  and  therapy  of  chemically- 
induced  immunologic  lung  disease.  Included  will  be 
discussion  of  immunologic  laboratory  procedures  used  in 
the  evaluation  of  these  diseases.  Also  covered  will  be 
immunotherapy  in  asthma. 

’Supported  in  part  by  a grant  from  Muro  Pharmaceutical 
Company. 


9:ooa.m.  Dermatology 

to  Beatrice  Suite 
12:00  noon  Sponsored  by  — 

Missouri  Valley  Dermatologic  Society 

Program  Chairman  — 

Rodney  S.  W.  Basler,  M.D.,  Lincoln 

Practical  Application  of  Dermatologic 
Advances 

9:00  Panel  Discussion:  Current  Dermatologic 
Research 

Moderator  — Ramon  M.  Fusaro,  M.D.,  Omaha 
Christopher  Crotty,  M.D.,  Omaha 
Robyn  Gembol,  M.D.,  Omaha 

10:00  Panel  Discussion:  Advances  in  Dermatologic 
Surgery 

Moderator  — John  R.  Luckasen,  M.D.,  Omaha 
Ann  Lott,  M.D.,  Lincoln 
Stephen  C.  Papenfuss,  M.D.,  Omaha 
Rudolph  Strnot,  Jr.,  M.D.,  Lincoln 

1 1 00  Panel  Discussion:  New  Drugs  in  Dermatology 

Moderator  — Rodney  S.  W.  Basler,  M.D.,  Lincoln 
Richard  Q.  Crotty,  M.D.,  Omaha 
Elliott  L.  Rustad,  M.D.,  Lincoln 
Herschel  Stoller,  M.D.,  Omaha 

This  course  will  focus  on  the  practical  aspect  of  new 
developments  in  dermatology.  The  three,  separate,  one- 
hour  sessions  will  emphasize  current  research  being  done 
locally  and  its  use  in  clinical  practice,  the  availability  of 
sophisticated  dermatologic  procedures,  including  laser 
surgery  and  chemosurgery,  and  a discussion  on  the  use  of 
new  “breakthrough”  drugs  for  dermatologic  therapy, 
including  Accutane  and  acyclovir.  Participants  should 
gain  information  of  specific  benefit  in  the  treatment  of 
dermatologic  problems  which  they  would  encounter  in  a 
general  medical  practice. 


SATURDAY,  APRIL  28 

9:ooa.m.  Pediatrics 

to  Salon  D 
5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  Academy  of 
Pediatrics 

Program  Chairman  — 

H.  J.  Kuehn,  M.D.,  Omaha 

Annual  Scientific  Session 

Moderator  — Phil  Itkin,  M.D.,  Omaha 

9:00  The  Effect  of  Hematocrit  on  Cardiac  Output 
in  Neonates 
Jan  Larson,  M.D.,  Omaha 
9:15  Hemophilus  Influenzae  Meningitis  with 
Severe  Complications 
Rojitha  Goli,  M.D.,  Omaha 

9:30  Outcome  of  Cardiopulmonary  Resuscitation 
in  the  NICU 

L.  D.  Wi  I let,  M.D..  Omaha 

9:45  Systemic  Pseudallescheria  Boydii  Infection 
Lucy  P.  Kumar,  M.D.,  Omaha 
10:00  Refreshment  Break 

10:15  Responsibilities  in  Hearing  Assessment 

Tom  W.  Norris,  Ph.D. 

11:00  Restraining  Our  Children 

Trooper  Jim  Burns,  Omaha 

11:45  Luncheon  for  Nebraska  Chapter  Members 

Columbus  Suite 

Moderator  — H.  J.  Kuehn,  M.D.,  Omaha 

1:15  Tonsils  and  Tubes 

James  Brandenburg.  M.D.,  Madison,  Wisconsin 

2:00  Under  What  Risk  Do  Our  Children  Play? 

Mark  Williams,  Ph.D.,  Omaha 
2:45  Keys  for  Your  Practice 

Stanley  Levine,  M.D.,  Ottumwa,  Iowa 
Byron  Oberst,  M.D.,  Omaha 

3:45  Break 

4:00  Nebraska  Chapter,  American  Academy  of 
Pediatrics  Business  Meeting 

Presiding  — Dale  Ebers,  M.D.,  Chapter 
Chairman,  Lincoln 

The  objective  of  these  scientific  sessions  is  to  provide  the 
office  practitioner  with  information  to  support  his  role  as 
counselor  to  families  with  toddlers  and  adolescents. 
Topics  in  the  areas  of  accident  prevention,  hearing, 
physical  conditioning,  and  management  of  office  data  will 
be  discussed. 

‘Appreciation  is  expressed  to  Mead  Johnson  & Company 
for  their  contribution. 
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SATURDAY,  APRIL  28 

mooa.m.  Surgery 
to  Salon  C 
5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Surgeons 

Program  Chairman  — 

Scott  Rose,  M.D.,  F.A.C.S.,  Omaha 
Moderator  — 

D.  R.  Owen,  M.D.,  F.A.C.S.,  Omaha 
10:10  Call  to  Order 

10:15  Experience  with  Congenital  Abdominal  Wall 
Defects 

Larry  Bragg,  M.D.,  Omaha 
Lewis  Pinch,  M.D.,  Omaha 
Loyd  R.  Schultz,  M.D.,  F.A.C.S.,  Omaha 
10:30  Percutaneous  Removal  of  Kidney  Stones: 
Community  Hospital  Experience 
Hal  K.  Mardis,  M.D.,  Omaha 
R.  Michael  Kroeger,  M.D.,  Omaha 
Henry  Kammandel,  M.D.,  Omaha 
10:45  The  Role  of  Colonoscopy  in  the  Preoperative 
Assessment  of  Patients  with  Colon  and 
Rectal  Cancer 

Alan  G.  Thorson,  M.D.,  Omaha 
Mark  A.  Christensen,  M.D.,  Omaha 
Steven  J.  Davis,  M.D.,  Omaha 

1 1 00  Bilobed  Flap  Reconstruction  of  the  Nasal  Tip 

Chester  Q.  Thompson,  Jr.,  M.D.,  Omaha 
11:15  Uvulopalatopharyngoplasty (UPP):  ASurgical 
Approach  for  Obstructive  Sleep  Apnea  and 
Social  Snoring  Problems 
Gary  F.  Moore,  M.D.,  Omaha 
Frederick  P.  Ogren,  M.D.,  Omaha 
Anthony  J.  Yonkers,  M.D.,  Omaha 
1 1 :30  Results  with  the  Porous-Coated  Tri-Lock  Hip 
Prosthesis  (Short  Term) 

Oscar  M.  Jardon,  M.D.,  Omaha 
11:45  The  Diagnostic  Accuracy  in  Perforated 
Appendicitis  and  Its  Implications  for 
Antibiotic  Therapy 
Lynn  Hilsabeck  Roh,  B.S.,  M3,  Omaha 
Stephen  C.  Raynor,  M.D.,  Omaha 
Jon  S.  Thompson,  M.D.,  Omaha 
James  A.  Edney,  M.D.,  Omaha 

12:00  Luncheon  — Salon  B 

Report  from  the  Headquarters  of  the  American 
College  of  Surgeons 

John  P.  Lynch,  Director,  Organization  Department 
Chicago,  Illinois 

Moderator  — Scott  G.  Rose,  M.D.,  F.A.C.S., 
Omaha 

1:00  Microvascular  Reconstructive  Surgery: 
Status  of  the  Art 

John  J.  Edney,  M.D.,  Omaha 
John  J.  Heieck,  M.D.,  Omaha 
Carl  H.  Dahl,  M.D.,  Omaha 
M.  Edward  Baccari,  M.D.,  Omaha 


1:15  Non-Surgical  Management  of  Adriamycin 
Infiltration 

Michael  Durr,  M.D.,  Omaha 
John  J.  Edney,  M D,  Omaha 
John  J.  Heieck,  M.D.,  Omaha 
Carl  H.  Dahl,  M.D.,  Omaha 
M.  Edward  Baccari,  M.D  , Omaha 
1:30  Perineal  Reconstruction  Using  the  Posterior 
Thigh  Flap 

John  J.  Edney,  M.D  , Omaha 
John  J.  Heieck,  M.D.,  Omaha 
Carl  H.  Dahl,  M.D.,  Omaha 
M.  Edward  Baccari,  M.D.,  Omaha 

1 45  Suction  Lipectomy 

G.  William  LeWorthy,  M.D.,  Lincoln 
2:00  Popliteal  Artery  Entrapment  Syndrome 
Stephen  J.  Dreyer,  M.D  , Fremont 
2:15  Submandibular  Gland  Tumors 
Trent  W.  Quinlan,  M.D.,  Omaha 
Gary  F.  Moore,  M.D.,  Omaha 
Anthony  J.  Yonkers,  M.D.,  Omaha 
2:30  Abdominal  Surgery  in  the  Elderly  Patient 
V.  J.  Philben,  M.D.,  Omaha 
Jon  S.  Thompson,  M.D.,  Omaha 
Tom  Rives,  M3,  Omaha 
Jane  Potter,  M.D.,  Omaha 
2:45  Break 

3:00  The  Use  of  Emergency  Thoracotomy  in  the 
Management  of  Severe  Trauma 

Stephen  Poplawski,  M.D.,  Omaha 
Betty  Bryson,  M.D.,  Omaha 
Jon  S.  Thompson,  M.D.,  Omaha 
3:15  Experience  with  Cholecystectomy  at  the 
University  Hospital 
Alan  G.  Thorson,  M.D.,  Omaha 
Jon  S.  Thompson,  M.D.,  Omaha 
James  A.  Edney,  M.D.,  Omaha 
Norris  D.  Johnson,  M.D.,  Omaha 
Betty  L Bryson,  M.D.,  Omaha 
Paul  E.  Hodgson,  M.D.,  Omaha 

3:30  Evaluation  of  Patients  Presenting  with 
Adenocarcinoma  of  the  Lung 

J.  L.  Haun,  M.D.,  Omaha 
B.  L.  Bryson,  M.D.,  Omaha 

3:45  The  Role  of  Computed  Tomography  in  Blunt 
Trauma 

Stephen  J.  Davis,  M.D.,  Omaha 
Betty  L.  Bryson,  M.D.,  Omaha 
Jon  S.  Thompson,  M.D.,  Omaha 
Joseph  C.  Anderson,  M.D,  Omaha 
4:00  Problems  in  Diagnosis  and  Treatment  of 
Infantile  Hypertrophic  Pyloric  Stenosis 
Stephen  J Davis,  M D,  Omaha 
Claire  J.  Ozaki,  M4,  Omaha 
Lewis  J.  Pinch,  M.D.,  Omaha 
Loyd  R.  Schultz,  M.D.,  F.A.C.S.,  Omaha 
4:15  Urethral  Valves  in  the  Older  Child 
Carl  J.  Cascione,  M.D.,  Omaha 
M.  Belayet  Hussain,  M.D.,  Omaha 
4:30  Bilobed  Latissimus  Dorsi  Flap 
Joel  N.  Bleicher,  M.D.,  Omaha 
John  L.  Garred,  M.D.,  Omaha 
4:45  State  Tumor  Registry  Report 
F.  William  Karrer,  M D,  Omaha 
5:00  Business  Meeting 
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DAILY  SCHEDULE 


FRIDAY,  APRIL  27 

GENERAL  REGISTRATION:  7:00  am.,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Emergency  Medicine 

Scientific  Program.  2:00  p.m.  - 5:00  p m,  Beatrice  Suite 

Family  Practice 

Scientific  Program,  8:00  a.m.  - 12:00  noon,  Nebraska  A & B 
NMA  Business  Sessions 
Board  of  Directors,  7:00  a.m.,  Lincoln  Suite 
Board  of  Councilors,  10:00  a.m.  - 11:30  a.m.,  Columbus  Suite 
House  of  Delegates,  1:30  p.m.  - 3:00  p.m.,  Salons  C,  D,  & E 
Nominating  Committee,  4:00  p.m.  - 5:00  p.m.,  Room  253 
Perinatal  Workshop 

Scientific  Program,  8:00  a.m.  - 5:00  p.m.,  Salons  A & B 
Luncheon,  12:00  noon,  Salons  A & B 

Business  Meeting,  Nebraska  Perinatal  Organization,  4:30  p.m., 
Salon  A 

Nebraska  Perinatal  Organization  Wine  & Cheese  Party,  4:45  p.m., 
Nebraska  A & B 


SATURDAY,  APRIL  28 

GENERAL  REGISTRATION  7:00  a.m..  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Allergy 

Business  Meeting,  Nebraska  Allergy  Society,  7:30  a.m..  Salon  E 
Scientific  Program.  8:00  a.m.  - 10:00  a.m.,  Salon  E 

Anesthesiology 

Scientific  Program,  1:00  p.m.  - 4:30  p.m.,  Fremont  Suite 
Business  Meeting,  Nebraska  Society  of  Anesthesiologists,  4:30  p.m., 
Fremont  Suite 

Dermatology 

Scientific  Program,  9:00  a.m.  - 12:00  noon,  Beatrice  Suite 

NMA  Business  Session 

Nominating  Committee,  10:00  a.m.  - 11:00  a.m.,  Room  253 

Obstetrics  & Gynecology 

Business  Meeting,  Nebraska  Section,  American  College  of  Obstetri- 
cians & Gynecologists,  10:00  a.m.  - 11:30  a.m.,  Salon  A 
Luncheon,  Nebraska  Section,  American  College  of  Obstetricians  & 
Gynecologists,  12:00  noon.  Salon  A 

Ophthalmology 

Luncheon,  National  Society  to  Prevent  Blindness,  Nebraska  Affiliate, 
12:00  noon,  Nebraska  A & B 
Scientific  Program,  2:00  p.m.  - 4:00  p.m.,  Beatrice  Suite 
Business  Meeting,  Nebraska  Academy  of  Ophthalmology,  4:00  p.m., 
Beatrice  Suite 

Otolaryngology 

Scientific  Program,  10:00  a.m.  - 12:00  noon,  Fremont  Suite 
Luncheon,  Nebraska  Academy  of  Otolaryngology,  12:00  noon, 
Chardonnay 

Pediatrics 

Scientific  Program,  9:00  a.m.  - 3:45  p.m.,  Salon  D 
Luncheon  for  Chapter  Members,  Nebraska  Chapter,  American 
Academy  of  Pediatrics,  11:45  a.m  , Columbus  Suite 
Business  Meeting,  Nebraska  Chapter,  American  Academy  of  Pedi- 
atrics, 4:00  p.m.,  Salon  D 


Plastic  & Reconstructive  Surgery 

Luncheon  & Business  Meeting,  1 1:30  a.m.  - 1:00  p.m.,  Game  Room 

Surgery 

Scientific  Program,  10:00  a.m.  - 5:00  p.m.,  Salon  C 
Luncheon,  Nebraska  Chapter,  American  College  of  Surgeons,  1 2:00 
noon,  Salon  B 

Business  Meeting,  Nebraska  Chapter,  American  College  of 
Surgeons,  5:00  p.m.,  Salon  C 

Thoracic  Medicine 

Scientific  Program,  10:00  a.m.  - 1:00  p.m.,  Salon  E 

Alumni  Meeting 

University  of  Nebraska  College  of  Medicine  Alumni  Meeting  and 
Social  Hour,  4:30  p.m.,  Lincoln  Suite 


SATURDAY  EVENING 

Fun  Night,  7 00  p.m.,  Cocktails,  6:00  p.m.,  Meyer's  Landing 


SUNDAY,  APRIL  29 

GENERAL  REGISTRATION:  7:00  a.m.,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

NMA  Business  Sessions 

House  of  Delegates,  8:00  a.m.  - 12:00  noon,  Salons  B,  C,  D,  & E 
4:00  p.m.  - 5:00  p.m.,  Salons  B,  C,  D,  & E 
Nominating  Committee,  11:00  a.m.  - 12:00  noon,  Room  253 
Medicine  & Religion  Luncheon,  11:30  a.m.,  Nebraska  A & B 
Physician  Advocacy  Committee 
Scientific  Program,  1:00  p.m.  - 4:00  p.m.,  Salon  A 

SUNDAY  EVENING 

Presidents'  Reception  for  Physicians  and  their  Spouses,  6:00  p.m., 
Nebraska  A & B 

Inaugural  Banquet  for  Physicians  and  their  Spouses,  7:00  p.m., 
Grand  Ballroom 


MONDAY,  APRIL  30 

GENERAL  REGISTRATION:  7:00  a.m.,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Past  Presidents'  Breakfast,  7:00  a.m.,  Beatrice  Suite 

Sports  Medicine 

Scientific  Program,  9:00  a.m.  - 1 1:00  a.m.,  Salons  A & B 

Sportsman’s  Day 

NMA  Mini  Marathon,  7:00  a.m.,  Around  and  through  Regency 

Tennis  Tournament,  12:00  noon  - 6:00  p.m.,  Omaha  Country  Club, 
6900  Country  Club  Road 

Golf  Tournament,  12:30  p.m.,  Luncheon,  11:30  a.m.  - 12:30  p.m., 
Omaha  Country  Club,  6900  Country  Club  Road 

Trap  Shoot,  1:00  p.m  , Omaha  Country  Club,  6900  Country  Club 
Road 

Sportsman's  Day  Social  Hour,  5:30  p.m.,  Omaha  Country  Club,  6900 
Country  Club  Road 

Sportsman’s  Annual  Award  Dinner,  7:00  p.m  , Omaha  Country  Club, 
6900  Country  Club  Road 
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SATURDAY  MORNING,  APRIL  28  SATURDAY  MORNING,  APRIL  28 


loooam  Thoracic  Medicine 

to  Salon  E 
1:00  p.m.  Sponsored  by  — 

Nebraska  Thoracic  Society 
Program  Chairman  & Moderator  — 

John  D.  Roehrs,  M.D.,  Omaha 

10:00  Outpatient  Treatment  of  Pediatric  Asthma 

Gary  L.  Larsen,  M.D.,  Denver,  Colorado 

Moderator  — Thomas  C.  Tinstman,  M.D.,  Omaha 

11:00  Panel  Discussion:  Aerosoc 

Therapy  in  Asthma  and  Related  Disorders 

Louis  W.  Burgher,  M.D.,  Omaha 
Gary  L.  Larsen,  M.D.,  Denver,  Colorado 
12:00  Lunch  — Lincoln  Suite 

Moderator  — Walter  J.  O’Donohue,  M.D.,  Omaha 

Late  Asthmatic  Responses  — Clinical  & Ex- 
perimental Observations 

Gary  L.  Larsen,  M.D.,  Denver,  Colorado 

This  course  is  designed  to  update  practitioners  in  the 
newer  forms  of  asthma  therapy  in  children  and  adults  and 
will  present  clinical  and  experimental  experiences. 

‘Appreciation  is  expressed  to  Fisons  Corporation  for  their 
contribution. 


ioooam  Obstetrics  & Gynecology 

to  Salon  A 
1:00  p.m.  Sponsored  by  — 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

10:00  Annual  Business  Meeting 

Presiding  — L.  Palmer  Johnson,  M.D.,  Section 
Chairman,  Lincoln 
11:30  Break 
12:00  Luncheon 


SATURDAY  AFTERNOON,  APRIL  28 
ii  30  a m Plastic  & Reconstructive  Surgery 

to  Game  Room 
1:00  p.m.  Sponsored  by  — 

Nebraska  Society  of  Plastic  & 
Reconstructive  Surgeons 

Program  Chairman  — 

John  J.  Heieck,  M.D.,  Omaha 

11:30  Luncheon  & Business  Meeting 

Presiding  — John  J.  Heieck,  M.D.,  President, 
Omaha 


ioooam  Otolaryngology 

to 

Fremont  Suite 

1:00  p.m.  Sponsored  by  — 

Nebraska  Academy  of  Otolaryngology 

Program  Chairman  — 

Michael  Crawford,  M.D.,  Council  Bluffs,  Iowa 
Moderator  — Albert  Olson,  M.D.,  Omaha 

10:00 

Head  and  Neck  Tumors 

James  H.  Brandenburg,  M.D.,  Madison,  Wisconsin 

1 1:00 

Visual  Feedback  for  Speech  Disorders 

David  Chait,  M.D.,  Omaha 

1 1:30 

Epistaxis;  Diagnosis  and  Therapy 

Paul  Sherrerd,  M.D.,  Omaha 

12:00 

Luncheon  — Chardonnay 
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SATURDAY  AFTERNOON,  APRIL  28 

12  00  noon  Ophthalmology 

to  Luncheon  — Nebraska  A & B 
5:00  p.m.  Meeting  — Beatrice  Suite 
Sponsored  by  — 

Nebraska  Academy  of  Ophthalmology 

Program  Chairman  & Moderator  — 

Larry  Wood,  M.D.,  Lincoln 
12:00  Luncheon  — Nebraska  A & B 

Held  in  conjunction  with  the  National  Society 
to  Prevent  Blindness,  Nebraska  Affiliate 
Program: 

The  Day  Samuel  Pepys  Came  to  My  Office 
To  Get  His  Eyes  Checked 

H.  Stanley  Thompson,  M.D.,  Iowa  City,  Iowa 

Initiatives  for  Control  of  Diabetic  Retinopathy 

Neal  Sprick,  President,  NSPB-Nebraska  & Co- 
Director,  Nebraska  Diabetes  Control  Project 

Excelsior! 

Barbara  H.  Allen,  NSPB-Nebraska  Executive 
Director 

2:00  General  Session  — Beatrice  Suite 

Using  the  Pupil  as  an  Indicator  of  Optic 
Nerve  Disease 

H.  Stanley  Thompson,  M.D.,  Iowa  City,  Iowa 
3:00  Coping  Confidently  with  Unequal  Pupils 

H.  Stanley  Thompson,  M.D.,  Iowa  City,  Iowa 
Questions  and  Answers  at  end  of  each  hour  — 
1 5 minutes  each 
4:00  Business  Meeting 

Presiding  — Larry  Wood,  M.D.,  President,  Lincoln 

This  course  is  designed  to  present  a brief  summary  of 
neuro-ophthalmologic  abnormalities  as  they  relate  to  the 
pupil. 


l oopm  Anesthesiology 

to  Fremont  Suite 
5:00  p.m.  Sponsored  by  — 

Nebraska  Society  of  Anesthesiologists 
Program  Chairman  & Moderator  — ' 

Barbara  J.  Hurlbert,  M.D.,  Omaha 
1:00  Pulmonary  Edema  During  Anesthesia  — Its 

Diagnosis  and  Management 
Jan  Smith,  M.D.,  Omaha 
1:30  Anesthesia  for  Cesarean  Section 

Gershon  Levinson,  M.D.,  San  Francisco,  California 
2:30  Break 

3:00  Anesthesia  for  Complicated  Obstetrics 

Gershon  Levinson,  M.D.,  San  Francisco,  California 
4:00  Aeromedical  Transport  1 984 

Thomas  J.  Poulton,  M.D.,  Omaha 
4:30  Business  Meeting 

Presiding  — John  J.  McCarthy,  M.D.,  President, 
Omaha 

This  course  will  present  primarily  basic  concepts  of 
obstetrical  anesthesia,  specifically  anesthesia  for  Ce- 
sarean section  under  general  as  well  as  regional  anes- 
thesia. It  will  present  an  update  on  anesthesia  for 
complicated  high  risk  obstetrics.  Topics  in  the  area  of 
critical  anesthesia  will  also  be  presented. 


SATURDAY,  APRIL  28 

4:30  p.m.  University  of  Nebraska  College  of  Medicine 
Alumni  Meeting  & Social  Hour 

Lincoln  Suite 


6:00  p.m.  1984  Annual  Session  Fun  Night 

Meyehs  Landing 

A fun  time  on  the  banks  of  the  beautiful 
Missouri! 

6:00  Cocktails 
7:00  Dinner 
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SUNDAY,  APRIL  29 

11:30  a.m.  Medicine  & Religion  Luncheon  — For 

Physicians  and  their  Spouses 
Nebraska  A & B 

Presiding  — Dwaine  J.  Peetz,  M.D.,  Neligh 
Christ  Clown  in  the  Hospital  Circus 

Clark  Mundhenke,  D.Min. 

Chaplain,  Lincoln  General  Hospital 
Lincoln,  Nebraska 


1:00p.m.  Physician  Advocacy  Program 

to  Salon  A 
4:00  p.m.  Sponsored  by  — 

Nebraska  Medical  Association  Physician 
Advocacy  Committee  & The  Nebraska 
Medical  Association  Auxiliary 

Program  Chairman  — 

James  E.  Kelsey,  M.D.,  Omaha 

1:00  A Workshop  for  Physicians  and  Spouses 

Workshop  Speaker  and  Facilitator  — 
John-Henry  Pfifferling,  Ph  D.,  Durham,  North 
Carolina 

(Joint  Meeting  with  NMA  Auxiliary) 
Preregistration  is  required  for  this  session. 


A positive  tour  for  physicians  and  their  spouses  through 
the  maze  of  potential  problems  — GOALS  and  REWARDS 
are: 

—Promotion  of  physician  well  being 
—Prevention  of  physician  and  spouse  burnout 
— How  to  identify  potential  stress  points  in  Practices  and 
Partnerships 

—How  to  develop  skills  for  coping  with  these  problems 
Restoring  the  pleasure  and  joy  to  medical  practice. 

Developing  insight  and  coping  skills  to  aid  physicians  in 
understanding  and  adjusting  to  the  stresses  of  medical 
practice:  group  and  partnership  problems;  home  versus 
practice  priority  problems;  physician  and  spouse  burnout; 
and  drug  abuse. 


SUNDAY,  APRIL  29 

6:00  p.m.  Presidents’  Reception  — For  Physicians  and 
their  Spouses 
Nebraska  A & B 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 
7:00  p.m.  Inaugural  Banquet  — For  Physicians  and 
their  Spouses 
Grand  Ballroom 

Presiding  — John  F.  Fitzgibbons,  M.D. 
President,  Metropolitan  Omaha  Medical  Society 
Installation  of  Herbert  E.  Reese,  M.D. 
Modern  Exploration 
Scott  Carpenter,  Astronaut/ Aquanaut 
Los  Angeles,  California 


Scott  Carpenter 


‘Appreciation  is  expressed  to  Intermedics,  Inc.  and  to 
For-Med,  Inc.  for  their  contribution  to  the  Inaugural 
Banquet. 
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MONDAY,  APRIL  30 


7:00a.m  Past  Presidents’  Breakfast,  Nebraska 
Medical  Association 

Beatrice  Suite 


9:ooa.m.  Sports  Medicine  Program 

to  Salons  A & B 
1 1:00  a.m.  Sponsored  by  — 

Scientific  Sessions  Committee,  Nebraska 
Medical  Association 

Program  Chairman  & Moderator  — 

Richard  Tempero,  M.D.,  Omaha 

9:00  U.S.  Olympic  Committee's  Sports  Physiology 
Program 

Peter  VanHandel,  Ph.D..  Head,  Department  of 
Sports  Physiology,  Sports  Medicine  Division, 
United  States  Olympic  Committee,  Colorado 
Springs,  Colorado 

10  00  U.S.  Olympic  Committee's  Sports 
Biomechanics  Program 

Charles  J.  Dillman,  Ph.D.,  Head,  Department  of 
Biomechanics  and  Computer  Services,  Sports 
Medicine  Division,  United  States  Olympic 
Committee,  Colorado  Springs,  Colorado 


GUEST  FACULTY 

Nebraska  Allergy  Society 

C Raymond  Zeiss,  M.D 
Associate  Professor  of  Medicine 
Northwestern  University 
Chicago.  Illinois 

Nebraska  Society  of  Anesthesiologists 

Gershon  Levinson.  M D 

Associate  Professor  of  Anesthesiology, 

Obstetrics.  Gynecology.  Reproductive  Sciences 
University  of  California 
San  Francisco  School  of  Medicine 
San  Francisco.  California 

Nebraska  Chapter.  American  Academy  of 
Family  Physicians 

Sidney  L I Cassell.  M D 
Rheumatologist 
Eugene.  Oregon 

Jerry  C Daniels,  M D , Ph  D 
Associate  Professor  of  Medicine  & Microbiology 
Director,  Division  of  Immunology-Rheumatology 
Department  of  Internal  Medicine 
University  of  Texas  Medical  Branch 
Galveston,  Texas 

Nebraska  Chapter.  American  College  of  Emergency 
Physicians 

C Gresham  Bayne.  M.D 
Department  of  Emergency  Medicine 
University  of  California  at  San  Diego 
San  Diego,  California 

Nebraska  Medical  Association  Physician  Advocacy 
Committee 

John-Henry  Pfifferling,  Ph  D 
Co-Director 

Center  for  the  Well-Being  of  Health  Professionals 
Durham,  North  Carolina 

Nebraska  Academy  of  Ophthalmology 

H Stanley  Thompson,  M.D 
Professor  of  Ophthalmology 
University  of  Iowa  Hospitals  & Clinics 
Iowa  City,  Iowa 

Nebraska  Perinatal  Organization 

Marcene  Dickes,  R N 

Head  Nurse.  Labor  & Delivery 

Sioux  Valley  Hospital 

Sioux  Falls,  South  Dakota 

Edmund  A Egan,  II,  M D 

Professor  of  Pediatrics 

Chief,  Division  of  Neonatology 

State  University  of  New  York  at  Buffalo 

Buffalo,  New  York 

John  Fishburn,  M D 

Chairman,  Department  of  OB/GYN 

University  of  Oklahoma 

Oklahoma  City.  Oklahoma 

Ann  Rhodes.  R N , M A , J.D 
Assistant  Director  of  University  of  Iowa 
Hospitals  & Clinics 
University  of  Iowa 
Iowa  City,  Iowa 

Nebraska  Academy  of  Otolaryngology 

James  H Brandenburg,  M.D 
Professor  & Chairman 
Division  of  Otolaryngology 
University  of  Wisconsin 
Madison.  Wisconsin 

Nebraska  Chapter,  American  Academy  of  Pediatrics 

James  H Brandenburg.  M D 
Professor  & Chairman 
Division  of  Otolaryngology 
University  of  Wisconsin 
Madison,  Wisconsin 
Stanley  Levine.  M D 
Ottumwa  Clinic 
Ottumwa.  Iowa 

Nebraska  Thoracic  Society 

Gary  L Larsen.  M.D. 

Pediatric  Pulmonologist 
Assistant  Professor  of  Pediatrics 
National  Jewish  Hospital  & Asthma  Center 
University  of  Colorado  Health  Sciences  Center 
Denver,  Colorado 
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59th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 

A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
AUXILIARY  MEMBER  IN  NEBRASKA.  WE  URGE  YOU  TO 
REGISTER  AND  ATTEND  ALL  OF  OUR  ACTIVITIES. 
WELCOME  TO  OMAHA' 


Registration:  Ballroom  Foyer,  Omaha  Marriott  Hotel 
Friday,  April  27,  1984  — 8:30  a.m.  to  2:00  p.m.  and 
4:00  p.m.  to  5:30  p.m. 

Saturday,  April  28,  1984  — 8:30  a.m.  to  9:30  a.m. 

Convention  Committee  Chairmen  — 1984 
General  Chairman: 

Mrs.  William  Smith  (Mary  Jane) 

Registration  and  Reservations: 

Mrs.  James  Adwers  (Mary) 

Mrs.  Ronald  Wax  (Linda) 

Mrs.  Bill  Schlichtemeier  (Jeanette) 

Brunch: 

Mrs.  M.  Ross  Thomas  (Lynda) 

Decorations: 

Mrs.  O.  Douglas  Osterholm  (Joan) 

Publicity: 

Mrs.  D.  R.  Owen  (Jane) 

Courtesy: 

Mrs.  Vernon  Ward  (Eleanor) 

Transportation: 

Mrs.  Kenneth  Barjenbruch  (Kay) 


MRS.  EDWARD 
SZEWCZYK 

North  Central  Regional 
Vice-President 
American  Medical 
Association  Auxiliary, 
Inc. 

Belleville,  Illinois 


April  1984 


Nebraska  Medical  Journal 


131 


Auxiliary 

PROGRAM 


Auxiliary 

PROGRAM 


8:30 

9:45 

12:00 

1:00 

6:30 


8:30 

10:00 


6:00 

7:00 


FRIDAY,  APRIL  27,  1984 


SUNDAY,  APRIL  29,  1984 


a.m.  Registration  — Ballroom  Foyer, 

Omaha  Marriott  Hotel 
8:30  a.m.  to  2:00  p.m.  and 
4:00  p.m.  to  5:30  p.m. 

a.m.  Pre-Convention  Board  Meeting  — Fremont 
Suite 

All  Members  Welcome 

Mrs.  Glen  Lau  (Elba),  NMA  Auxiliary  President, 
Presiding 

noon  Luncheon  — All  Members  Welcome 
Lincoln  Suite 

p.m.  Seminar  — Fremont  Suite 

Voice  of  the  Victim 

Emily  Blaha,  Vice-President,  Douglas  County 
Chapter,  M.A.D.D.  (Mothers  Against  Drunk 
Drivers) 

p.m.  No-Host  Dinner 

Omaha  Marriott  Hotel 


SATURDAY,  APRIL  28,  1984 

a.m.  Registration  — Ballroom  Foyer,  Omaha 
Marriott  Hotel  or  Omaha  Country  Club 
8:30  a.m.  to  9:30  a.m. 

a.m.  Brunch  & Annual  Meeting  — Omaha  Country 
Club,  6900  Country  Club  Road 
Presentation  of  Awards 
Special  Guest 

Mrs.  Edward  Szewczyk  (Betty),  North  Central 

Regional  Vice  President,  AMAA 

Belleville,  Illinois 

Installation  of  New  Officers 

Guest  Speaker 

Current  Trends  in  Medicine 

Jerald  R.  Schenken,  M.D. 

—Director  of  the  Department  of  Pathology  at 
Methodist  and  Children’s  Hospital,  Omaha 
—Clinical  Professor  of  Pathology  at  Creighton 
University  and  UNCM,  Omaha 
—Currently  Vice-Chairman  of  the  Council  on 
Legislation  of  the  AMA 
—Elected  National  Pathologist  of  the  Year, 
1983 

—Has  served  14  years  on  the  Legislative 
Committee  for  the  College  of  American 
Pathologists 

p.m.  Fun  Night  for  Physicians  and  Spouses 
Reception 

Meyer’s  Landing 

p.m.  Dinner  & Entertainment 

Meyer’s  Landing 


8:00  a.m.  House  of  Delegates,  Nebraska  Medical 
Association 

Salons  B,  C,  D,  & E 
Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Program  Checks 
11:30  a.m.  Medicine  & Religion  Luncheon  — 
Nebraska  Suite 


1:00  p.m. 
to 

4:00  p.m. 


1 :00  p.m. 


Physician  Advocacy  Program 

Salon  A 

Sponsored  by  — 

Nebraska  Medical  Association  Physician 
Advocacy  Committee  & The  Nebraska 
Medical  Association  Auxiliary 

Program  Chairman  — 

James  E.  Kelsey,  M.D.,  Omaha 
A Workshop  for  Physicians  and  Spouses 

Workshop  Speaker  and  Facilitator  — 
John-Henry  Pfifferling,  Ph.D.,  Durham,  North 
Carolina 


(Joint  Meeting  with  Nebraska  Medical 
Association) 

Preregistration  is  required  for  this  session. 
6:00  p.m.  Presidents’  Reception  — Nebraska  A & B 
Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of  the 
Nebraska  Medical  Association  Auxiliary 
7:00  p.m.  Inaugural  Banquet  — Grand  Ballroom 
Installation  of  Herbert  E.  Reese,  M.D. 
Modern  Exploration 
Scott  Carpenter,  Los  Angeles,  California 


MONDAY,  APRIL  30,  1984 

9:30  a.m.  Post-Convention  Board  Meeting  — 

Nebraska  B 

All  Members  Welcome 

Mrs.  Duane  Krause  (Helen) 

1984-85  NMA  Auxiliary  President,  Presiding 
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Past  Presidents 
Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918 

J.  M.  Bannister,  M.D.,  Omaha 1919 

H.  W.  Orr,  M.D.,  Lincoln 1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha 1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923 

Morris  Nielsen,  M.D.,  Blair 1924 

Palmer  Findley,  M.D.,  Omaha 1925 


H.  J.  Lehnhoff,  M.D.,  Lincoln 1926 

H.  E.  Potter,  M.D.,  Fairbury 1927 

B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fouts,  M.D..  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1 958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 

Frank  P.  Stone,  M.D.,  Lincoln 1972-73 

John  D.  Coe,  M.D.,  Omaha 1973-74 

James  H.  Dunlap,  M.D.,  Norfolk 1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island 1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln 1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha 1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 

Russell  L.  Gorthey,  M.D.,  Lincoln 1980-81 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA . . . 1 981-82 
Allan  C.  Landers,  M.D.,  Scottsbluff 1982-83 
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(Continued  from  page  116) 

DRG  payments;  and  require  the  establishment 
of  DRGs  or  related  controls  on  hospital 
outpatient  care. 

* * * 

Finance  Budget  Deficit  Plan 

At  the  behest  of  Chairman  Robert  Dole  (R- 
KS),  the  Senate  Finance  Committee  has  begun 
consideration  of  a four-year,  $100  billion 
deficit  reduction  plan  that  includes  a three 
month  freeze  on  fees  for  all  and  a two-year 
freeze  on  Medicare  increases  for  physicians 
who  choose  not  to  accept  100%  of  Medicare 
claims  on  assignment. 

On  February  27,  AMA  Executive  Vice 
President  James  H.  Sammons,  M.D..  wrote  to 
Sen.  Dole  outlining  AMA’s  call  for  a voluntary 
fee  freeze  of  one  year  and  asking  the  Commit- 
tee to  reconsider  its  “participating”  physician 
proposal  until  physicians  could  show  that  a 
voluntary  effort  would  work. 

The  eventual  enactment  of  the  plan  of  any  of 
the  Senate  Finance  provisions  is  far  from 
certain,  since  the  committee  has  stipulated 
that  its  deficit-trimming  offering  is  contingent 
on  similar  action  in  other  areas,  including  the 
defense  budget. 

About  $1.6  billion  of  the  approximately  $5.5 
billion  worth  of  Medicare  cuts  would  come 
from  the  physician  fee  freeze.  Similar  to  one 
advanced  in  the  committee  before  Congress 
recessed  last  fall,  the  proposal  would  affect  all 
physicians  for  three  months.  As  of  April  1, 
1984  Medicare’s  prevailing  fees  would  be 
rolled  back  to  the  June  30,  1983,  level  and 
frozen  until  July  1,  1984. 

After  that  time,  the  freeze  would  be  dis- 
continued for  physicians  who  signed  an  annual 
agreement  to  assign  claims  and  accept  Medi- 
care’s allowable  fee  as  payment  in  full  for  all 
services  to  Medicare  patients.  Although  phy- 
sicians who  refused  to  sign  the  agreements 
could  continue  to  take  assignment  on  a claim 
by  claim  basis,  their  Medicare  fees  would 
remain  frozen  for  up  to  two  years,  one  year  at  a 
time. 

Another  major  spending  cut  proposed  for 


consideration  would  have  eliminated  a so- 
called  1%  “intensity  factor”  used  in  calculating 
permissible  increases  in  Medicare  payments  to 
hospitals.  A target  rate  system  in  effect  since 
1982  limited  annual  increases  in  hospital 
payments  to  1%  plus  the  percentage  increase 
in  the  cost  of  “marketbasket”  of  goods  and 
services  purchased  by  hospitals.  The  “market- 
basket  plus  1%”  limit  was  to  continue  under 
the  new  diagnosis  related  groups  system  until 
1986,  after  which  time  the  HHS  Secretary  is  to 
determine  increases  in  DRG  payments. 

Sen.  David  Durenberger  (R-MN)  refused  to 
endorse  the  committee  proposal  which  would 
have  limited  increases  in  1985  and  1986  to  the 
marketbasket  increase.  Instead  Durenberger 
offered  a modification  which  eliminates  the  1% 
intensity  factor  only  in  the  portion  of  a 
hospital’s  costs  reimbursed  under  the  old  (pre- 
DRG)  system,  for  a savings  of  $1.1  billion 
instead  of  $2.3  billion  over  four  years. 

Other  provisions  agreed  to  by  the  committee 
include: 

— an  increase  in  the  Medicare  Part  B 
premium  each  year  beginning  in  1985  until  by 
1990  it  would  equal  35%  of  the  total  Part  B 
benefit  costs.  Premiums  would  be  $43  per 
couple  per  month  higher  in  1990  than  they 
would  have  been  under  current  law. 

—a  delay  in  the  eligibility  for  Medicare 
entitlement  until  the  first  day  of  the  month 
following  the  individual’s  65th  birthday. 

—a  provision  making  Medicare  the  secon- 
dary payer  in  instances  where  a Medicare 
beneficiary  is  also  covered  by  a working 
spouse’s  employer  plan. 

—establishment  of  a fee  schedule  for  clinical 
lab  services.  The  fee  would  be  set  at  62%  of 
the  prevailing  charge  levels  and  would  apply  to 
hospital  outpatient  labs  as  well  as  independent 
labs,  although  Sen.  John  Heinz  (R-PA)  was  at 
press  time  considering  an  amendment  to 
further  reduce  that  rate  to  60%. 

— extension  of  the  current  3%  reduction  in 
federal  Medicaid  payments  to  states  for 
another  three  years. 

* * * 
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‘Baby  Doe’  Legislation  Passes  House; 
Setback  Seen  to  Physician  Groups 

Opponents  of  "Baby  Doe”  legislation  suf- 
fered a major  setback  in  Congress  in  February, 
when  the  House  of  Representatives  passed 
legislation  to  establish  treatment  requirements 
for  handicapped  newborns. 

The  bill,  approved  by  a large  52-vote 
margin,  redefines  child  abuse  to  include 
withdrawal  of  nutrition  of  medically-indicated 
treatment.  States  must  set  up  procedures  to 
ensure  that  newborns  get  proper  care  and 
attention  in  cases  of  suspected  neglect. 

States  that  choose  not  to  comply  risk  the 
loss  of  all  child  abuse  funding.  Parents  or 
physicians  who  do  not  follow  state  regulations 
could  be  charged  with  child  abuse. 

Debate  on  the  bill,  described  by  one  House 
member  as  “the  most  personal,  gut-wrenching 
issue  we'll  face  this  year,"  was  repeatedly 
delayed  by  election-conscious  legislators. 
Once  on  the  floor,  however,  it  won  the  broad 
support  of  all  but  30  Republicans,  including 
such  key  figures  as  Jack  Kemp  (R-NY),  Henry 
Hyde  (R-IL),  and  Robert  Michel  (R-IL). 

A last  minute  attempt  to  delete  Baby  Doe 
provisions  from  the  bill  by  Rep.  Rod  D. 
Chandler  (R-WA)  and  others  failed  to  win 
support  in  the  House.  Because  this  substitute 
amendment  offered  federal  assistance  and 
information  rather  than  regulations,  it  earned 
the  broad-based  endorsement  of  the  medical 
community. 

The  infant  care  debate  then  expanded  into 
an  open  forum  on  abortion,  euthanasia  and 
other  “right-to-life"  issues.  “The  law  now  says 
that  the  pre-born  fetus  is  not  human.  Should 
we  go  the  next  step  and  say  that  the  newborn  is 
also  not  quite  human?  How  about  at  the  other 
end  of  life?  Can  we  also  make  life-or-death 
decisions  for  people  because,  having  become 
senile,  they  are  not  quite  human,  either?”, 
challenged  Rep  Hyde. 

Countered  Chandler:  “My  philosophy  is  not 
that  we  believe  there  is  anything  less  human 
about  handicapped  infants.  Instead  we  face  a 
situation  where  we  must  decide  whether  there 
should  be  unlimited  treatment  in  an  attempt  to 
sustain  life.” 

The  American  Medical  Association,  the 


American  College  of  Obstetricians  and  Gyne- 
cologists, and  other  members  of  the  medical 
community  fear  that  this  legislation  will 
encourage  the  government  to  second-guess 
parental  and  physician  decisions.  It  may  also 
increase  the  stress  and  trauma  when  an  infant 
is  born  with  life-threatening  congenital  im- 
pairments, without  the  promise  of  real  benefit 
in  treatment,  they  say. 

Meanwhile  in  New  York,  the  U.S.  Court  of 
Appeals  has  ruled  that  the  federal  law  which 
prohibits  discrimination  of  the  handicapped 
does  not  apply  to  treatment  decisions  of 
handicapped  newborns.  Neither  the  language 
nor  the  intent  of  the  law  — Section  504  of  the 
federal  Rehabilitation  Act  of  1973  — gives  the 
Department  of  Health  and  Human  Services 
(HHS)  the  authority  to  conduct  an  investiga- 
tion based  on  medical  records  of  Baby  Jane 
Doe,  the  three-judge  panel  concluded. 

“Congress  never  contemplated  that  the 
Rehabilitation  Act  would  apply  to  treatment 
decisions  involving  defective  newborn  infants. 
Until  Congress  has  spoken,  it  would  be  an 
unwarranted  exercise  of  judicial  power  to 
approve  the  type  of  investigation  that  has 
precipitated  this  lawsuit,”  the  48-page  opinion 
said. 

* * * 

HHS  Budget  Hit  Hard 

The  fiscal  1985  budget  that  President 
Reagan  presented  to  Congress  in  February 
would  boost  the  Health  and  Human  Services 
(HHS)  authority  to  $324.8  billion,  an  after- 
inflation increase  of  5.5%.  Under  this  budget, 
HHS  will  spend  $36.3  million  an  hour  in 
benefits  for  more  than  60  million  Americans. 

However,  the  once-skyrocketing  rate  of  HHS 
growth  has  declined  significantly,  falling  from 
increase  of  17.7%  in  1981  to  7.5 % in  1985. 
“We  are  striving  to  do  more  with  less,” 
explained  HHS  Secretary  Margaret  M.  Heckler 
in  a press  conference. 

Major  entitlement  programs  for  the  elderly, 
disabled  and  poor  would  increase  slightly; 
discretionary  programs  in  disease  and  drug 
research  would  lose  support. 

In  the  large  entitlement  programs,  reforms 
such  as  DRGs  are  credited  with  the  slowed 
spending.  In  the  smaller  discretionary  pro- 
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grams,  no  new  projects  will  be  undertaken  for 
the  remainder  of  the  decade,  unless  programs 
of  equal  cost  are  eliminated. 

“It  is  vital  that  we  spend  wisely,”  said 
Secretary  Heckler.  “We  have  a role  to  play  in 
the  battle  against  a higher  deficit,  increased 
taxes,  and  the  threat  of  renewed  inflation, 
which  would  erode  the  very  benefits  we 
provide  to  people. 

* * * 

Organ  Transplant  Bill  Opposed  by  AMA 

Congress  has  unveiled  one  solution  to  the 
organ  transplant  problem:  HR.  4080,  the 
National  Organ  Transplant  Act.  It  is  eyed 
nervously  by  members  of  the  medical  com- 
munity, however,  who  fear  it  will  boost 
government  costs  and  authority  over  all 
medical  procedures. 

The  bill,  introduced  by  Rep.  Albert  Gore  (D- 
TN),  would  provide  grants  for  organ  procure- 
ment organizations  and  a 24-hour  telephone 
“transplant  hotline.”  It  would  also  provide  a 
data  registry  of  patients  who  have  received 
transplants. 

Furthermore,  it  would  instruct  the  Depart- 
ment of  Health  and  Human  Services  (HHS)  to 
set  criteria  for:  patient  selection,  qualifications 
of  transplant  personnel,  and  the  facilities 
where  transplants  are  performed.  Unauthorized 
facilities  would  receive  no  Medicare  or  Medi- 
caid reimbursement. 

The  bill  is  strongly  opposed  by  the  AMA, 
which  says  it  would  provide  new  and  un- 
precedented authority  to  HHS.  HHS  officials, 
oppose  the  bill  as  well. 

* * * 

Senators  Turn  on  DRGs 

Flanked  by  subordinates  with  boxfuls  of 
briefing  materials,  HHS  Secretary  Margaret 
Heckler  set  out  in  a recent  appearance  before 
the  Senate  Budget  Committee  to  defend  the 
President’s  1985  budget  proposals.  Instead, 
she  found  herself  justifying  her  department’s 
implementation  of  Medicare’s  new  diagnosis 
related  groups  (DRGs)  payment  plan. 

The  Senators’  questions  reflect  criticisms 
hospitals  have  been  levelling  at  the  new 
program  since  its  details  were  first  unveiled 


last  fall.  They  involve  the  lack  of  any  special 
adjustment  for  hospitals  treating  large  num- 
bers of  indigent  patients,  perceived  inade- 
quacies in  the  wage  index  used  to  adjust  DRG 
payments  for  each  hospital,  and  alleged 
inequities  in  the  assignment  of  hospitals  to 
either  an  urban  or  rural  category. 

Other  areas  of  concern  include  the  depart- 
ment’s apparent  reluctance  to  approve  waivers 
from  the  federal  DRG  plan  for  certain  state 
rate  programs  and  the  need  for  physician 
cooperation  if  the  program  is  to  work. 

* * * 

Pathologists  vs  HHS 

The  duties  of  pathologists  were  dissected  in 
a Washington,  D.C.  federal  courtroom  in 
February.  At  issue  in  the  case  of  The  College 
of  American  Pathologists  vs  U.S.  Depart- 
ment of  Health  and  Human  Services  is 
whether  pathologists’  services  should  be 
lumped  together  with  other  hospital  services 
or  considered  separately  as  “physician’s  serv- 
ices.” 

The  dispute  revolves  around  reimbursement 
levels.  If  pathology  services  are  considered 
part  of  a hospital’s  general  services,  they  are 
covered  by  Part  A of  Medicare;  under  the  new 
prospective  payment  system,  a hospital  will 
only  pay  what  it  chooses  to  pay.  But  if  a 
pathologist’s  job  is  considered  to  be  a phy- 
sician’s service,  he  or  she  may  charge  for 
services  like  any  other  physician. 

The  government  argues  that  pathologists’ 
clinical  lab  services  are  not  usually  furnished 
for  an  individual  patient,  do  not  contribute 
directly  to  diagnosis  or  treatment,  and  do  not 
necessarily  have  to  be  performed  by  a phy- 
sician. The  pathologist  is  a ‘physician’s  phy- 
sician' and  thus  should  not  charge  patients 
directly,  HHS  says. 

The  pathologists,  on  the  other  hand,  con- 
tend that  members  of  their  profession  perform 
a personal  service  every  time  they  themselves 
analyze  or  interpret  test  results.  Technologists 
may  perform  routine  work,  but  the  pathologist’s 
opinion  is  important  in  cases  of  unexpected  or 
abnormal  test  results.  The  pathologist’s  de- 
cision is  an  important  part  of  a patient’s 
diagnosis,  said  CAP  attorney  Jack  Bierig. 

* * * 
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Package  Insert  on  ‘Pill’  to  Change 

The  patient  package  insert  of  oral  contra- 
ceptives received  a facelift  in  February, 
reflecting  the  growing  body  of  information 
about  the  dangers  and  benefits  of  the  pill. 

Physicians  and  the  public  are  unlikely  to  see 
these  revisions  anytime  soon,  however.  Earlier 
changes,  proposed  more  than  two  years  ago, 
still  languish  within  the  Food  and  Drug 
Administration’s  (FDA)  regulatory  pipeline. 
Newer  changes  proposed  at  last  week’s  meet- 
ing of  the  FDA  Feritlity  and  Maternal  Health 
Drugs  Advisory  Committee  face  similar  delays. 

The  new  label  will  omit  warnings  about 
breast  cancer,  included  in  previous  versions. 
After  a review  of  recent  studies,  committee 
members  decided  that  there  is  insufficient 
evidence  linking  the  pill  with  the  disease. 

It  strengthens  language  about  cervical  can- 
cer, however.  For  the  first  time,  it  recommends 
that  pill  users  receive  close  clinical  surveil- 
lance, including  annual  Pap  smears. 

Other  warnings  also  receive  new  emphasis. 
Three  high  risk  factors  — heavy  cigarette 
smoking,  over  35  years  of  age,  and  conditions 
such  as  high  blood  pressure,  obesity,  diabetes, 
and  high  cholesterol  levels  — are  prominently 
place  in  the  insert’s  opening  section.  Women 
are  instructed  that  “as  a general  principle,  no 
drug  should  be  taken  during  pregnancy  unless 
it  is  clearly  indicated"  and  if  possible,  do  not 
use  oral  contraceptives  while  breast  feeding.” 

And  for  the  first  time,  women  are  provided 
with  a list  of  special  medical  conditions  — such 
as  migraine,  depression,  breast  nodules,  and 
gall  bladder,  heart  or  kidney  disease  — that 
should  be  brought  to  the  attention  of  their 
physicians. 

One  section,  the  first  of  its  type  to  appear  in 
inserts,  describe  the  benefits  of  using  the  pill: 
lighter  menstrual  cycles,  decreased  menstrual 
pain  and  tension,  reduced  risk  of  fibrocystic 
breast  disease,  ovarian  cysts,  pelvic  inflam- 
matory disease,  ectopic  pregnancy,  ovarian 
cancer,  endometrial  cancer,  and  rheumatoid 
arthritis. 

Some  new  deletions  are  also  conspicious: 
the  new  insert  will  not  caution  DES  daughters 


against  estrogen  use;  there  is  no  mention  of 
temporary  infertility,  increased  risk  of  mis- 
carriage, or  “post-pill”  symptoms  experienced 
after  stopping  use;  a comparison  with  alterna- 
tive forms  of  birth  control  is  omitted;  and 
women  with  family  histories  of  diabetes, 
stroke,  and  heart  attack  are  no  longer  advised 
of  possible  risk.  Several  other  conditions 
possibly  linked  to  pill  use  — myocardial 
infarction,  hemoblobinpathies,  and  melanoma 
— have  been  left  off  the  insert  until  more 
information  is  available. 

* * * 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Gross  income  S140K.  Towm  is  clean,  nice  people  and 
excellent  school  system.  No  drug  or  drinking 
problems.  Reply  to  Box  007,  Nebraska  Medical 
Journal,  1512  First  National  Bank  Bldg..  Lincoln, 
NE  68508. 
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FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad.  Ne- 
braska — Population  4,500.  Modern  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad.  Nebraska  69130  — (308)  784-3535. 

WANTED:  Family  Physician  needed  to  share 
office  in  mid  Omaha.  Physician  willing  to  share 
owmed,  fully  equipped,  building  in  busy,  growing 
area.  Terms  negotiable.  Area  badly  in  need  of 
additional  physicians.  Contact  (by  letter  only) 
Nebraska  Medical  Journal,  Box  009,  1512  First 
National  Bank  Bldg.,  Lincoln,  NE  68508. 

WANTED:  Family  Physician  in  eastern  Nebras- 
ka community  of  1,000  seeking  an  associate.  Stable, 
conservative  community  fifteen  miles  from  modern 
hospital.  New,  fully  equipped  clinic  building. 
Contact  (by  letter  only)  Nebraska  Medical  Jour- 
nal, Box  008,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

MEDICAL  DIRECTORS  AND  PHYSICIAN 
EXECUTIVES:  HealthAmerica  Corporation  offers 
rewarding  and  challenging  opportunities  in  medical 
management,  in  the  Omaha  area.  HealthAmerica  is 
one  of  the  country’s  leading  HMO  management  and 
development  companies,  currently  operating  pre- 
paid health  plans  nationwide,  with  a total  member- 
ship of  more  than  420,000.  You  can  experience  a 
satisfying  personal  and  professional  lifestyle  as  part 
of  a successful,  rapidly-growing  organization.  For 
more  information,  respond  with  curriculum  vitae  to 
Richard  M.  Cooper,  M.D..  Senior  Vice-President. 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer) 

WANTED:  OB/GYN  practice  physician  for  choice 
rural  clinic  in  Southern  Minnesota.  The  clinic  is  a 
top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe 
benefits,  peer  relationships,  all  of  outstanding 
nature.  Opening  available  in  1984  or  1985.  Contact 
B.  J.  Boss  at  (507)  373-8251  or  (507)  377-1406,  or 
L.  E.  Shelhamer.  M.D.  at  (507)  373-8251  or  (507) 
377-1530,  or  write  the  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  MN  56007. 

WANTED:  ENT  physician  for  choice  rural  clinic 
in  Southern  Minnesota.  The  clinic  is  a top  notch, 
fee  for  service  group  in  Albert  Lea,  Minnesota,  of 
20  physicians.  Earnings,  fringe  benefits,  peer 
relationships,  all  of  outstanding  nature.  Opening 
available  in  1984  or  1985.  Contact  B.  J.  Boss  at 
(507)  373-8251  or  (507)  377-1406,  or  L.  E. 
Shelhamer,  M.D.,  at  (507)  373-8251  or  (507)  377- 
1530,  or  write  the  Albert  Lea  Clinic.  P.A.,  1620 
Fountain  Street,  Albert  Lea,  MN  56007. 

WANTED:  Family  Practice  physician  for  choice 
rural  clinic  in  Southern  Minnesota.  The  clinic  is  top 
notch,  fee  for  sendee  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe 
benefits,  peer  relationships,  all  of  outstanding 
nature.  Opening  available  1984  or  1985.  Contact  B. 
J.  Boss  at  (507)  373-8251  or  (507)  377-1406,  or  L. 
E.  Shelhamer,  M.D.,  at  (507)  373-8251  or  (507) 
377-1530,  or  write  the  Albert  Lea  Clinic,  P.A.,  1620 
Fountain  Street,  Albert  Lea,  MN  56007. 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANEis 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  51012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J ef  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A ef  al  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27.355-361 , 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R ef  al:  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983 


DALMANE" @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI, 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


FOR  A COMPLETE  NIGHT'S  SLEEP 
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STANDS  APART 

15-MG/30-MG  CAPSULES 


See  preceding  page  for  references  and  summary  of  product  information. 
Copynght  © 1984  by  Roche  Products  Inc  All  nghts  reserved 
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TURN 

TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

rostaaduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA- IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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Supply  House 


Phone  474-3222 


Ddnley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln,  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8^x11  in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 
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CLARKSON  MEDICAL 
LECTURE  SERIES® 


OPHTHALMOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

May  18,  1984  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  James  Folk,  M.D.,  Malcolm  McConnell,  M.D., 
David  Parke,  M.D.,  Peter  Whitted,  M.D. 


Topics  include: 

"Ophthalmology  for  the  General  Physician  - 
Getting  the  Most  Out  of  Your  Office" 

Malcolm  McConnell,  M O 

"Retinal  Vascular  Disease  - Diagnosis  and 
Treatment" 

James  Folk,  M.D, 
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for  the  General  Physician" 
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"Care  of  Post  Operative  Eye  Patient  by  the 
Primary  Care  Physician" 


"The  Red  Eye  - Diagnosis  and  Treatment” 
Peter  Whitted.  M D 
Panel  discussion 
Grand  Rounds 

"Eye  Manifestations  of  Systemic  Disease" 
James  Folk,  M D 
Workshops 

"Office  Procedures  in  Ophthalmology" 

"The  Fundus  Exam  and  Recognition  of 
Retinal  Disease" 


"New  Concepts  in  Ophthalmology  - Present 
and  Future" 

David  Parke,  M.D. 

"Clarkson's  Role  in  the  Organ  Retrieval 
Program" 

Daniel  Durrie,  M.D 
Panel  Discussion 

C.M.E.  and  A.A.F.P.  credits  to  be  awarded 


Bishop  Clarkson  Memorial  Hospital,  44th  and 
Dewey  Ave.,  Omaha,  NE  68105 


For  more  information,  call  402-559-3378 
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ORGANIZATIONS,  STATE__ 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road,  Lincoln  68510 

Nebraska  Academy  of  Child  Psychiatry 

George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 

Nebraska  Academy  of  Ophthalmology 

Larry  Wood,  M.D  , President 
5445  South  St.,  Lincoln  68506 

Nebraska  Academy  of  Otolaryngology 

Michael  Crawford,  M.D. 

201  Ridge  St.,  #311,  Council  Bluff,  I A 51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D  . President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M I)..  President 
Brvan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Martin  R.  Lohff,  M.D.,  President 
Methodist  Hospital,  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D.,  Secretary  Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physician  Assistants 
Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr..  Bellevue  68005 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E Taylor,  M.D  , F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita.  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Henneman,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B Perry,  R.N.,  Ph  D.,  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P Marshall,  Pharm.D  , R P , Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K Kentsmith,  M.D  , President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D  . Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A Haggstrom,  M.D  , President 

Children’s  Memorial  Hospital,  8303  Dodge  St.,  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M l)  , President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D,  President 

120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.I)  , Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  I).  Beavers,  M D . Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St.,  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D  , F A C.S..  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms  Lorraine  E.  Seibcl,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep 
P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave  . Omaha  68105 


WashingtoNotes 

Cancer  Death  Rates  Declining 

The  nation’s  overall  death  rate  for  cancer 
declined  between  1950  and  1979,  despite  a 
sharp  increase  in  lung  and  other  smoking- 
related  cancers,  according  to  data  published  in 
February  by  the  Environmental  Protection 
Agency  (EPA)  and  the  National  Cancer  In- 
stitute (NCI). 

Excluding  lung  cancer,  death  rates  for  all 
cancers  decreased  5%  in  white  males,  12%  in 
white  females,  and  13%  in  nonwhite  females. 
The  rates  for  nonwhite  males  increased  15%. 

In  contrast,  lung  cancer  death  rates  in- 
creased 116%  in  white  males,  199%  in  white 
females,  185%  in  nonwhite  males  and  188%  in 
nonwhite  females.  There  were  also  increases  in 
deaths  from  esophageal  and  laryngeal  cancers. 

The  new  data  appear  in  U.S.  Cancer 
Mortality  Rates  and  Trends:  1950-1979,  a 

collaborative  effort  between  EPA  and  NCI. 
Death  rates  were  based  on  death  certificates 
received  by  the  U.S.  Department  of  Health 
and  Human  Services,  National  Center  for 
Health  Statistics.  Rates  were  computed  for 
3,065  counties  in  49  states. 

“The  tabulations  help  identify  counties  with 
unusual  cancer  mortality  patterns,  which  may 
in  turn  provide  etiologic  clues.  Similarities 
between  the  patterns  of  cancer  and  distribu- 
tion of  risk  factors  are  helpful  in  designating 
high-risk  communities,”  said  Thomas  Mason, 
M.D.,  of  NCI’s  Environmental  Epidemiology 
Branch  and  a co-author  of  the  reference  text. 

FDA  Petition  to  Halt  Use  of  Two 
Anti-Inflammatory  Drugs 

The  Food  and  Drug  Administration  was 
petitioned  in  February  to  suspend  immediately 
use  of  the  drugs  Butazolidin  (phenylbutazone) 
and  Tandearil  (oxyphenbutazone),  due  to 
alleged  adverse  reactions  associated  with  their 
use.  The  petitioner  is  Health  Research  Group, 
a Ralph  Nader  organization. 

Manufacturer  Geigy  Pharmaceuticals  de- 
fends its  products,  saying  that  their  risks  are 
exaggerated  and  that  sudden  withdrawal  from 

(Continued  on  page  170) 
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BRIEF  SUMMARY 

PROCARDIA  (nifedipine  i CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PR0CAR  Dl  A 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso 
spasm,  or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ot  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  iSee  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and, 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perlusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  lett  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  (Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  sately  co-admimstered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating  adjust- 
ing , and  discontinuing  PROCARDIA  to  avoid  possible  over  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa 
tients,  transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  te 
ver,  sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat 
ural  history  ot  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate,  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase, CPK  LDH  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  to  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600  66)  300  (NDC  0069 
2600-72)  and  unit  dose  (10x10)  (NDC  0069-2600  41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25  C)  in  the  man- 
ufacturers original  container 

More  detailed  protessional  mtormation  available  on  request 

LABORATORIES  DIVISION 
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joining  the  human  race  again" 


Quotes  from  an  unsolicited  * 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree 
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"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable ." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 
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Factors  Precipitating  Change 


THE  history  of  the  health  care 
system  has  never  been  more 
economically  turbulent  and 
physician  disturbing  than  the  course  set  for  it 
in  the  ’80’s.  The  experiences  during  World 
War  II  suggests  that  the  health  care  status  of 
the  U.S.  population  needed  a financial  stimu- 
lus for  development  and  renewal.  Hence, 
public  policy  directed  that  citizens  had  a right 
to  health  care  and  that  the  government  had  the 
responsibility  for  access  and  financing. 

Under  this  policy,  a number  of  things 
happened.  Hill-Burton  hospitals  dotted  the 
counties  of  the  land.  Capital  was  readily 
available  to  medical  schools  for  capitation 
grants  and  research  and  development,  with 
resultant  growth  in  number  of  medical  schools 
and  increased  enrollments.  Thus,  access  to 
health  care  was  assured  along  with  the  ability 
to  develop  technology  which  features  the  state 
of  the  art  today. 

Financing  and  access  was  supported  by  all 
inclusive  insurance  policies  and  the  advent  of 
the  entitlement  programs  in  the  mid  to  late 
’60’s.  Reimbursement  for  physicians  was  based 
on  fee-for-service,  supported  by  usual  and  cus- 
tomary fee  schedules,  and  all  inclusive  in- 
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surance  policies.  Hospitals  were  being  re- 
imbursed retrospectively  on  essentially  a cost- 
plus  system.  Consumer  access  was  by  freedom 
of  choice  and  the  financing  incentives  drove 
them  from  the  physicians’  offices  to  the  more 
costly  environment  of  the  hospital  where  the 
financial  risk  was  minimal  and,  at  the  same 
time,  was  financially  rewarding  for  all  pro- 
viders. 

The  ease  of  capital  for  the  hospital  industry 
encouraged  the  increase  in  numbers  and  size, 
and  the  duplication  of  programs  and  services. 
By  the  early  ’70’s,  the  escalating  demands  on 
health  care  delivery  precipitated  regulatory 
functions  for  physician  PSROs  and  utilization 
review  for  hospitals,  Health  Planning  Councils 
and  Section  223  of  Public  Law  92-603.  While 
all  cost  enhancing,  they  had  limited  success  in 
stemming  the  escalating  price  and  resources 
consumed  for  health  care.  The  failure  of 
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regulation  to  succeed  precipitated  health  care 
policy  to  appear  on  the  public  agenda  again 
some  30  years  later.  The  response  was  a 
significant  change  in  health  care  policy.  The 
government  shifted  the  right,  the  financial 
obligation,  and  access  to  the  individual. 
Competitive  strategy  was  introduced.  Pro- 
spective payment,  or  price  for  a service, 
implied  limited  resources,  put  providers  at 
risk,  and  introduced  cost  sharing  for  con- 
sumers. The  multiplicity  of  acronyms  (HMO, 
PPO,  IPA,  etc.)  for  the  many  prospective  and 
competitive  systems  were  having  limited 


success  under  the  dominant  cost  reimburse- 
ment system  in  the  ’70’s.  However,  in  the  ’80’s 
with  competition  and  service-for-a-price,  these 
delivery  systems  are  proliferating  and  suc- 
ceeding as  the  private  market  responds. 

In  the  ’80’s,  the  regulation  of  the  ’70’s  will 
become  less  meaningful.  Providers  and  con- 
sumers will  measure  their  risk  for  decisions  in 
a competitive  environment  where  capital  and 
freedom  of  choice  is  limited.  Defined  reim- 
bursement and  designated  relationships  will 
be  the  prevailing  forces  changing  the  tradi- 
tional health  care  delivery  system. 
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ORIGINAL  ARTICLES 


Brucella  Abortus  Endocarditis 
Following  Ingestion  of  Cow's  Blood 


ENDOCARDITIS  is  a rare  compli- 
cation of  brucellosis  which  in 
the  past  has  been  almost  uni- 
formly fatal.  In  recent  years,  however,  valve 
replacement  in  combination  with  antibiotics 
has  resulted  in  successful  treatment. 

Case  Report 

A 26-year-old  Mexican  American  male  was 
referred  to  the  University  of  Nebraska  Medical 
Center  for  evaluation  of  possible  amebic 
abscess  of  the  liver.  The  patient  was  well  until 
15  months  prior  to  admission  when  he 
developed  fever,  chills,  right  upper  quadrant 
pain,  malaise  and  jaundice.  In  addition,  the 
patient  reported  a 20-pound  weight  loss  over 
seven  months.  Recurrent  episodes  of  epistaxis 
and  skin  lesions  on  both  lower  extremities 
were  noted  the  week  prior  to  admission. 
Previous  health  had  been  excellent  with  no 
history  of  rheumatic  fever  or  heart  murmur. 

The  patient  was  employed  as  a cattle 
slaughterhouse  janitor  and  admitted  to  drink- 
ing cow’s  blood  at  the  slaughterhouse  on  one 
occasion  15  months  prior  to  the  onset  of 
symptoms.  He  stated  that  this  practice, 
intended  to  improve  strength  and  virility,  was 
not  uncommon. 

Physical  examination  revealed  a thin  white 
male  who  appeared  chronically  ill.  Blood 
pressure  was  130/60  mm  Hg,  pulse  106/minute, 
respirations  24/minute,  and  temperature  37.5°C 
(increasing  to  40°C  within  24  hours  of  ad- 
mission). Numerous  petechiae  and  several 
pustules  on  both  thighs  were  noted.  The  neck 
was  supple  with  a 3 X 3 cm  right  supra- 
clavicular lymph  node.  Audible  aortic  regurgi- 
tation was  characterized  by  a Grade  IV/VI 
diastolic  murmur  at  the  left  sternal  border  with 
radiation  to  the  cardiac  apex.  There  was  an 
easily  palpable  S3  and  S4.  Liver  span  was  16 
cm  and  the  spleen  was  palpable  seven  cm 
below  the  left  costal  margin.  Pulses  were  2 + 
and  symmetrical  with  pulses  bisferiens  being 
present.  Marked  clubbing  and  splinter  hemor- 
rhages were  noted. 

On  admission,  the  white  blood  cell  count  was 
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4,700  mm3.  Hemoglobin  was  12.1  gm/dl; 
platelets  81,000  mm3;  erythrocyte  sedimenta- 
tion rate  was  105  mm/hr.  Total  serum  protein 
was  elevated  at  9.1  gm/dl  with  a gamma 
globulin  of  5.0  gm/dl.  IgG  measured  4934 
mg/dl,  and  IgM  785  mg/dl.  The  SGOT  was  144 
IU,  SGPT  107  IU,  and  alkaline  phosphatase 
190  IU.  ANA,  hepatitis  B surface  antigen,  and 
monospot  were  negative.  VDRL  was  positive 
at  1:4  with  a negative  FTA.  The  initial  six 
blood  cultures  grew  Brucella  abortus  after  12 
days  inculcation.  The  Brucella  abortus  agglu- 
tination titer  was  1:1280.  The  rheumatoid 
factor  was  1:5120.  M-mode  echocardiography 
with  sector  scan  revealed  a large  vegetation  on 
the  aortic  valve,  septal  and  anterior  mitral 
valve  leaflet  flutter,  and  increased  left  ven- 
tricular end  diastolic  volume.  There  was  no 
premature  closure  of  the  mitral  valve.  These 
findings  are  consistent  with  aortic  insufficiency. 

Antimicrobial  therapy  consisted  of  four 
weeks  of  streptomycin,  one  gram  twice  daily 
intramuscularly  for  one  week,  and  500  mg 
twice  daily  I.M.  for  the  following  three  weeks. 
Tetracycline,  500  mg  orally  four  times  daily  for 
six  weeks,  was  given  concomitantly.  Because  of 
congestive  heart  failure,  extent  of  vegetation, 
and  evidence  of  peripheral  emboli,  the  patient 
underwent  aortic  valve  replacement  three  days 
following  admission.  At  surgery,  vegetations  on 
a bicuspid  valve  with  penetration  of  the  right 
cusp  were  noted.  Aortic  valve  replacement 
with  a bovine  value  prosthesis  was  performed. 
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Pathologic  examination  of  the  valve  revealed 
hvalinization  with  acute  and  chronic  inflam- 
mation. Cultures  from  the  valve  revealed 
Brucella  abortus.  The  patient  made  a rapid 
recovery  and  cQntinues  to  do  well  two  years 
after  discharge. 

Comments 

Brucellosis  has  become  a relatively  uncom- 
mon disease  in  the  United  States  with  the 
incidence  decreasing  from  6,321  cases/yr.  in 
1947  to  about  200/yr.  the  last  decade.1 
Endocarditis  is  a very  rare  complication  of 
brucellosis  with  less  than  1%  occurrence.2'3-4 

The  most  common  mode  of  infection  is 
penetration  through  skin  abrasions  during 
handling  of  contaminated  fresh  animal  tissue.10 
Acquisition  through  the  oropharynx  and  gastro- 
intestinal tract  is  possible,  and  our  patient 
relates  that  his  symptoms  followed  ingestion  of 
cow's  blood. 

Although  the  morbidity  of  brucellosis . is 
substantial,  mortality  is  less  than  1%.5  The 
most  frequent  cause  of  death  in  patients  with 
brucellosis  is  endocarditis,  resulting  in  conges- 
tive heart  failure.  In  a necropsy  series,  Peery6 
found  endocarditis  to  be  present  in  80%  of  the 
fatalities.  Congestive  heart  failure  occurred  in 
60%  of  endocarditis  patients.  Documented 
brucella  endocarditis  has  been  almost  in- 
variably fatal  in  the  past.  In  recent  years, 
reports  of  successful  surgical  treatment 
coupled  with  antibiotic  therapy  has  been 
reported. 

Antibiotic  administration  has  been  the  tradi- 
tional treatment  of  brucellosis,  but  this  alone 
has  not  been  successful  in  endocarditis.  It  is 
postulated  that  nodular  calcification,  hyaliniza- 
tion  and  fibrosis  of  the  affected  valve  prevents 


effective  tissue  levels  of  antibiotics.  All  suc- 
cessful treatments  in  recent  years  involved 
antibiotic  therapy  in  conjunction  with  value 
replacement. 

This  is  the  fifth  reported  case  of  successful 
treatment  of  well-documented  brucella  endo- 
carditis with  valve  replacement  and  antibiotic 
therapy.  There  are  only  a very  few  scattered 
reports  of  successful  treatment  of  presumed 
brucella  endocarditis  with  medical  manage- 
ment alone.  Recently,  rifampin  and  third- 
generation  cephalosporins  have  been  reported 
effective  against  brucellae  but  clinical  experi- 
ence is  lacking.11  It  appears  that  successful 
treatment  of  brucella  endocarditis  requires  a 
combined  medical  and  surgical  approach. 
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Evaluation  and  Management 
of  Head  and  Neck  Masses 


A lump  or  mass  in  the  neck  is  often 
the  presenting  symptom  of  an 
. undiagnosed  tumor  of  the  head 
and  neck  region.  Since  malignancies  of  the 
head  and  neck  area  comprise  15%  of  all 
patients  with  cancer1 , the  major  task  presented 
to  the  physician  when  evaluating  a cervical 
mass  is  to  differentiate  the  benign  lesion  from 
the  malignant  mass  which  demands  immediate 
and  appropriate  attention. 

In  a busy  primary  care  setting,  the  approach 
to  a neck  mass  is  often  aimed  to  “what  it  is” 
rather  than  “what  is  causing  it”.  This  oc- 
casionally results  in  premature  biopsy  of  the 
mass  with  potential  catastrophic  results.  The 
purpose  of  this  paper  is  to  outline  a systematic 
differential  diagnosis  and  cost  effective  evalu- 
ation for  the  primary  care  physician  who 
initially  encounters  the  patient  presenting  with 
a head  and  neck  mass.  An  important  concept 
to  understand  in  dealing  with  head  and  neck 
masses  is  to  avoid  biopsies  of  such  masses 
without  having  thoroughly  evaluated  the  pa- 
tient. Though  this  may  seem  to  be  the  most 
expedient  course,  there  are  several  reasons 
why  this  approach  is  not  optimal:  1.)  Unknown 
primary  tumors  presenting  as  a head  and  neck 
mass  only  represent  between  4-10%  of  cancers 
of  the  head  and  neck.2  2.)  The  idea  of  a primary 
cervical  node  cancer  arising  in  the  neck  has 
been  abandoned.1  3.)  The  prognosis  for  the 
patient  is  significantly  decreased  if  an  inci- 
sional biopsy  is  initially  obtained  and  proved 
to  be  a malignancy.4  4.)  Should  the  mass  be 
vascular  or  inflammatory  in  nature,  serious 
complications  can  arise  secondaiy  to  biopsies 
without  adequate  preoperative  preparation. 

History 

The  gender,  smoking  and  drinking  habits  of 
patients  are  important  clues  in  evaluating 
patients  with  cervical  masses.  Previous  treat- 
ment of  skin  lesions  such  as  squamous  cell 
carcinomas  or  melanomas  may  be  particularly 
important  due  to  their  history  of  recurrence. 
Aural  fullness  may  be  an  early  symptom  of 
nasopharyngeal  tumors  since  it  can  block  the 
eustachian  tube  or  eustachian  tube  lymphatics 
causing  middle  ear  effusion.  Sore  throat  may 
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represent  a pharyngeal  lesion  or  referred  pain 
from  a hypopharvngeal  lesion.  Hoarseness  may 
be  indicative  of  a laryngeal  tumor;  dysphagia 
often  is  a presenting  symptom  of  a hypo- 
pharvngeal  cancer.  (Figure  1)  As  in  all  cancers, 
significant  weight  loss  is  an  ominous  symp- 
tom. 

Age  is  another  important  historical  feature. 
The  examining  physician  must  realize  that  in  a 
child,  the  great  majority  of  lesions  in  the  head 
and  neck  are  benign  with  the  exception  of  a 
cutaneous  melanoma.  In  the  adult  the  reverse 
is  true.  (Table  1) 


Table  1 

NECK  MASSES  ACCORDING  TO  AGE 


Children 

Adults 

Benign 

90% 

20% 

Malignant 

10% 

80% 

% of  malignancies 

that  are  epidermoid  cancer 

4% 

80% 

Melanoma 

60% 

20% 

Physical  Examination 

By  using  the  history  and  physical  character- 
istics of  the  neck  mass,  the  length  of  time  that 
the  lesion  has  been  present,  and  the  patient’s 
age,  much  can  be  done  to  steamline  the 
evaluation.  By  narrowing  down  the  differential 
diagnosis,  the  physician  can  focus  the  workup 
and  help  make  the  evaluation  more  cost 
effective. 

Initial  physical  exam  includes  a thorough 
head  and  neck  examination  including  the  skin, 
taking  particular  attention  to  look  for  scalp 
lesions.  Indirect  nasopharyngoscopy  and  lar- 
yngoscopy with  mirrors  or  the  newer  fiberoptic 
scopes  to  identify  possible  lesions  in  the 
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Aural  Fullness 


Sore  Throat 


Hoarseness 


Nasal  Obstruction 


Dysphagia 


Figure  1 

Upper  aerodigestive  tract  symptoms  may  be  presenting  complaints  of  head  and  neck  cancers. 


nasopharynx  and  laryngeal  area  are  a neces- 
sity. Bidigital  palpation  as  well  as  visual 
inspection  of  all  oral  and  pharyngeal  surfaces 
is  required.  After  examination  of  the  ears,  nose 
and  oropharynx,  the  mass  is  palpated  for  its 
consistency,  mobility,  tenderness,  size  and 
color.  The  physical  characteristics  of  a cervical 
mass  may  give  important  clues  (Table  2).  If  no 
definite  source  of  the  cervical  mass  can  be 
identified  and  the  etiology  of  the  neck  mass  is 
still  uncertain,  the  patient  should  be  closely 
observed  and  the  head  and  neck  exam 
repeated  in  two  weeks.  Any  adult  with  a neck 
mass  persisting  longer  than  two  weeks  deserv- 
es a complete  diagnostic  evaluation,  since  a 


cervical  node  greater  than  2 cm  is  most 
probably  not  inflammatory  in  nature. 

Location  is  extremely  important  when  deal- 
ing with  head  and  neck  masses.  At  the  time  of 
initial  presentation,  most  neck  masses  can  be 
classified  according  to  their  location  as  mid- 
line, lateral,  posterior  and  supraclavicular. 
(Table  3)  Although  most  inflammatory  lesions 
are  benign,  a potential  pitfall  is  to  rule  out 
possible  metastatic  involvement  on  the  basis 
of  a history  of  inflammation.  Midline  neck 
masses  which  are  cystic,  move  with  swallowing, 
and  become  inflamed  with  upper  respiratory 
tract  infections  are  suggestive  of  a thvroglossal 
duct  cyst.  Thyroid  nodules,  dermoids  and 


Table  2 

PHYSICAL  CHARACTERISTICS  OF  NECK  MASSES 


Physical  Exam  Properties 

1.  Nontender,  soft,  discrete  and  attached  to  skin 

2.  Nontender,  soft,  discrete,  and  deep  to  skin  . . . 

3.  Nontender,  cystic 

4.  Transilluminates 

5.  Bluish  with  straining 

6.  Pulsatile  or  bruit 

7.  Enlarges  on  straining 

8.  Generalized  adenopathy 


Suggested  Diagnosis 

Epidermal  inclusion  cyst 

Lipoma,  fibroma,  neurofibroma 

Congenital  lesions 

Cystic  hygroma 

Hemangioma 

Vascular  lesions,  glomus  tumors 

Cystic  hygroma,  hemangioma,  laryngocele 

Infectious  mono,  lymphoma,  sarcoma,  cat-scratch  fever 


9.  Pain  and  swelling  on  eating 

10.  Red,  tender,  and  warm 

11.  Toxic 

12.  Nontender,  fixed,  hard,  matted  or  rapidly  enlarging 


Salivary  gland  abnormality 

Inflammatory  lesion 

Suppurative  adenitis,  deep  neck  space  abcess 
Malignancy 
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laryngoceles  should  also  be  considered  in  the 
evaluation. 


Table  3 

LOCATION  OF  NECK  MASSES 


Physical  Exam  Location 

1.  Mass  along  anterior  border 
of  sternocleidomastoid  muscle 

2.  Midline  mass 

3.  Mass  along  posterior  border 
of  sternocleidomastoid  muscle 

4.  Supraclavicular  mass 


Suggested  Diagnosis 

1.  Branchial  cleft  cyst 

2.  Inflammatory  nodes 

3.  Metastatic  disease  from 
upper  aerodigestive  tract 

1.  Thyroglossal  duct  cyst 

2.  Thyroid  nodule 

3.  Dermoid  cyst 

1.  Metastatic  nasopharyngeal 
disease 

2.  Inflammatory  nodes 

1.  Cystic  hygroma 

2.  Metastatic  disease  from 
GI  or  respiratory  tract 


Lateral  neck  masses  can  be  classified  as 
anterior  or  posterior  to  the  sternocleidomas- 
toid. The  anterior  lateral  neck  mass  which  is 
non-tender,  firm  and  fixed  may  represent  a 
squamous  cell  carcinoma  of  the  upper  aerodi- 
gestive tract  metastatic  to  the  jugulo-digastric 
lymphatics.  In  contrast,  branchial  cleft  cysts 
present  at  the  anterior  border  of  the  sterno- 
cleidomastoid muscle  while  a thyroglossal  duct 
cyst  presents  closer  to  the  midline  of  the  neck. 
The  mass  position  can  often  act  as  a guide  to 
the  location  of  the  primary  tumor  should  the 
mass  turn  out  ot  be  a carcinoma.'’  Masses  or 
lymph  nodes  in  the  jugular,  digastric  or 


anterior  cervical  area  have  a high  incidence  of 
being  squamous  cell  carcinoma.  Supraclavicu- 
lar and  postcervical  adenopathy  are  most  likely 
lymphomas  or  metastasis  from  an  infraclavi- 
cular  primary  lesion.  In  children,  cystic  hy- 
gromas may  present  in  this  region.  The 
characteristics  of  a neck  node  that  should  clue 
the  physician  to  think  malignancy  are  a mass  in 
the  neck  that  is  solid,  most  probably  fixed  to 
the  underlying  tissues,  and  is  firm  or  rubbery 
on  palpation.  Certain  benign  neck  lesions  such 
as  neurogenic  tumors,  carotid  body  tumors,  or 
some  salivary  gland  lesions  may  be  difficult  to 
differentiate  from  a malignant  mass.  These 
facts  should  be  kept  in  mind  when  evaluating 
any  presenting  cervical  mass  and  help  guide 
the  work  up  of  the  patient  on  an  individual 
basis.5  (Figure  2) 

Laboratory  Tests 

The  workup  of  a patient  with  a head  and 
neck  mass  is  best  when  individualized.  With 
diligent  searching,  the  etiology  of  the  mass  can 
usually  be  found  on  physicial  examination. 
However,  further  examination  or  surgery  is 
sometimes  necessary  for  definitive  diagnosis 
or  staging. 

After  a thorough  physical  exam,  roentgeno- 
graphic  examination  should  include  a PA  and 


Figure  2 

Mass  location  can  often  act  as  a guide  to  an  underlying  primary  disorder. 
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lateral  chest  x-ray  to  rule  out  pulmonary 
disease,  either  primary  or  metastatic.  Soft 
tissue  films  of  the  neck  should  be  done  if  a 
nasopharyngeal,  vallecular  or  epiglottic  mass  is 
noted.  Sinus  x-rays  are  not  routinely  indicated 
due  to  their  low  yield.2  Esophagrams  and 
larvngograms  are  essential  for  the  identifi- 
cation of  hvpopharyngeal  and  laryngeal  le- 
sions. Once  a primary  tumor  has  been  identi- 
fied in  the  upper  aerodigestive  tract,  CT  scans 
are  currently  being  used  to  help  determine  if 
there  is  submucosal  extension  and  to  help 
delineate  the  definitive  margins  of  the  tumor 
prior  to  surgical  excision.6  Ultrasound  may  be 
used  to  establish  whether  or  not  the  mass  is 
solid  or  cystic.  Thyroid  scans  will  help  deline- 
ate thyroid  origin. 

Routine  laboratory  evaluation  should  in- 
clude complete  blood  count,  thryoid  profile 
and  serology.  If  suspicious  of  metastatic 
disease,  liver  enzymes  should  be  obtained. 
Skin  tests  are  helpful  in  identifying  unusual 
infectious  etiologies  (TB,  Histoplasmosis,  Coc- 
cidiomycosis). 

Biopsy 

Direct  endoscopic  examination  of  all  mu- 
cosal surfaces  of  the  upper  respiratory  and 
alimentary  tract  should  be  done  under  general 
anesthesia  with  biopsy  obtained  of  any  sus- 
picious lesions.  If  a definite  abnormality  in  the 
aerodigestive  tract  cannot  be  identified,  ran- 
dom biopsies  should  be  obtained  from  the 
nasopharynx,  tonsil,  base  of  tongue  and 
pyriform  sinus  on  the  side  of  the  neck  mass  to 
rule  out  an  unknown  primary  carcinoma.  If  the 
primary  source  of  a neck  mass  is  a carcinoma, 
the  possibility  of  a synchronous  primary  lesion 
in  the  aerodigestive  tract  should  be  con- 
sidered. For  this  reason  triple  endoscopy 
(esophagoscopv,  bronchoscopy,  and  laryn- 
goscopy) should  be  performed  on  all  patients 
presenting  with  a primary  tumor  in  the 
oropharyngeal  area. 

Only  after  an  extensive  physical  exam  and 
endoscopy  with  biopsy  has  failed  to  reveal  the 
primary  source  of  a neck  mass,  should  direct 
biopsy  of  the  cervical  mass  be  considered, 
using  one  of  three  modalities:  1.)  fine  needle 
aspiration,  2.)  incisional  biopsy,  or  3.)  excision- 
al  biopsy.  Fine  needle  aspiration  (30  gauge 
needle  or  less)  may  aid  in  establishing  a 
definitive  diagnosis  without  surgical  inter- 


vention. This  technique  should  not  be  confus- 
ed with  the  Silverman  needle  biopsy  which  has 
been  used  to  obtain  mass  biopsies  and  liver 
biopsies  in  the  past.  If  the  pathology  expertise 
to  read  cytology  is  available,  the  fine  needle 
aspiration  procedure  can  be  cost  effect  and 
over  90%  accurate  in  the  diagnosis  of  head  and 
neck  masses,  with  the  exception  of  malignant 
lymphomas.  Using  fine  needle  aspiration  there 
has  been  no  change  in  prognosis  from  seeding 
into  the  skin  or  adjacent  tissue  as  had  been 
thought  to  occur  with  the  Silverman  needle.6' 7 
However,  for  safety’s  sake,  the  puncture  site 
should  be  removed  in  the  skin  incision  at  the 
time  of  definitive  surgery  if  the  biopsy  proves 
to  be  a malignancy. 

Incisional  biopsy  of  a cervical  mass  primarily 
for  diagnosis  should  be  condemned.  There  is  a 
risk  of  seeding  adjacent  tissue  with  malignant 
cells,  increasing  the  change  of  local  recurrence, 
and  decreasing  the  patient’s  survival.6  As- 
suming all  previous  diagnostic  avenues  have 
failed,  excisional  biopsy  of  the  neck  mass 
should  be  performed  whenever  possible.  An 
incisional  biopsy  should  be  used  only  as  a last 
resort. 

Summary 

Patients  presenting  with  a neck  mass  invari- 
ably have  one  question  uppermost  in  their 
minds:  do  I have  cancer? 

The  best  approach  to  a patient  with  a mass 
in  the  head  and  neck  area  or  adenopathy  of  the 
cervical  region  is  a complete  history  and 
physical  examination  and  work-up  of  the 
aerodigestive  tract  including  triple  endoscopy 
and  appropriate  lab  and  x-ray  data.  This 
maximizes  a chance  for  identification  of  the 
nature  of  the  mass  and  helps  direct  the 
appropriate  therapy  of  the  lesion.  A good 
working  knowledge  of  neck  masses  will  allow 
the  physician  to  distinguish  between  suspicious 
lesions,  in  which  an  extensive  work  up  should 
be  expedited,  or  a lesion  that  is  most  probably 
benign  and  can  be  closely  observed  by  the 
primary  physician. 

Of  utmost  importance  is  the  concept  that 
incisional  biopsies  or  biopsies  of  neck  masses 
in  the  clinic  or  operating  room  without 
appropriate  preoperative  evaluation  is  fraught 
with  hazard.  If  such  a lesion  is  identified  as  a 
carcinoma,  survivability  of  the  patient  and 
optimum  chances  for  cure  have  been  severely 
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Table  4 


FLOWSHEET  FOR  EVALUATION  AND  MANAGEMENT  OF  NECK  MASSES 


1.  Age 

Risk  Factors 

2.  Hoarseness 

1.  Duration  > 2 wks. 

3.  Dysphagia 

2.  Cigarettes/ETOH 

4.  Hemoptysis 

3.  Greater  than  2 cm. 

nF 


Panendoscopy 


Endoscopic 
biopsy  if 
lesion 
identified 


V 

No  lesion 
identified 


\l/ 

NECK  MASS 

ENT 

Physical 

Exam 

v | Surgery  | 

I Neck  Mass  Biopsy  | 

of  unknown 

1.  Never  initial 

etiology 

procedure 

2.  Only  after  complete 

-> 


head  & neck  evaluation 
3.  Excisional  biopsy 
preferred 


V 

| Def in i tive  Therapy  | 

1.  Surgery 

2.  Radiation  Therapy 

3.  Chemotherapy 

4.  Combination  Therapy 


Diagnostic  Evaluation! 


V 


Normal 

ENT 

Exam 

1.  Bidigital  Palpation 

2.  Office  Endoscopy 


| Midline  Mass  | 

1.  Thyroglossal  Duct 

2.  Thyroid  Nodule 

3.  Dermoid  Cyst 


| Lateral  Mass  | 

1.  Branchial  Cleft  Cyst 

2.  Metastatic  Node 

3.  Lymphoma 


F ine  Need le  I 
Aspiration  | 

Only  at  qual if i ed 
centers 


2.  Thyroid  Profile 

3.  Skin  Tests 

4.  VDRL 

5.  Liver  Enzymes 


I Radiologic  Evaluation] 

1 . Chest  X-ray 

2 . Ba . Swa 1 1 ow 

3.  CT  Scan 

4.  Thyroid  Scan 

5.  Ultrasound 


compromised.  Should  the  lesion  be  vascular  or 
neurogenic  in  nature,  the  morbidity  and  mortal- 
ity may  be  significantly  increased  if  adequate 
preoperative  evaluation  has  not  been  obtained. 

The  following  flowsheet  for  the  evaluation 
and  management  of  neck  masses  of  unknown 
origin  is  included  as  a summary  and  reference 
for  the  office  based  physician.  (Table  4) 
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Clinical  Use  of 
Antidepressant  Medications 


DEPRESSION  is  a common  and 
serious  illness  which  affects  10- 
20c7c  of  the  adult  population. 12  :!- 
Many  of  the  30,000  adults  who  commit  suicide 
in  the  United  States  every  year  have  a 
recognized  depressive  illness  at  the  time  of 
death.  In  others,  the  diagnosis  is  made  only  in 
retrospect.  In  fact,  only  a small  percentage  of 
all  persons  with  depression  seek  medical 
attention.  Of  those  who  do,  many  initially 
consult  primary  care  physicians  for  relief  of 
their  depressive  symptoms.  Thus,  it  is  bene- 
ficial for  these  physicians  to  become  skilled  in 
detecting  depressive  disorders  in  his  or  her 
patients,  comfortable  in  providing  and  moni- 
toring ongoing  treatment,  and  capable  of 
facilitating  appropriate  referral  when  indi- 
cated. 

This  paper  will  address  the  clinical  pre- 
sentation of  depressive  illness  and  will  provide 
an  overview  of  treatment  approaches  with  a 
focus  on  one  aspect  of  treatment,  the  use  of 
antidepressant  medication.4 

Clinical  Depression 

Since  fluctuations  in  mood  are  a part  of 
everyday  life,  difficulties  sometimes  arise  in 
the  distinction  between  normal  feelings  of 
sadness  and  clinical  depression  which  requires 
medical  intervention.  Depression  is  character- 
ized by  a particular  set  of  signs  and  symptoms, 
most  notably  a pervasive  dysphoric  mood  with 
feelings  of  sadness,  hopelessness  and  despair. 
The  disturbance  in  mood  is  often  accompanied 
by  inability  to  concentrate,  loss  of  interest  and 
pleasure  in  usually  enjoyed  activities,  feelings 
of  guilt,  and  complaints  of  tiredness  or  fa- 
tigue. When  severe,  depressive  disorders  also 
involve  changes  in  normal  sleep  patterns, 
appetite,  weight,  activity  level,  and  thoughts  of 
death  or  suicide.  The  physician  caring  for  a 
patient  with  complaints  of  depressed  mood 
should  inquire  about  these  signs  and  symp- 
toms, plus  attempt  to  determine  both  their 
intensity  and  duration. 

Some  patients  with  depression  will  not 
complain  of  dysphoric  mood  but  present  with 
feelings  of  lethargy  and  confusion,  complaints 
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of  failing  memory,  or  multiple  vague  somatic 
symptoms,  such  as  headache,  back  pain,  or 
nausea.  Some  effort  should  be  made  to  look  for 
depression  in  patients  of  this  type  because 
they  are  often  unaware  of  the  emotional  or 
mood-related  nature  of  their  symptoms.  On 
the  other  hand,  patients  with  symptoms 
suggesting  depression  may  actually  be  suffer- 
ing from  other  medical  or  psychiatric  illnesses. 
The  physician  examining  a depressed  patient 
should  consider  the  medical  conditions,  psy- 
chiatric disorders,  or  medications  which  can 
accompany,  stimulate,  or  actually  produce 
depressive  illness.  (See  tables  1,  2,  3). 

Once  a diagnosis  of  a depressive  disorder 
has  been  made,  several  avenues  of  treatment 
are  available  to  the  physician.  Mild  depression 
without  vegetative  symptoms  will  generally 
respond  to  repeated  supportive  contact  with 
the  physician.  Other  depressions,  in  which 
symptoms  are  more  severe,  have  persisted  for 
several  weeks,  and  are  accompanied  by  chang- 
es in  sleep,  appetite,  activity  and  thoughts  of 
suicide,  require  more  vigorous  treatment.  In 
addition  to  continued  support,  this  could 
include  formal  psychotherapy,  such  as  insight- 
oriented,  cognitive,  maritial,  or  family  therapy; 
adjunctive  antidepressant  medication;  hospi- 
talization; or  in  severe  cases,  electro-con- 
vulsive therapy. 

Some  of  the  more  formal  approaches  (hos- 
pitalization, electro-convulsive  therapy)  gen- 
erally require  psychiatric  referral,  but  the  non- 
psvchiatrist  can  remain  the  primary  care-taker 
for  those  patients  needing  a continuation  of 
supportive  therapy,  environmental  manipu- 

* Reprint  requests:  James  E.  Wilson,  Pharm.  I)..  Nebraska  Psychiatric 
Institute.  602  South  45th  Street.  Omaha.  Nebraska  68106 
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TABLE  1.  SYMPTOMS  OF  DEPRESSION  (5) 
Vegetative  Symptoms 

Appetite  and/or  weight  change 
Insomnia  or  hypersomnia 
Decreased  energy,  fatigue 
Psychomotor  agitation  or  retardation 
Decreased  interest  in  sex 
Various  pains 

Functional  disturbances  referrable  to  various  organ 
system 

Menstrual  disturbances. 

Psychological  and  Behavioral  Symptoms 

Dysphoric  mood 

Life  no  longer  enjoyable 

Grief,  regret,  sadness 

Feelings  of  worthlessness,  guilt,  self-reproach 

Difficulty  concentrating  and  slowed  thinking 

Thoughts  of  death  or  suicide 

Pessimism 

Hypochondriasis 

Reduced  ability  to  cope 

Indecision 

Crying 

Self-isolation 

Loss  of  interest 

TABLE  2.  PHYSICAL  DISORDERS  ASSOCIATED 
WITH  DEPRESSION  (5) 

Cushing’s  disease 
Addison’s  disease 
Thyroid  disease 
Diabetes 
Cancer 

Parkinson’s  disease 

Cerebral  arteriosclerosis 

Senile  dementia 

Temporal  lobe  eiplepsy 

Pernicious  anemia 

Systemic  lupus  erythemetosis 

Porphyria 

Multiple  sclerosis 

Intracranial  tumors 

Hepatitis 

Influenza 

Viral  pneumonia 

Infectious  mononucleosis 

TABLE  3.  MEDICATIONS  THAT  MAY  INDUCE 
DEPRESSION  (6) 

Barbiturates 

Benzodiazepines 

Phenothiazines 

Haloperidol 

Amphetamines  (upon  withdrawl) 

Phenylbutazone 

Indomethacin 

Antineoplastics  (vincristine) 

Physostigime 

Antibiotics 

Antibiotics  (gram  negative) 

Sulfonamides 

Antihypertensives  (propranolol,  reserpine,  methyldopa, 
clonidine,  hydralzine) 

L-dopa 

Phenacetin 

Carbamazepine 

Digitalis 

Procainamide 

Hormones  (female) 

Corticosteroids 

Alcohol 

Lechithin,  choline 


lation  and  antidepressant  medication.  The 
remainder  of  this  paper  will  focus  on  one 
aspect  of  the  treatment  of  depression,  the  use 
of  antidepressant  medication.  It  should  be 
emphasized,  however,  that  such  agents  should 
never  be  used  in  isolation,  but  as  a part  of  an 
overall  treatment  utilizing  some  or  all  of  the 
above  modalities. 

Antidepressant  Agents 

There  are  three  main  groups  of  anti- 
depressants: the  tricyclic  antidepressants 

(TCA),  the  monoamine  oxidase  inhibitors 
(MAOI),  and  the  “second  generation  anti- 
depressants”. The  antidepressants  derive  their 
name  from  the  fact  that  they  clinically  reverse 
depressive  symptoms,  restoring  balance  to 
mood  and  improving  ego  functioning.  Most 
medications  used  to  treat  depression  do  not 
elevate  the  mood  of  normal  subjects.  In 
addition,  lithium,  tryptophan,  alprazolam,  thy- 
roid agents,  dopamine  agonists,  hormones,  and 
stimulants  have  all  been  used  in  treating  some 
types  of  refractory  depressive  illness,  either 
alone  or  in  combination  with  tricyclic  anti- 
depressants. 

Investigators  have  hypothesized  that  de- 
pression results  from  a functional  deficiency  in 
either  serotonin  (5-HT)  or  norepinephrine 
(NE).  It  thus  appears  that  selection  of  an 
antidepressant  could  be  made  by  differentiat- 
ing between  the  two  catecholamine  deficien- 
cies, either  by  clinical  or  biochemical  means. 
Unfortunately,  various  attempts  at  deter- 
mining the  type  of  depression  (via  metabolic 
levels,  enzyme  concentration,  or  stimulant 
response)  have  not  provided  definitive  guide- 
lines. A patient  w7ho  has  responded  in  the  past 
to  a medication  acting  on  a certain  neuro- 
transmitter  system  is  likely  to  respond  again;  a 
patient  not  responding  should  be  changed  to  a 
different  antidepressant  elevating  the  other 
neurotransmitter.  The  TCA  and  second  gener- 
ation antidepressants  probably  exert  their 
therapeutic  effects  by  blocking  re-uptake  of 
neurotransmitters  into  the  presynaptic  neuron, 
this  facilitating  a continuous  discharge  by  the 
postsynaptic  neuron. 

Tricyclic  Antidepressants  (TCA) 

The  most  commonly  used  antidepressants 
are  the  tricyclics  which  includes  amitriptyline, 
desipramine,  doxepin,  imipramine,  nortripty- 
line and  protriptyline.  The  TCA  are  almost 
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identical  in  their  chemical  structure,  but  differ 
in  various  ways,  including  sedative  effect, 
anticholinergic  side  effects,  neurotransmitter 
system  affected,  and  relative  potency.  (See 
table  4) 

Clinical  Use 

The  TCA  are  of  nearly  equal  potency,  with 
the  exception  of  protriptyline  and  nortripty- 
line, which  are  considerably  more  potent.  TCA 
should  be  started  at  low  doses  and  then 
gradually  increased.  Amitriptyline,  desipra- 
mine,  doxepin,  and  imipramine  may  be  ini- 
tiated at  25  mg.  three  times  a day  and 
gradually  increased  in  a few  days  if  there  are 
no  significant  side  effects.  Protriptyline  may 
be  started  at  a dosage  of  15  mg.  to  40  mg.  per 
day  in  divided  doses.  Nortriptyline  may  be 
started  at  10  mg.  three  times  per  day  and 
gradually  increased.  Once  therapeutic  doses  of 
TCA  have  been  reached,  the  entire  daily  dose 
may  be  given  at  bedtime,  which  provides 
sedation  and  minimizes  unpleasant  side  ef- 
fects. A single  daily  dose  may  improve 
compliance  of  the  patient.  A one  to  three  week 
lag  period  will  occur  before  a clinical  response 
to  antidepressant  can  be  observed. 

Doses  of  the  TCA  should  be  gradually 
increased  to  a maximum  of  300  mg.  for 


amitriptyline,  desipramine,  doxepin,  and  imi- 
pramine, and  a maximum  of  150  mg.  for 
nortriptvine  and  60  mg.  for  protriptyline.  Four 
to  eight  weeks  at  an  adequate  dose  should 
lapse  before  a change  to  different  antide- 
pressant is  considered.  The  length  of  time 
necessary  for  successfully  treatment  of  de- 
pression remains  controversial.  General  guide- 
lines include  continuation  of  the  medication 
after  remission  or  for  as  long  after  remission  as 
residual  symptoms  remain. 

Theoretically,  each  tricyclic  has  a steady 
state  plasma  level  that  produces  optimal 
effects  with  minimal  side  effects,  the  so-called 
therapeutic  window.  As  higher  doses  increase 
plasma  level  above  the  upper  limits  of  the 
therapeutic  window,  efficacy  diminishes.  Nor- 
triptyline has  been  shown  conclusively  to  have 
a therapeutic  window  of  50-140  ng./ml.  Evi- 
dence for  a therapeutic  window  with  other 
TCA  is  less  conclusive.  Efficacy  studies  do  not 
support  one  TCA  as  superior  to  others,  hence 
selection  should  be  individualized  according  to 
clinical  findings,  past  response  to  antide- 
pressants, and  a side-effect  profile. 

Side  Effects 

The  antiehlolinergic  effects  of  the  TCA  can 
be  of  major  concern  in  susceptible  individuals, 


TABLE  4.  ANTIDEPRESSANT  CHARACTERISTICS 


DRUG  NAME 

TRICYCLICS 

DAILY  DOSE 

NE 

5HT 

SEDATION 

ANTICHOL. 

Amitriptyline 
(Elavil.  Endep) 

50-300  mg 

0 

1 1 

ftt 

1 1 1 

Desipramine 

(Norpramine,  Pertofrane) 

50-300  mg 

ftt 

0 

t 

t 

Doxepin 

(Sinequan,  Adapin) 

50-300  mg 

0 

ft 

t + t 

1 1 

Imipramine 
(Tofranil,  Janimine) 

50-300  mg 

1 1 

t 

t + 

1 1 

Nortriptyline 
(Aventyl,  Pamelor) 

50-150  mg 

1 1 

t 

t 

t 

Protriptyline 

(Vivactil) 

SECOND  GENERATION 

ANTIDEPRESSANTS 

TETRACYCLICS 

20-60  mg 

tt 

1 t 

0 

1 1 

Maprotiline 

(Ludiomil) 

TRIAZOPYRIDINES 

50-300  mg 

tt  t 

0 

1 1 

t 

Trazadone 

(Desyrel) 

SECOND  GENERATION 
TRICYCLICS 

150-600  mg 

0 

ftt 

ftt 

0 

Amoxapine 

(Ascendin) 

75-400mg 

1 1 

t 

f t 

t 

Trimipramine 

(Surmontil) 

50-300  mg 

1 1 

t 

ft 

1 1 
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causing  urinary  retention,  delayed  micturition, 
blurred  vision,  exacerbation  of  glaucoma,  dry 
mouth,  constipation,  and  paralytic  ileus. 

Amitriptyline  has  the  greatest  anticholiner- 
gic effect  followed  by  doxepin,  nortriptyline, 
imipramine  and  desipramine.  The  TCA  with  a 
large  amount  of  anticholinergic  activity  may 
not  be  desirable  in  patients  with  prostatic 
hypertrophy,  glaucoma,  or  other  conditions 
affected  by  cholinergic  blockade. 

Depressed  patients,  as  previously  men- 
tioned, can  suffer  from  either  hypersomnia  or 
insomnia,  and  the  TCA  selected  may  be 
determined  by  the  amount  of  sedation  desired. 
Amitriptyline  and  doxepin  are  the  TCA  with 
the  greatest  amount  of  sedation.  Protriptyline 
has  the  least  amount  of  sedation  with  the  other 
TCA  falling  in  the  middle  of  the  spectrum. 

The  TCA  have  a direct  quinidine-like  car- 
diotoxicity  with  indirect  effects  due  to  anti- 
cholingergic  and  norepinephrine  potentiation. 
These  can  produce  ECG  changes  consisting  of 
flattened  T waves,  A-V  conduction  problems, 
bundle  branch  block,  tachycardia,  and  postural 
hypotension.  Therefore,  the  TCA  are  con- 
traindicated in  the  acute  recovery  phase  of 
myocardial  infaraction.  Doxepin  appears  to 
have  the  fewest  cardiovascular  side  effects  of 
the  traditional  TCA.7 
Overdose 

An  overdose  of  TCA  causes  an  initial  CNS 
stimulation,  resulting  from  central  anticho- 
linergic effects,  and  may  produce  agitation, 
confusion,  hyperpyrexia,  and  convulsions.  Fol- 
lowing this  initial  stimulation,  CNS  depression 
may  occur.  The  patient  may  exhibit  extreme 
drowsiness,  areflexia,  hypothermia,  respiratory 
depression,  and  cyanosis.  Cardiac  irregulari- 
ties as  a result  of  overdose  constitute  the  most 
serious  hazard.  Treatment  of  an  overdose 
consists  of  gastric  removal  followed  by  char- 
coal. Since  most  toxic  effects  are  related  to  the 
anticholinergic  properties,  an  anticholinester- 
ase, physostigmine,  may  be  used  in  an  attempt 
to  reverse  this  process.  The  drug  is  given  IV 
slowly  at  a 2 mg.  dose  and  repeated  in  twenty 
minutes  if  ineffective  or  at  30-60  minute 
intervals  as  necessary.  Antiarrhythmic  medi- 
cations are  often  needed,  as  are  anticonvul- 
sants. 

Drug  Interactions 

MAO  Inhibitors  are  rarely  used  in  combina- 


tion with  TCA  due  to  the  possibility  of 
hypertensive  crisis,  convulsions,  and  hyper- 
pyrexia. Other  potential  drug  interactions 
include  the  possibility  of  increasing  prothrom- 
bin times  in  patients  stabilized  on  warfarin. 
The  use  of  sympathomimetic  drugs  with  TCA 
may  increase  pressor  and  cardiac  effects  and 
could  produce  injury  if  prolonged.  The  intesti- 
nal absorption  of  other  drugs  may  be  delayed 
secondary  to  anticholingergic-slowed  gastric 
emptying.  This  may  also  permit  deactivation  of 
some  drugs  through  prolonged  exposure  to  low 
ph.  Thyroid  agents,  which  are  occasionally 
given  in  combination  with  the  TCA,  may  also 
cause  arrthythmia.  Finally,  TCA,  with  the  ex- 
ception of  doxepin,  may  block  the  antihyper- 
tensive effect  of  guanethidine  by  blocking  its 
uptake  into  adrenergic  neurons. 

Second  Generation  Antidepressants 

The  four  newly  marketed  antidepressants, 
trimipramine  (1979),  maprotiline  (1980),  a- 
moxapine  (1980),  and  trazodone  (1982),  lack 
innovation  in  a number  of  respects.8  Trimpra- 
mine  is  structurally  different  from  imipramine 
by  a single  carbon-atom  branch.  It  has  been 
used  internationally  for  about  20  years,  while 
maprotiline  has  a 15-year  history  of  clinical 
use.  Trazodone  has  had  several  years  of 
clinical  trial  in  Europe,  and  is  chemically 
unrelated  to  other  antidepressant  medications. 
Amoxapine,  a tricyclic  antidepressant,  has 
undergone  the  fewest  number  of  clinical  trials. 

Although  none  of  the  newer  antidepressants 
are  of  a therapeutic  advantage,  they  offer 
several  important  advantages  over  previously 
discussed  agents.  They  are  less  anticholinergic 
than  the  traditional  TCA.  In  fact,  trazodone 
may  approach  zero  in  its  anticholinergic  effect. 
In  addition,  it  has  been  noted  that  some 
patients  respond  to  the  newer  antidepressants 
when  refractory  effects  resulted  from  use  of 
TCA. 

Trimpramine  has  been  shown  to  be  safe  and 
effective,  although  it  offers  little  difference  in 
side  effects,  efficacy,  and  dose  from  the 
traditional  tricyclic  antidepressants.  It  is  rela- 
tively sedative  which  may  be  desirable  in  some 
depressed  patients. 

Amoxapine  is  very  similar  in  structure  to 
loxapine.  Cardiovascular  effects  are  similar  to 
those  of  the  TCA.  Studies  have  reported  that 
amoxapine  may  have  the  most  rapid  onset  of 
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action  of  all  existing  antidepressants,  with 
improvement  in  about  50%  of  patients  within 
the  first  week  and  80%  in  the  second  week.-' 
There  have  been  some  reports  of  extra- 
pyramidal  side  effects  (tongue  swelling  and 
akathesia)  associated  with  amoxapine  as  well 
as  with  the  other  TCA.10- 11  Sedation  has  been 
reported  less  often  than  with  other  TCA. 

Maprotiline  is  associated  with  the  tetracyclic 
class  of  antidepressants  and  may  offer  fewer 
cardiovascular  side  effects.12  Seizures  have 
been  reported  with  the  use  of  this  antide- 
pressant, as  has  been  a concern  with  all 
antidepressants."  Maprotiline-induced  seiz- 
ures appeal-  to  occur  with  doses  above  150  mg. 
per  day,  or  with  rapidly  increased  doses. 

Trazodone,  the  most  recently  approved 
antidepressant,  offers  the  most  unique  chemi- 
cal structure  of  all  antidepressants.  This 
medication  appears  to  lack  significant  anti- 
cholinergic properties  and  has  a wider  dosage 
range  (100-600  mg.  per  day).14  The  medication 
possesses  strong  serotonin  and  alpha-blocking 
effects  and  is  particularly  sedating. 

Monoamine  Oxidase  Inhibitors 

The  monoamine  oxidase  inhibitors  (MAOI) 
have  fallen  into  disfavor  with  the  introduction 
of  the  TCA.  This  is  due  in  part  to  the  potential 
of  the  MAOI  to  cause  a hypertensive  crisis 
when  taken  with  sympathomimetics  or  tyra- 
mine-containing  foods.  Recently,  however,  the 
MAOI  are  experiencing  a resurgence  of  use, 
especially  in  atypical  depression.16- 17  At  proper 
dosages,  the  MAOI  seem  to  be  very  useful  in 
the  treatment  of  depression  by  inhibiting 
enzymes  catalyzing  catecholamines,  norepin- 
ephrine, and  serotonin. 

The  side  effect  occasionally  seen  with  MAOI 
is  a hypertensive  crisis  precipitated  when  a 
patient  ingests  a food  containing  tyramine 
(particularly  aged  cheeses,  wine,  beer,  pickled 
herring,  and  possibly  yeast  containing  pro- 
ducts) or  a sympathomimetic  (some  cold  and 
cough  preparations).  Steroids,  atropine,  nar- 
cotics, alcohol,  barbitutates  and  anesthetics 
can  be  potentiated  by  MAOI  by  blocking 
metabolism  of  these  agents.  Contraindications 
to  the  use  of  MAOI  include  liver  dysfunction, 
pheochromocytoma,  impaired  renal  function, 
schizophrenia,  epilepsy,  and  cardiovascular 
disease. 

The  MAOI  are  most  appropriately  used 


when  other  antidepressant  therapy  is  unsatis- 
factory, and  when  ECT  is  inappropriate  or 
refused.  Agents  currently  available  for  use  are 
phenelzine  (Nardil,  15-90  mg.  per  day),  iso- 
carboxazid (Marplan,  10-30  mg.  per  day),  and 
tranylcypromine  (Parnate,  10-30  mg.  per  day). 
These  agents  should  be  started  at  low  range 
(10-20  mg.  per  day),  and  given  in  the  morning 
and  early  afternoon  to  avoid  sleep  dis- 
turbances, and  then  increased  every  few  days. 

Conclusion 

Antidepressant  agents  are  a valuable  ad- 
junct to  the  treatment  of  depression  when  used 
with  supportive  therapy.  When  depression  is 
severe  or  persistant,  or  if  a patient  is  acutely 
suicidal,  hospitalization  and  referral  to  a 
psychiatrist  should  be  considered. 

When  the  decision  is  made  to  use  medi- 
cation in  patients  with  depressive  illness,  the 
tricyclic  antidepressant  medications  are  the 
agents  most  commonly  chosen.  The  selection 
of  an  antidepressant  is  a matter  of  clinical 
judgement  and  is  based  on  many  variables, 
such  as  need  for  sedation,  avoidance  of  certain 
side  effects  in  select  patients,  previous  res- 
ponse, and  drug  interactions. 

Starting  doses  of  the  antidepressants  should 
be  in  the  lower  range  and  in  divided  doses.  The 
dose  can  be  increased  as  tolerated  and  if 
necessary,  after  one  to  seven  days.15  Doses  of 
antidepressants,  except  the  MAOI,  may  be  in 
the  range  of  300  mg.  per  day.  Doses  of 
amoxopine  and  trazodone  may  reach  600  mg. 
per  day.  Except  for  Protriptyline  and  the 
MAOI,  doses  below  100  mg.  per  day  of  the 
antidepressants  are  generally  ineffective.15 
The  total  daily  dose  may  be  given  at  bedtime 
or  late  afternoon  to  reduce  the  effects  of 
daytime  sedation.  A different  medication  may 
be  tried  if  a four  to  eight  week  trial  fails, 
generally  utilizing  an  antidepressant  that  acts 
on  a different  neurotransmitter. 
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"Life  After  Life”  Experiences  During 
Cardiac  Arrest:  A Case  Report 


ANECDOTAL  stories  of  near- 
death experiences  have  been 
k-  recorded  since  biblical  times. 
Since  1960,  there  has  been  serious  scientific 
inquiry  into  the  phenomena  shared  by  patients 
who  have  come  close  to  death,  and  then 
recover.  Examples  of  such  patient  groups 
include  30  survivors  of  near-fatal  mountain 
falls  in  the  Swiss  Alps,1  and  7 survivors  of 
attempted  suicide  by  jumps  from  San  Fran- 
sisco  Bay  bridges2.  In  all  there  have  been  over 
600  reported  accounts  of  near-death  experi- 
ences212.  However,  only  two  articles11'  12  have 
dealt  exclusively  with  survivors  of  cardiac 
arrest  (accounting  for  only  30  patients). 

In  a recent  best-selling  lay  publication13,  a 
psychiatrist  coined  the  phrase  “life  after  life 
experience”  to  describe  the  sensations  and 
perceptions  verbalized  by  patients  surviving 
“close  calls  with  death”  whom  he  had  inter- 
viewed. We  have  recently  encountered  a 
patient  who,  in  our  presence,  lived  through 
such  an  encounter. 

Case  Report: 

C.K.  is  a 38  year  old  chemical  engineer  who 
presented  to  the  Emergency  Department  at 
LIniversity  Hospital  complaining  of  substernal 
chest  pain  for  one  hour.  Past  medical  history 
was  unremarkable  except  for  mild,  untreated 
hypertension.  The  electrocardiogram  on  arri- 
val (Figure  1)  showed  a hyperacute  inferior 
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wall  myocardial  infarction  with  frequent  pre- 
mature ventricular  contractions.  He  was  bolus- 
ed  with  lidocaine  100  mg  intravenously,  but 
within  minutes  he  suddenly  went  into  ventricu- 
lar fibrillation,  causing  him  to  lose  conscious- 
ness within  ten  seconds.  He  was  defibrillated 
using  200  joules  within  the  next  ten  seconds 
and  immediately  began  to  awaken.  His  first 
words  were  “what  happened?”.  We  explained 
that  his  heart  rhythm  had  become  dis- 
organized, that  he  had  “blacked  out”,  and  that 
we  had  administered  a shock  to  his  chest  to 
correct  the  problem.  We  immediately  asked 
him  what  he  had  experienced  and  he  said: 

“I  felt  like  I was  falling  through  space  in  a 
long  tunnel.  I kept  spinning  to  the  left  and 
could  see  a very  bright  light  at  the  end  of  the 
tunnel.  The  light  was  brighter  than  anything  I 
had  ever  seen.  It  wasn’t  unpleasant,  but  warm 
and  friendly.  I could  hear  voices  calling  to  me.  I 
couldn’t  recognize  who  they  were.  They  were 
voices  I had  heard  before,  but  not  for  a very 

^Reprints:  Joseph  F.  Ornato,  M.D.,  F A.C.C.,  University  of  Nebraska 
Medical  Center,  42nd  Street  and  Dewey  Avenue,  Omaha,  NE  68105 
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long  time.  It  wasn’t  scary,  just  very  peaceful. 
Then  I heard  different  voices  calling  to  me  — 
bringing  me  back  — and  I just  followed  those 
voices  — YOUR  voices  — and  I woke  up.” 

Within  the  next  90  minutes,  he  fibrillated  14 
more  times  despite  full  therapeutic  doses  of 
lidocaine,  procainamide,  and  finally  bretylium. 
Each  time  he  was  converted  to  sinus  rhythm 
within  less  than  ten  seconds  (just  as  he  would 
lose  consciousness  we  would  defibrillate  him). 
He  did  not  experience  the  above  phenomena 
on  any  of  these  recurrent  episodes. 

Intravenous  streptokinase  was  given  after 
insertion  of  a Swan-Ganz  catheter.  Within  30 
minutes  he  developed  reperfusion  dysrhyth- 
mias, diminution  of  his  pain,  and  lowering  of 
his  ST-segment  elevation.  CPK  isoenzymes 
showed  a rapid,  high  peak  consistent  with 
reperfusion. 

The  remainder  of  his  hospital  course  was 
uneventful  and  he  was  discharged  within  ten 
days.  He  is  scheduled  to  return  for  elective 
coronary  angiography. 

Upon  further  questioning  during  the  days 
following  his  arrest,  we  learned  that  he  is  of  the 


Lutheran  faith,  but  has  never  been  a devout 
church-goer.  He  denied  that  he  had  ever  been 
exposed  to  or  read  any  of  the  literature 
available  in  the  lay  press  on  “life  after  life 
experiences”.  Since  his  arrest  he  has  given 
much  thought  to  the  meaning  of  his  life  and  the 
goals  he  would  like  to  achieve.  He  admitted 
that  he  had  not  told  anyone  (his  family  or  the 
nurses  in  the  intensive  care  unit)  about  his 
“experience”. 

Discussion 

Accounts  of  “life-after-life”  experiences  are 
best  chronicled  in  the  writings  of  Moody13. 
Fifteen  different  phenomena  (Table  1)  have 
been  described  by  patients  surviving  “near- 
death” encounters.  Most  individuals  report 
several,  but  usually  not  all,  of  these  phenome- 
na. Experiences  are  remarkably  similar  regard- 
less of  religious  belief  or  training14.  Religious- 
ness does  not  determine  whether  such  an 
experience  will  occur,  but  is  rather  a common 
aftereffect.  The  traditional  Judeo-Christian 
descriptions  of  a heaven  and  hell  have  not  been 
reported. 

Most  individuals  experiencing  such  “near- 
death” events  have  been  interviewed  days 


FIGURE  1 

ECG  showing  hyperacute  inferior  wall  myocardial  infarction  with  frequent 
ventricular  premature  beats. 
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Table  1 

Common  “life-after-life”  experiences 

1.  Ineffability  (“there  are  no  words  to  des- 
cribe what  happened”). 

2.  Hearing  the  news  (“I  heard  the  doctors 
say  I was  dead”). 

3.  Feelings  of  peace  and  quiet. 

4.  The  noise  (“roaring,  whistling,  buzzing”). 

5.  Being  pulled  through  a tunnel. 

6.  Out-of-the-body  (“I  could  see  myself  and  I 
was  outside”). 

7.  Meeting  others  (often  deceased  friends  or 
relatives). 

8.  Brilliant  light  (often  with  the  presence  of 
a being). 

9.  Sequential,  flashback  review  of  entire 
life  (also  known  as  “panoramic  memory”). 

10.  Approaching  a border  or  limit. 

11.  The  feeling  of  coming  back  (and  often  not 
wanting  to). 

12.  Reluctance  to  talk  about  the  experience, 
but  conviction  that  what  occurred  was  ab- 
solutely real. 

13.  Effect  on  life  from  then  on  (almost  invari- 
ably positive). 

14.  New  views  on  death  (“no  longer  fright- 
ening”). 

15.  Corroboration  (recounting  in  precise  de- 
tail events  which  occurred  during  resusci- 
tation. 

later.  The  passage  of  time  allows  reflection  and 
interpretation  of  what  has  occurred,  which  may 
cause  embellishment  or  other  distortion.  Our 
patient  was  questioned  within  seconds  of  the 
event  and  spontaneously  told  his  story. 

The  only  psychiatric  study  in  the  literature12 
specifically  dealing  with  survivors  of  cardiac 
arrest  was  marred  by  the  presence  of  an 
organic  brain  syndrome  in  9 out  of  10  patients 
post-resuscitation.  Our  patient  had  minimal 
periods  of  cerebral  anoxia  and  did  not  manifest 
any  behavioral  or  personality  changes,  as 
judged  by  his  wife  following  the  episodes  of 
ventricular  fibrillation. 

No  one,  including  Dr.  Moody,  considers 
these  experiences  as  proof  of  spiritual  life  after 
death.  Other  explanations  exist,  such  as  the 
hallucinatory  effect  of  medication,  release  of 
psycho-active  chemicals  during  shock  or  re- 
suscitation, seizure  phenomena,  or  a dissocia- 
tive psychological  reaction.  Out-of-body  ex- 
periences (in  which  an  individual  perceives 
that  his  mind  or  awareness  is  separated  from 
his  physical  body)  are  common  among  individ- 


uals whose  life  is  not  threatened,  but  have 
been  shown  to  differ  significantly  from  near- 
death  experiences  in  a study  of  400  patients15. 
Although  such  out-of-body  phenomena  are 
reported  commonly  in  near-death  survivors, 
our  patient  reported  no  such  experience. 

The  frequency  of  “life  after  life  experiences” 
recalled  post-resuscitation  is  unknown,  but  the 
growing  literature  on  the  subject  suggests  they 
are  not  rare.  It  is  likely  a matter  of  simply 
asking  the  right  question  to  elicite  the  relevant 
history.  Most  patients  have  been  reluctant  to 
discuss  what  they  have  experienced.  Whatever 
the  cause,  these  phenomena  are  most  com- 
monly perceived  to  be  deeply  moving,  highly- 
personal  experiences.  A new  awareness  of 
living  and  loss  of  the  fear  of  death  are  typical. 
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FRACTURE  OF  THE  MONTH 


Avascular  Necrosis  Following 
a "Routine"  Intertrochanteric 
Fracture  of  the  Femur 


A 69-year-old  woman  fell  on  her 
hip  sustaining  an  intertrochan- 
. teric  fracture  (Figure  1).  She 
had  been  in  good  health  otherwise  and  had  no 
previous  problems  with  that  hip  or  other  joints. 
Except  for  the  fracture,  her  physical  examina- 
tion was  normal.  Thirty- six  hours  after  ad- 
mission the  patient  was  taken  to  the  operating 
room  where  a closed  reduction  and  com- 
pression screw  fixation  with  a 150  degree  side 
plate  was  performed  (Figures  2A  and  2B). 
Postoperative  rehabilitation  consisted  of  12 
weeks  of  partial  weight  bearing  with  crutches. 
At  that  time  she  was  asymptomatic,  the  fracture 
was  judged  to  be  healed,  and  full-weight 
bearing  was  allowed. 

Six  months  after  the  surgery,  she  began  to 
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complain  of  mild  hip  pain  which  was  relieved 
with  aspirin.  Her  pain  gradually  increased  over 
the  ensuing  two  months  and  radiographs  at 
that  time  revealed  segmental  collapse  of  the 
superolateral  aspect  of  the  femoral  head 
(Figures  3A  and  3B).  Despite  conservative 
therapy,  her  pain  progressed  necessitating 
readmission  and  total  hip  arthroplasty  one 
year  after  the  initial  fracture. 


Figure  1 

Initial  roentgenogram  shows  a displaced  inter- 
trochanteric fracture  of  the  femur.  The  fracture  line 
appears  to  extend  into  the  basilar  neck  region  of  the 
femur. 
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Roentgenograms  obtained  immediately  following 
closed  reduction  and  compression  screw  fixation  of 
the  fracture.  The  increased  valgus  of  the  neck-shaft 
angle  is  evident. 
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Roentgenograms  obtained  8 months  following 
operative  treatment  of  the  left  hip  fracture.  The 
superolateral  aspect  of  the  femoral  head  has  col- 
lapsed and  subluxed  laterally. 
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Discussion: 

Avascular  necrosis  after  a femoral  neck 
fracture  is  common  (occurring  in  approxi- 
mately 30%  of  all  patients)  but  is  quite  rare 
after  intertrochanteric  fractures.  Tayor,  et  al, 
in  a review  of  1500  intertrochanteric  fractures 
found  one  case  of  avascular  necrosis  of  the 
femoral  head  and  another  showing  ques- 
tionable changes.1  Mann  reported  an  addi- 
tional five  cases  with  this  complication  in  1600 
intertrochanteric  fractures.'2  Cleveland  and  co- 
workers, in  a ten-year  study  at  St.  Luke’s 
Hospital  in  New  York,  analyzed  239  inter- 
trochanteric fractures  with  one  case  of  avascu- 
lar necrosis.3 

The  etiology  of  the  rapid  collapse  of  our 
patient’s  femoral  head  remains  somewhat 
obscure.  Examination  of  the  postoperative 
films  reveal  that  the  neck-shaft  angle  is  in  an 
excessive  amount  of  valgus  (160  degrees) 
Increasing  the  valgus  inclination  of  the  neck- 
shaft  angle  decreases  the  stresses  in  the 
femoral  neck  but  increases  the  joint  reaction 
force  at  the  hip.  Excessive  valgus  can  also  lead 
to  a lateral  subluxation  of  the  femoral  head. 
This  causes  the  resultant  force  of  hip  ab- 
ducters  and  the  body  weight  to  move  to  the 
superolateral  portion  of  the  femoral  head  and 
diminishes  the  effective  area  for  weight  bear- 
ing in  the  joint.  If  the  weight  bearing  surface 
decreases  as  little  as  one-fourth,  the  force  on 
the  femoral  head  increases  sixteen-fold  or 
exponentially.4 

The  progression  of  joint  destruction  follow- 
ing excessive  valgus  is  slow  and  relentless.5 
The  radiographs  show  subchondral  sclerosis 
and  prominent  osteophyte  formation.  How- 


ever, the  collapse  of  the  femoral  head  in  this 
case  may  not  have  occurred  from  the  valgus 
position  or  lateral  subluxation  alone.  The 
femoral  head  may  have  sustained  a vascular 
insult  at  the  time  of  the  initial  injury.  The 
blood  supply  to  the  femoral  head  is  from 
intracapsular  retinacular  vessels,  which  are 
susceptible  to  injury  from  fractures  involving 
the  femoral  neck.  Examination  of  the  pre- 
operative films  in  this  patient  shows  the 
fracture  extending  onto  the  base  of  the  neck. 
Comparison  of  this  fracture  pattern  with  the 
five  patients  reported  by  Mann  shows  striking 
similarity.  Possibly  a compromise  of  the  blood 
supply  to  the  femoral  head  combined  with 
altered  joint  mechanics  from  the  valgus  reduc- 
tion of  the  fracture  led  to  the  rapid  segmental 
collapse  of  this  patient’s  femoral  head. 

This  case  represents  well  the  potential 
biological  and  mechanical  problems  that  can 
follow  the  seemingly  “routine”  intertrochan- 
teric fractures  of  the  femur. 
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ABSTRACTS 


Scientific  Session,  Nebraska 
Medical  Association,  April  1984 

Use  of  the  Composite  Aortic  Valve  — 

Graft  Prosthesis  in  the  Surgical  Treatment 
of  Marfan's  Syndrome:  Report  of  Two  Cases 


The  Marfan  Syndrome,  first  described  in 
1896,  consists  of  a rare  heritable  connective 
tissue  disorder  of  as  yet  unknown  etiology, 
with  prominent  ocular,  skeletal  and  cardio- 
vascular manifestations.  The  latter  is  reported 
in  80  to  90  percent  of  affected  patients  and 
responsible  for  93  percent  of  early  deaths  of 
known  causes.  Of  these  deaths,  frequently  by 
the  fourth  decade,  75  percent  have  been 
attributed  to  aortic  dilatation  and  its  compli- 
cations. 

Loss  of  elastic  fibers  and  weakness  of  the 
aortic  media  leads  to  progessive  proximal 
dilatation  often  with  associated  valvular  in- 
sufficiency, dissection  and  rupture.  In  these 
cases  surgical  treatment  consists  of  prosthetic 
aortic  graft  insertion  with  aortic  valve  re- 
placement. Aneurysmal  dilatation  extending 
below  the  coronary  ostia  and  to  the  annulus 
may  be  managed  by  composite  aortic  valve- 
graft  replacement  or  separate  aortic  valve 
replacement  and  tube  graft  anastomosis  to  the 
proximal  aortic  root  cuff. 


MARTIN  L.  ROTHBERG,  M.D. 

Resident  in  General  Surgery 

RICHARD  D.  SCHULTZ.  M.D. 

Associate  Professor  of  Surgery 
Chief,  Cardiovascular  Service 

RICHARD  J.  FELDHAUS,  M.D. 

Assistant  Clinical  Professor  of  Surgery 

DWAINE  J.  PEETZ,  JR.,  M.D. 

Assistant  Clinical  Professor  of  Surgery 

Department  of  Surgery 
Creighton  University  School  of  Medicine 
601  North  30th  Street 
Omaha,  Nebraska  68131 

We  present  two  cases  of  Marfan’s  Syndrome 
treated  at  our  institution  within  the  past  six 
months.  One  with  acute  proximal  aortic 
dissection  and  the  second  with  progressive 
ventricular  dysfunction  secondary  to  proximal 
dilatation  and  aortic  insufficiency.  Both  under- 
went composite  aortic  valve-graft  replacement 
as  described  by  Bentall  and  DeBono  in  1968. 
To  date  both  are  doing  well. 


Practical  Application  of  Dermatologic  Advances 


A number  of  new  advances  have  been  made 
in  recent  months  in  the  practical  management 
of  dermatologic  problems.  Some  of  the  prin- 
cipal research  in  these  areas  has  been  carried 
out  by  Nebraska  investigators,  including  the 
treatment  of  alopecia  areata  and  the  diagnosis 
and  prognostic  significance  of  various  geno- 
dermatoses,  especially  in  the  area  of  atypical 
nevi  and  malignant  melanomas.  The  opening 
session  of  the  dermatologic  forum  will  focus  on 
primary  research  being  carried  out  locally  on 
these  or  other  problems. 

Refinement  of  sophisticated  surgical  pro- 
cedures has  allowed  dermatologic  surgeons  to 


Presented  By: 

Missouri  Valley  Dermatologic  Society 
Program  Chairman:  Rodney  S.  W.  Basler,  M.D. 

treat  a number  of  modalities  which  were 
previously  considered  either  untreatable  or 
very  difficult  to  approach.  Laser  therapy  for 
congenital  vascular  anomalies  and  certain 
neoplasms  is  coming  into  more  common  use  by 
specially  trained  dermatologists.  Chemosurgery 
and  a number  of  reconstructive  procedures  are 
also  now  in  common  use. 
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Few  new  medications  have  generated  in- 
terest in  an  affected  segment  of  the  population 
as  have  isotretinoin  (Accutane)  for  acne  and 


acyclovir  (Zovirax).  The  indications,  prescribing 
directions,  and  rather  significant  side  effects  of 
each  will  be  discussed. 


Outcome  of  Cardiopulmonary  Resuscitation 


in  the  Neonatal  Intensive  Care  Unit 

A paucity  of  data  is  available  on  the 
cardiopulmonary  resuscitation  (CPR)  of  new- 
borns. Since  predictors  of  long  term  outcome 
following  resuscitation  would  be  extremely 
valuable  we  undertook  a study  to  help  define 
these  variables.  All  admissions  to  the  Neonatal 
ICU  in  a 30  month  period  (January  1981 -June 
1983)  were  reviewed  to  identify  episodes  of 
CPR.  Of  the  1341  charts  reviewed,  83  patients 
met  the  criteria  for  a “code”  consisting  of  CPR 
with  or  without  medications  or  procedures. 
Sixty  seven  patients  (81%)  survived  the  initial 
arrest  however  37  patients  (44%)  succumbed 
within  24  hours.  Eighteen  patients  (22%)  died 
prior  to  discharge  and  twelve  patients  (14%) 
were  eventually  dismissed.  Prior  to  arrest, 
significant  predictors  of  poor  outcome  were  a 
urine  output  of  <1  cc/kg/hr,  sepsis  and 
postnatal  age  <24  hours  (p<0.04).  A pH 
<7.30  twenty  four  hours  after  CPR  or  the 
occurrence  of  intraventricular  hemorrhage 
subsequent  to  the  code  were  significantly 


The  Effect  of  Hematocrit  on 
Cardiac  Output  in  Neonates 

Guidelines  for  blood  transfusion  in  the  sick 
infant  are  variable  and  poorly  substantiated  in 
the  literature.  To  help  establish  better  guide- 
lines we  determined  the  effect  of  transfusion 
on  cardiac  output  in  infants  with  Pulsed  - 
Doppler  Echocardiography.  Infants  included 
in  this  study  were  admitted  to  the  Neonatal 
Intensive  Care  Unit  at  the  University  of 
Nebraska  Medical  Center,  and  had  primary 
lung  disease  requiring  supplemental  oxygen  or 
assisted  ventilation.  We  measured  arterial 
blood  gases,  2,3  - DPG,  percent  fetal  hemo- 
globin, and  cardiac  output  before  and  after 
transfusion  in  these  neonates.  By  measuring 


L.  D.  WILLETT 

M.  P.  LEUSCHEN 
R.  M.  NELSON 

Department  of  Pediatrics, 

University  of  Nebraska  Medical  Center 

Omaha,  Nebraska 

associated  with  ultimate  demise.  A Chi  square 
analysis  indicated  that  the  requirements  of 
intravenous  lines  or  intubation  during  a code 
was  advantageous  (p<0.04).  Survivors  of  CPR 
were  more  likely  to  have  BPD,  to  be  term 
gestation  and  not  to  have  subsequent  arrests 
(p<0.01).  Six  (55%)  of  the  long  term  survivors 
(alive  6 months  after  discharge)  were  neuro- 
logically  intact.  Four  (36%)  were  abnormal,  but 
two  of  thesednfants  had  congenital  anomalies 
associated  with  neurologic  deficits.  One  patient 
was  lost  to  follow-up.  The  clinical,  socio- 
economic and  ethical  implications  of  this  study 
warrant  further  analysis. 


J.  E.  LARSON,  M.D. 

J.  CHEATHAM,  M.D. 

M.  P.  LEUSCHEN,  Ph.D. 

R.  M.  NELSON,  JR.,  M.D. 

Department  of  Pediatrics, 

University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 


cardiac  output  and  arterial  oxygen  content,  we 
determined  systemic  oxygen  transport  and 
evaluated  the  effect  of  transfusion  on  oxygen 
availability  to  tissues  in  these  infants. 
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Systemic  Pseudallescheria  boydii  Infection 


A 2y2-year-old  male  was  admitted  to  the 
P.I.C.U.  with  a history  of  accidental  immersion 
in  hog  sewage.  Initially,  he  developed  severe 
respiratory  distress  due  to  aspiration  pneu- 
monia. Later,  he  was  found  to  have  multiple 
brain  abscesses,  meningitis,  and  oseomyelitis 
of  the  right  knee,  all  caused  by  an  uncommonly- 
encountered  fungus,  Pseudallescheria  boydii. 

The  patient  was  treated  systemically  and 
intrathecally  with  Miconazole,  and  showed 


LUCY  P.  KUMAR 

DR.  DAVID  L.  DWORZACK  (Advisor) 

Department  of  Pediatrics 

Creighton  University  School  of  Medicine 

evidence  of  clinical  response.  This  drug  has 
been  continued  on  an  outpatient  basis  for 
several  months,  and  has  been  well-tolerated. 
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President's  Page 


And  so  the  carriage  turns  into  a pumpkin. 
And  I once  again  become  a commoner.  My  year 
of  presidency  has  passed  and  like  all  times 
when  you  are  busy,  passed  quickly.  I have  been 
asked  how  much  time  does  this  job  really  take 
and  somehow  I came  up  with  the  figure  of  20 
hours  a week  spread  over  the  24  months  of 
president  elect  and  president  term. 

This  time  has  been  a most  rewarding  period 
of  my  life  as  it  is  spent  in  serving  others  and  in 
the  end  serving  all  people  of  our  great  state. 
Also,  it  affords  one  the  opportunity  to  work 
with  dedicated,  informed,  and  intelligent  phy- 
sicians who  unselfishly  spend  hours  of  their 
time  in  the  service  of  mankind.  These  people 
do  this  service  cheerfully,  freely,  and  without 
complaint  and  many  times  we  forget  to  thank 
them  for  their  labors.  Others  that  we  work  with 
are  the  full  time  employees  of  the  State  of 
Nebraska,  especially  those  working  in  the 
Department  of  Health  and  Department  of 
Social  Services.  Each  and  every  one  of  us  owe 
these  dedicated  public  servants  a never-ending 
debt  of  gratitude.  I thank  them  publicly. 

It  always  is  a unique  learning  experience  to 
work  with  our  Legislators  on  all  the  issues 
facing  us  on  a daily  ongoing  basis.  I propose  a 
seminar  at  which  function  we  could  further 
educate  and  train  our  members  in  the  art  and 
practice  of  politics.  I feel  that  this  could  be 
very  rewarding  to  all  involved. 

Unless  you  are  involved  in  the  day  to  day 
operations  of  our  Association  you  cannot  know 
the  invaluable  talents  and  functions  of  our 
Directors,  Ken  Neff  and  Bill  Schellpeper. 
These  fine  individuals  compliment  each  other 
perfectly  and  without  equal  as  they  carry  on 
their  daily  work  and  guide  our  organization 
year  after  year.  Our  office  staff,  Mary,  Janet, 
Bobbie  and  Diane  are  excellent,  efficient 
workers  and  one  cannot  help  but  love  and 
admire  them  as  they  function  flawlessly.  I 
appreciate  them. 

Finally  a word  about  our  legislative  activities. 
This  year  has  been  a difficult  one  to  say  the 
least.  People  like  Ken  and  Bill  have  guided  us 


well.  Our  lobbyist,  David  Buntain,  and  Jack 
Moors  along  with  other  lobbyists  have  been 
most  helpful.  I thank  each  of  you.  We  must  in 
the  future  become  more  organized  and  in- 
formed in  this  area  as  there  looms  on  the 
horizon  tougher  battles  yet. 

I must  thank  my  wife,  Carmen,  for  putting 
up  with  me  and  the  hectic  schedule  that  we 
have  met  during  the  past  twenty-four  months. 
Without  her  support  and  assistance  I could 
never  have  accomplished  this  task  I set  out  to 
do. 

And  now  I thank  each  and  every  member  of 
our  Association  for  allowing  me  the  honor  and 
privilege  of  being  your  President.  Without  your 
support  this  term  could  not  have  been 
successful.  I thank  you  one  and  all. 

The  Association  will  be  in  very  capable 
hands  in  the  coming  year.  Herb  Reese  has 
been  of  tremendous  assistance  to  me  as  our 
President-Elect.  He  is  a gentleman  beyond 
compare.  His  carriage  awaits. 

Dwaine  J.  Peetz,  M.D. 

President 
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Medical  School  News 


in  College  of  Medicine 


Endowed  Chair  Established 

The  University  of  Nebraska  Foundation  has 
established  an  endowed  professorship  at  the 
College  of  Medicine  in  honor  of  one  of 
Omaha’s  first  certified  internists. 

The  Dr.  Henry  J.  Lehnhoff  Professorship, 
which  will  be  held  by  the  chairman  of  the 
college’s  department  of  internal  medicine,  is 
being  funded  with  contributions  from  Internal 
Medicine  Associates,  a private  internal  medi- 
cine clinic  of  which  Dr.  Lehnhoff  is  a founding 
member.  Other  funds  were  contributed  by 
friends  and  associates  of  Dr.  Lehnhoff. 

The  endowed  chair  will  serve  to  enhance  the 
research  and  educational  activities  of  the 
department  of  internal  medicine. 

Dr.  Lehnhoff,  a professor  of  internal  medi- 
cine, was  the  first  salaried  faculty  member  in 
the  department  and  became  the  first  director 
of  post-graduate  physician  training  at  Bishop 
Clarkson  Memorial  Hospital. 

Despite  his  busy  private  practice,  he  held 


various  medical  administrative  positions,  in- 
cluding medical  director  of  Northwestern  Bell 
Telephone  Company  and  Woodmen  of  the 
World  Life  Insurance  Company  and  chief  of 
staff  at  Clarkson  Hospital. 

He  is  a member  of  numerous  medical 
organizations  and  has  served  as  president  of 
the  Omaha  Midwest  Clinical  Society  and  the 
Nebraska  Society  of  Internal  Medicine.  He  is  a 
former  governor  of  the  American  College  of 
Surgeons  and  an  organizing  member  of  the 
American  Society  of  Internal  Medicine. 

Dr.  Lehnhoff  received  a bachelor’s  degree 
from  the  University  of  Nebraska  in  1933  and 
his  doctor  of  medicine  degree  from  North- 
western University  in  1938. 

In  1980,  he  was  given  the  Medical  Center’s 
Distinguished  Service  to  Medicine  Award  for 
his  pioneering  efforts  in  medical  education  and 
health  care. 


O'Brien  to  become  Acting  Vice  President  at  Creighton 


The  president  of  Creighton  University  re- 
cently announced  that  he  has  appointed  Dr. 
Richard  O’Brien,  dean  of  the  university’s 
School  of  Medicine,  to  be  acting  vice  president 
for  health  sciences  for  one  year,  replacing  Dr. 
Robert  P.  Heaney. 

The  Rev.  Michael  G.  Morrison,  S.J.,  said  Drs. 
Heaney  and  O’Brien  will  work  together  for  a 
period  to  facilitate  the  transition  in  the 
operations  of  the  Health  Sciences  Division. 

Father  Morrison  said  he  will  consult  with  the 
two  doctors  after  they  have  worked  together  to 
determine  the  effective  date  of  Dr.  O’Brien’s 
appointment. 

Dr.  Heaney  has  continued  to  serve  as  vice 
president  for  this  academic  year  while  candi- 
dates to  replace  him  were  considered.  Dr. 
Heaney  has  held  the  post  since  1971.  He  was 
named  to  a new  endowed  professorship  to  be 
effective  last  August,  a position  that  will  allow 
him  to  devote  full  time  to  research  and 
teaching. 


Father  Morrison  said  that  a number  of 
candidates  for  the  vice  presidency  were 
seriously  considered  but  that  “we  did  not  come 
up  with  a satisfactory  match  of  talent  with  our 
needs.” 

Father  Morrison  said  that  Dr.  O'Brien  will 
continue  his  responsibilities  as  dean  of  medi- 
cine. 

Dr.  Heaney  has  achieved  national  renown  for 
his  research  work  in  the  area  of  osteoporosis 
and  he  will  continue  to  pursue  these  efforts.  He 
is  a 1951  graduate  of  the  Creighton  School  of 
Medicine.  He  joined  the  medical  school  faculty 
in  1957  and  became  professor  and  chairman  of 
the  department  of  medicine  in  1961. 

Dr.  O’Brien  is  a 1960  alumnus  of  the 
Creighton  medical  school  and  became  dean  of 
the  school  in  1982.  He  had  been  professor  of 
pathology  at  the  University  of  Southern 
California  and  director  of  the  USC  Cancer 
Center. 
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The 

Auxiliary 


As  the  1983-84  Auxiliary  year  draws  to  a 
close,  I look  back  with  pride  to  the  accomp- 
lishments of  the  concerned  members. 

Our  continued  support  to  the  AMA-ERF 
was  realized  by  selling  Christmas  cards,  having 
a holiday  sharing  card,  a progressive  brunch, 
an  autumn  boutique,  paper  product  sales,  a 
progressive  dinner,  Doctor’s  Day  singing 
greeting  to  accompany  a boutonniere,  mem- 
orials and  many  other  ways. 

Memorials,  bridge  marathons  and  raffles 
seem  to  provide  Nebraska  Medical  Foundations 
with  the  most  monies. 

We  auxilians  realize  the  value  of  these 
foundations,  knowing  students  depend  on 
these  student  loans. 

Promotion  of  good  personal  health  habits, 
safety,  and  fitness  form  the  core  of  the 
auxiliary  goal  of  quality  living  for  all  citizens. 

We  are  meeting  the  challenge  of  filling 
community  health  needs  by  signing  up  organ 
donors,  working  with  the  blood  bank,  finger 
printing  children,  teaching  sex  education  to 
fourth  graders,  organizing  health  screening 
days,  planning  exercise  trails,  teaching  CPR, 
working  with  drug  intervention  and  drug 
prevention  programs. 

Christmas  auctions  and  selling  geraniums  in 
the  spring  were  two  ways  to  provide  medical 
scholarships  for  students  in  local  areas. 

Whether  it  is  a Mardi  Gras  Jazz  Festival, 
child  abuse  seminar,  or  a kitchen  tour,  the 
Philanthropies  in  our  communities  benefit. 


The  Health  Galleries  dollars  are  just 
doubled  with  the  Peter  Kiewit  challenge  grant 
of  $138,500  creating  a renewed  interest  for 
this  continuing  health  education  project. 

Even  though  this  was  the  short  session  at 
the  Unicameral  much  legislation  affected 
medicine.  We  were  always  there  to  support  the 
medical  view. 

Our  activities  interact  with  the  medical 
society  goals  making  them  aware  of  why  the 
auxiliary  exists.  I hope  we  have  earned  their 
honest  respect. 

Sincerely, 

Elba  Lau 

President,  NMA  Auxiliary 
1983-84 
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Coming  Meetings 


1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 


UNIVERSITY  OF  NEBRASKA 

FAMILY  PRACTICE  REVIEW  - March  26  - 
April  6,  1984  and  repeated  May  7-18,  1984. 
These  programs  provide  a comprehensive 
review  as  well  as  assistance  in  preparing  for 
the  Recertification  examination.  You  will  be 
able  to  study  most  areas  of  medicine,  which 
will  be  taught  by  over  100  faculty  members 
from  all  departments  of  the  University  of 
Nebraska  College  of  Medicine.  This  two-week 
course  will  be  taught  through  case  studies, 
lectures,  demonstrations  and  audiovisual 
presentations,  as  well  as  with  daily  self- 
assessment  board  type  examinations.  Ap- 
proximately 1,000  pages  of  handout  materials 
plus  several  supplementary  books  will  be 
provided  each  registrant.  Breakfasts, 
lunches,  and  bus  transportation  between 
the  hotel  and  campus  are  included  in  your 
registration  fee.  Modest  priced  hotel  accom- 
modations are  available.  Registration  fee  is 
$825.  A deposit  of  $225  is  required  to  regis- 
ter. 100  approved  hours  for  AMA  & AAFP. 
To  register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 

EMERGENCY  MEDICINE  REVIEW  — 
April  9-14,  1984.  This  course  will  provide 
physicians  engaged  in  the  evaluation  and 


treatment  of  urgent  and  life  threatening 
conditions  with  an  in-depth  review  of  emer- 
gency medicine.  This  six  day,  45  hour, 
comprehensive  review  of  the  field  of  Emer- 
gency Medicine  will  be  of  value  to  physicians 
involved  in  full-time  practice  of  Emergency 
Medicine,  physicians  seeking  certification  in 
Emergency  Medicine  and  primary  care  phy- 
sicians, residents-in-training  seeking  a review 
in  the  field  of  Emergency  Medicine.  To 
register  or  for  further  information,  please 
contact:  Marge  Adey,  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey,  Omaha,  Nebraska 
68105.  (402)  559-4152. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSN.  — Dr. 
John  S.  Latta  Centennial  Lectureship, 
Tuesday,  May  1,  1984,  UN  Medical  Center, 
Omaha,  Nebr.  “The  History  of  Medicine  in 
Nebraska'’,  slide  presentation,  will  be  shown 
at  12:00  noon  in  the  Center  for  Continuing 
Education  Amphitheater  at  LTNMC.  In 
charge  of  the  program  are  alumni  Robert  M. 
Cochran,  Sr.,  M.D.;  Edward  A.  Holyoke, 
M.D.;  and  John  M.  Coe,  M.D.  Everyone 
welcome. 


CREIGHTON  UNIVERSITY 

PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN,  May  16-18,  1984, 
Saint  Joseph  Hospital,  Creighton  University 
campus.  Course  Director:  Syed  Mohiuddin, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

FAMILY  MEDICINE  UPDATE,  May  25-27, 
1984,  The  Lodge  at  Okoboji,  Iowa.  Course 
Director:  Fred  J.  Pettid,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

MAURICE  GRIER  SYMPOSIUM,  June  2, 
1984,  Saint  Joseph  Hospital,  Creighton  Uni- 
versity campus.  Course  Director:  James  W. 
Daly,  M.D.  For  information:  CME  office 
(402)  280-2550. 
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INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  May  31  - 
June  7,  1984  and  June  17-24,  1984,  Banff, 
Alberta,  Canada.  Course  Director: 
Michael  H.  Sketch,  M.D.  For  information: 
CME  office  (402)  280-2550. 

ALLERGY  FOR  THE  CLINICIAN,  June  15- 
16,  1984,  Boys  Town  National  Institute 
Auditorium,  Creighton  University  campus. 
Course  Director:  Robert  C.  Townley,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

MUSCULOSKELETAL  TUMOR  SOCIETY 
MEETING  — May  10,  11,  and  12,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Alameda  Plaza  Hotel, 
Wornall  at  Ward  Parkway,  Kansas  City, 
Missouri.  Credit:  AMA. 

KANSAS  MEDICINE:  TEN  YEARS  LATER 
— May  11,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Battenfeld 
Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP. 

EXTRACAPSULAR  CATARACT  EXTRAC- 
TION — IMPLANTATION  OF  INTRA- 
OCULAR LENSES  — May  17,  18,  and  19, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Rieke  Auditorium,  Uni- 
versity of  Kansas  Medical  Center,  39th  and 
Rainbow  Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I. 

EARLY  BREAST  CANCER  — May  21  and 
22,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld 

Auditorium,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA,  AAFP,  CNE. 

PEDIATRIC  EMERGENCIES  — May  14  and 
15,  1984.  Sponsor:  University  of  Kansas 


Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  AMA  Cat.  I,  AAFP, 
CNE. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO'2  LASER  IN  ENT  SURGERY  - 
May  24  and  25,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Sudler 
Hall,  University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City, 
Kansas.  Credit:  16  hours  AMA  Cat.  I,  AAFP. 
Fee:  $550. 

DANIEL  C.  DARROW  EDUCATION  DAY 
(PEDIATRICS)  — June  20,  1984.  Sponsor: 
University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rainbow 
Blvd.,  Kansas  City,  Kansas.  Guest  Speaker: 
Saul  Brusilow,  M.D.,  John  Hopkins  Univer- 
sity, Baltimore,  Maryland.  Credit:  AMA 
Category  I.  Fee:  No  charge.  Contact:  De- 
partment of  Pediatrics,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  KS  66103,  (913)  588-6323. 

THIRD  ANNUAL  KU  SUMMER  MEDICAL 
SYMPOSIUM,  MEDICINE  ^OR  THE 
PRACTICING  PHYSICIAN  - August  2-5, 
1984.  Sponsors:  University  of  Kansas  College 
of  Health  Sciences  and  Hospital,  Division  of 
Health  Care  Outreach  and  Continuing  Edu- 
cation; University  of  Kansas  School  of 
Medicine  — Wichita,  Division  of  Post- 
graduate Education;  KU  Alumni  Association 
and  Medical  Alumni  Association.  Location: 
The  Broadmoor  Hotel  and  Convention 
Center,  Colorado  Springs,  Colorado.  Credit: 
12  hrs.  AMA  Category  I;  12  hrs.  AAFP;  12 
hrs.  AOA  Category  2-D.  Fee:  $325.  Contact: 
Jan  Johnston,  Office  of  Continuing  Educa- 
tion, University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City,  KS 
66103,  (913)  588-4480. 

UNIVERSITY  OF  COLORADO 

For  additional  information  on  the  following 
University  of  Colorado  meetings  contact:  The 
Office  of  Postgraduate  Medical  Education, 
The  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone:  (303)  394- 
5241. 
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20TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  9-13,  1984.  Place: 
YMCA  of  the  Rockies,  Estes  Park,  Colorado. 
Hours:  25  Category  I AM  A hours,  25 
prescribed  AAFP  credit  hours,  25  Category 
2-D  hours. 

3 1ST  ANNUAL  FAMILY  PRACTICE 
REVIEW  — June  11-16,  1984.  Place: 
YMCA  of  the  Rockies,  Estes  Park,  Colorado. 
Hours:  30  Category  I AMA  hours,  30 
prescribed  AAFP  credit  hours,  30  Category 
2-D  AOA  hours. 

ASPEN  SUMMER  SKIN  SEMINAR  - July 
10-14,  1984.  Place:  Given  Institute  of  Patho- 
biology,  Aspen,  Colorado.  Hours:  16  Cate- 
gory I AMA  hours,  16  Category  I AAD 
hours. 

DYNAMIC  PSYCHOTHERAPY  — July  30  - 
August  3,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  18 
Category  I AMA  hours,  18  APA  hours. 

PEDIATRIC  SPORTS  MEDICINE  — August 
4-5,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  9 Vi  Cate- 
gory I AMA  hours,  9V2  prescribed  AAFP 
credit  hours,  914  Category  2-D  AOA  hours. 

HIGH  ON  THE  FOOT  — August  8-9,  1984. 
Place:  Marriott  Mark  Resort,  Vail,  Colorado. 
Hours:  13  Category  I AMA  hours,  13 
prescribed  AAFP  credit  hours,  13  Category 
2-D  AOA  hours. 

27TH  ANNUAL  PEDIATRIC  PROGRAM  - 
August  6-9,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  21 
Category  I AMA  hours,  21  prescribed  AAFP 
credit  hours,  21  Category  2-D  hours. 

10TH  ANNUAL  PRIMARY  CARE  ORTHO- 
PEDICS — August  9-12,  1984.  Place:  Given 
Institute  of  Pathobiology,  Aspen,  Colorado. 
Hours:  21  Category  I AMA  hours,  21 
prescribed  AAFP  credit  hours,  21  Category 
2-D  AOA  hours. 

PRIMARY  CARE  OF  THE  BACK  — August 
12-14,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  14  Cate- 
gory I AMA  hours,  14  prescribed  AAFP 
credit  hours,  14  Category  2-D  AOA  hours. 


KIDNEY  DISEASE,  HYPERTENSION  AND 
DISORDERS  OF  FLUIDS  AND  ELEC- 
TROLYTES — August  14-18,  1984.  Place: 
Given  Institute  of  Pathobiology,  Aspen, 
Colorado.  Hours:  19  Category  I AMA  hours. 
19  prescribed  AAFP  credit  hours,  19  Cate- 
gory 2-D  AOA  hours. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  COURSE 
— August  27-31,  1984.  Place:  Denison 
Auditorium,  University  of  Colorado  School 
of  Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours. 

FAMILY  PRACTICE  REVIEW  — Septem- 
ber 10-15,  1984.  Place:  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Hours:  40  Category  I 
AMA  hours,  40  prescribed  AAFP  credit 
hours,  40  Category  2-D  AOA  hours. 


SCHEDULED  MEETINGS 

NORTHERN  COLORADO  CARDIOVAS- 
CULAR SYMPOSIUM,  Cardiac  Arrhyth- 
mias: Current  Trends  in  Management.  May 
4,  1984,  Colorado  State  University,  Fort 
Collins,  Colorado.  Sponsor:  Cardiovascular 
Associates  of  Fort  Collins,  P.C.  Contact: 
Office  of  Conferences  and  Institutes,  Colo- 
rado State  University,  Fort  Collins,  CO 
80523,  303/491-6222.  Fee:  $50  practicing 
physicians,  $30  physicians  in  training, 
nurses,  and  paramedical  personnel. 

THE  NEBRASKA  ASSOCIATION  OF 
NURSE  ANESTHETISTS  — Annual  Spring 
Meeting,  “High  Risk  Infants  and  High  Risk 
Professionals”,  May  5-6,  1984,  Villager 
Motor  Inn,  5200  “O”  St.,  Lincoln,  Nebraska. 
May  5 will  focus  on  Neonatal  Resuscitation, 
directed  by  Dr.  Lawrence  Bausch,  Neo- 
natologist.  May  6 concentrates  on  chemical 
dependency  among  professionals.  For  in- 
formation regarding  registration  contact 
Cheri  Thompson  BSN,  CRNA,  3111  N.  71st 
St.,  Lincoln,  NE  68507. 

THIRD  ANNUAL  CORNHUSKER  CANA- 
DIAN CLINICAL  CONFERENCE  - 
TRAUMA,  June  24-29,  1984,  Lynn  Lake, 
Manitoba,  Canada. 
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Picture  Gallery 


The  Nebraska  Medical  Association  received  an  award  for  exceeding  previous 
AMA  membership  in  1983.  The  award  was  presented  to  Dwaine  J.  Peetz,  M.  D., 
Association  President,  by  John  J.  Coury,  Jr.,  M.D.,  Chairman  of  the  AMA  Board 
of  Trustees,  during  the  Leadership  Conference  held  in  Chicago  in  February,  1984. 
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the  market  would  be  “devastating”  to  phy- 
sicians and  patients. 

This  unusual  request  for  sudden  suspension 
— granted  by  FDA  once  before,  in  1977  — is 
justified  due  to  the  seriousness  of  drug 
reaction,  according  to  Health  Research  Group. 
The  usual  administrative  procedure  for  with- 
drawing a product  takes  between  six  months 
and  several  years. 

In  a February  public  hearing  in  Washington, 
DC,  HRG  urged  that  only  controlled  distribu- 
tion of  the  powerful  nonsteroidal  anti-inflam- 
matory drugs  (NSAIDS)  should  be  permitted. 
The  small  number  of  patients  who  need  the 
drug  could  get  it  by  asking  their  physicians  to 
file  an  Investigational  New  Drug  Application, 
according  to  HRG. 

The  drugs  have  caused  a total  of  3,100 
deaths  in  the  United  States  contends  HRG 
medical  director  Sidney  Wolfe,  M.D.  Safer  and 
equally  affective  alternatives  exist  for  virtually 
all  conditions  now  treated  with  the  drug,  he 
says. 

The  risks  do  not  exceed  those  of  other 
NSAIDS,  counter  manufactuers.  The  total 
number  of  adverse  reactions  “are  neither 
unexpected  nor  disproportionate,”  says  Marvin 
Wetter,  M.D.,  Geigy  spokesman.  The  in- 
cidence of  deaths  resulting  from  use  of 
Butazolidin  and  Tandearil  is  .0006%,  lower 
than  that  of  other  NSAIDS  Nalfron,  Clinoril, 
and  Naprosyn.  All  nine  of  the  commonly 
prescribed  NSAIDS  cause  the  same  reactions 
as  Butazolidin  and  Tandearil,  he  contends. 

Furthermore,  most  physicians  are  familiar 
with  the  risks,  Wetter  adds.  “The  American 
medical  community  is  well  aware  of  the  drugs’ 
adverse  effects  — this  is  no  new  information,” 
he  said. 

* * * 

Fetal  Pain  Controversy  Bared 

A coalition  of  physicians  have  rallied  behind 
President  Reagan,  supporting  his  contention 
that  aborted  fetuses  suffer  “long  and  agonizing 
pain.” 

“A  fetus  shows  the  precise  behavior  as  you 


or  I in  avoiding  pain.  It  is  not  a reflex,  but  an 
actual  aversion  to  a needle  or  chemicals.  He 
squirms  away  from  any  noxious  influence,” 
said  spokesman  Vincent  Collins,  M.D.,  pro- 
fessor of  anesthesiology  at  Northwestern  Uni- 
versity in  Chicago,  in  a February  press 
conference  in  Washington,  DC. 

The  physicians  delivered  a letter  to  Reagan, 
saying  that  “we  are  pleased  to  associate 
ourselves  with  you  in  drawing  the  attention  of 
people  across  the  nation  to  the  humanity  and 
sensitivity  of  the  human  unborn.  You  stand  on 
firmly  established  ground.”  Signatories  in- 
clude former  American  College  of  Obstetri- 
cians and  Gynecologists  (ACOG)  presidents 
Richard  T.  F.  Schmidt,  M.D.,  and  Fred 
Hofmeister,  M.D.  and  24  other  physicians. 

The  dispute  remains  unsettled,  however. 
ACOG  spokesman  Ervin  E.  Nichols,  M.D.,  has 
performed  a National  Institutes  of  Health 
literature  search  and  contends  there  is  no 
legitimate  scientific  evidence  showing  that 
fetuses  feel  pain  early  in  pregnancy.  In  fact, 
scientific  literature  suggests  just  the  opposite, 
he  says:  the  fetal  spinal  cord  is  not  adequately 
covered  until  the  fifth  month  of  pregnancy,  and 
the  fetal  cerebellum  is  not  sufficiently  de- 
veloped until  the  seventh  month  of  pregnancy. 
A sensation  of  pain  is  dependent  upon  these 
two  processes,  he  says. 

* * * 

Health  Groups  Fan  “Smokescreen” 
of  Cigarette  Manufacturer 

Twenty  years  after  the  now-famous  Surgeon 
General’s  report  linking  smoking  and  disease, 
tobacco  companies  have  decided  to  fight  back. 

In  a multi-million  dollar  campaign  to  defend 
smoking,  tobacco  manufacturer  R.  J.  Reynolds 
Industries,  Inc.,  is  running  advertisements  in 
newspapers  and  magazines  asking:  “Can  we 
have  an  open  debate  about  smoking?,”  saying 
that  not  all  scientific  evidence  indicates  that 
smoking  is  hazardous. 

At  a February  news  conference  in  Washing- 
ton, DC,  three  health  organizations  have 
launched  their  own  counter-offensive.  Leaders 
of  the  American  Cancer  Society,  American 
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Heart  Association,  and  the  American  Lung 
Association  called  the  Reynolds  campaign  “a 
smokescreen”  by  “a  desperate  industry.” 

“This  is  one  of  the  most  misleading  and 
irresponsible  advertising  campaigns  any  of  us 
in  this  room  can  remember,”  said  Edwin  B. 
Fisher,  Jr.,  of  the  American  Lung  Association. 
“It’s  like  opening  a debate  as  to  the  lethality  of 
bullets.” 

The  health  hazards  of  smoking  “have  been 
questioned  by  vested  interests  but  never 
repudiated  by  science,”  said  Antonio  M.  Gotto, 
M.D.,  a Houston  cardiologist  and  current 
president  of  the  American  Heart  Association. 
“We  are  appalled  that  an  attempt  is  being 
made  to  reopen  the  case  against  cigarette 
smoking.” 

They  also  criticized  the  tobacco  companies’ 
use  of  mountain  climbers,  ballet  dancers, 
skiers,  and  other  athletes  to  sell  cigarettes, 
saying  they  violate  an  industry  code  that 
advertising  not  show  smokers  engaged  in 
physical  activity  “beyond  that  of  normal 
recreation.”  The  Tobacco  Institute,  a trade 
group,  says  these  ads  meet  the  code,  adding 
that  interpretation  of  their  content  is  sub- 
jective. 

Insiders  note  that  manufacturers  are  getting 
nervous  about  the  increasing  unpopularity  of 
the  habit,  and  growing  restrictions  on  where 
and  when  to  smoke. 

* * * 


Rx  Drug  Ads  Nixed  by  Consumers, 

CBS  Finds 

What  is  likely  to  be  an  influential  report  on 
direct-to-consumer  advertising  of  prescription 
drugs  was  unveiled  by  CBS  Television  re- 
searchers in  February.  Its  findings,  presented 
to  the  medical  community  and  the  Food  and 
Drug  Administration,  will  be  used  to  guide  TV 
advertising  policy  once  the  FDA’s  moratorium 
is  lifted. 

The  study’s  results  are  based  on  40-minute 
in-home  interviews  with  1233  consumers  and 
are  projectible  to  the  77.4  million  U.S. 
households  believed  to  use  prescription  drugs. 
By  knowing  consumer  attitudes  about  drugs, 
CBS  can  then  suggest  the  most  responsible 
and  effective  ad  guidelines,  researchers  say. 


The  central  conclusion  is  that  consumers 
need  more  information  about  drugs.  Nearly 
three-quarters  of  all  interviewed  households 
said  they  wanted  to  be  better  informed  about 
drugs.  Only  one-third  said  they  were  well- 
informed  about  drug  issues. 

* * * 

Liver  Transplants  Next  for 
Federal  Funding? 

The  Reagan  Administration  has  decided  to 
recognize  liver  transplantation  as  a non- 
experimental  procedure  for  children  with 
biliary  atresia  and  other  rare  congenital 
defects,  thus  opening  the  doors  to  reimburse- 
ment by  federal  programs  such  as  CHAMPUS. 

The  decision  is  also  expected  to  encourage 
states  to  change  their  reimbursement  policies 
under  Medicaid.  Some  states  already  re- 
imburse for  liver  transplantation. 

“This  decision  reflects  the  advances  in 
medical  science  which  offer  new  hope  for 
children  afflicted  with  biliary  atresia,”  said 
Health  and  Human  Services  Secretary  Mar- 
garet Heckler.  “Lifting  the  experimental  label 
is  a significant  advance.” 

Public  focus  on  improved  survival  rates  — 
resulting  from  Congressional  hearings  and  a 
National  Institutes  of  Health  consensus  con- 
ference — is  credited  with  the  government’s 
change  in  position. 

* * * 

NIH  Warns  Against  Ultrasound  Misuse 

Diagnostic  ultrasound  should  be  used  only 
when  medically  indicated  and  not  administered 
routinely  to  all  pregnant  women,  according  to  a 
report  issued  in  February  by  a National 
Institutes  of  Health  panel  of  physicians. 

No  actual  adverse  effects  have  ever  been 
associated  with  ultrasound,  the  panel  agreed. 
But  “hypothetical  risks”  should  not  be  ignored 
or  overlooked,  said  panel  chairman  Fredrick 
Frigoletto,  M.D.,  professor  of  obstetrics  and 
gynecology  at  Harvard  Medical  School. 

Ultrasound  technology  has  improved  dra- 
matically in  recent  years:  its  high-frequency 
sound  waves  can  detect  minute  fetal  abnor- 
malities, observe  the  valves  in  a fetal  heart, 
and  note  the  motion  of  fetal  breathing.  It  is 
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particularly  useful  in  detecting  multiple  or 
ectopic  pregnancies,  thus  improving  outcome. 
An  estimated  15-40%  of  all  pregnant  women 
have  been  exposed  to  ultrasound. 

Routine  screening  is  not  justified,  however, 
said  the  NIH  panel.  Ultrasound  is  believed  to 
give  off  heat  when  sent  through  tissues.  Thus, 
exposure  to  a large  amount  of  ultrasound 
energy  for  long  periods  of  time  could  produce 
cell  damage. 

Physicians  should  not  perform  ultrasound 
exams  to  simply  satisfy  the  family’s  desire  to 
view  the  fetus,  learn  the  fetal  sex,  or  show  the 
picture  to  friends.  Additionally,  physicians 
should  not  perform  ultrasound  for  educational 
or  commercial  purposes,  such  as  demonstrat- 
ing new  equipment. 


Medicare  Reform  Movement  Grows 

Next  year.  Medicare  spending  for  physician 
sendees  will  “become  the  third  largest  federal 
domestic  program  — exceeded  only  by  Social 
Security  and  the  Medicare  hospital  insurance 
program,”  according  to  a study  for  the  Senate 
Committee  on  Aging. 

About  one-third  of  all  Medicare  expendi- 
tures — nearly  $25  billion  — will  go  for 
physician  care,  and  spending  on  the  supple- 
mental medical  insurance  (SMI)  side  of  the 
program  is  expected  to  increase  by  16.1%  in 
1984.  If  the  projection  holds  up,  SMI  will  be 
the  “fastest  growing  of  the  major  domestic 
programs.” 

These  statistics  are  likely  to  be  cited  again 
and  again  in  the  months  and  years  ahead  as 
Congress  struggles  to  reduce  the  federal 
deficit,  put  Medicare’s  hospital  fund  back  on 
sound  financial  footing,  and  determine 
whether  the  program’s  prospective  hospital 
pricing  system  should  be  extended  to  phy- 
sicians. 

On  March  16,  they  were  the  backdrop  for 
discussion  of  a wide  range  of  potential  changes 
in  Medicare  physician  reimbursement  offered 
primarily  by  academicians  and  groups  repre- 
senting the  elderly.  Chaired  by  Sen.  John 
Heinz  (R-PA),  the  discussion  centered  pri- 
marily on  suggestions  that  Medicare  move  to 
negotiated  fee  schedules  or  extend  the  hospital 
diagnosis  related  groups  (DRGs)  to  physicians. 


The  only  representative  of  organized  medi- 
cine to  testify  at  the  hearing  — AMA  Board 
member  James  S.  Todd,  MD  — reported  that 
the  AMA  has  asked  physicians  to  voluntarily 
freeze  fees  for  all  patients.  The  Newr  Jersey 
surgeon  argued  that  a physician  DRG  system 
“would  give  substantial  economic  incentives  to 
provide  minimal  care”  and  observed  that 
current  policies  of  the  Federal  Trade  Com- 
mission appear  to  mitigate  against  the  use  of 
negotiated  fee  schedules. 

The  committee  paper,  written  by  former 
Office  of  Management  and  Budget  health 
official  Lyn  Etheridge,  contends  that  current 
Medicare  reimbursement  policies  have  “created 
unintended  inequities  among  primary  care 
physicians  and  specialists,  inpatient  and  out- 
patient care,  urban  and  rural  areas.” 

In  addition,  Etheridge  believes  Medicare’s 
current  customary,  prevailing  and  reasonable 
payment  mechanisms  has  “distorted  incen- 
tives for  appropriate  medical  care”  by  en- 
couraging hospitalization  and  surgery  and  the 
adoption  of  “add-on  technology.”  He  notes 
that  the  number  of  procedures  that  can  be 
separately  billed  to  Medicare  has  tripled  since 
the  program's  inception  and  that  the  number  of 
bills  submitted  by  physicians  increased  by 
about  220%  in  the  1970s. 

Since  Medicare  will  constitute  about  18%  of 
the  average  physician’s  income  in  1985  and 
since  the  physician  supply  in  the  United  States 
has  risen  by  70%  since  Medicare's  inception, 
Etheridge  concludes  that  reform  of  Medicare’s 
physician  payment  system  is  possible  and 
might  be  accompanied  by  “improvements”  in 
the  claims  assignment  process. 

One  option  examined  by  Etheridge  was  the 
use  of  negotiated  fee  schedules  — an  approach 
that  is  being  tried  in  the  Massachusetts 
Medicaid  program  and  that  was  endorsed  in 
the  Social  Security  Advisory  Council’s  recom- 
mendations for  Medicare.  The  negotiated  fee 
approach  is  also  favored  by  Princeton  econo- 
mist Uwe  Reinhardt,  PhD,  who  told  the 
committee  that  any  “workable  reform  must  be 
structured  around  the  preservation  of  the  fee- 
for-service  approach.” 

A researcher  with  the  University  of  North 
Carolina,  however,  said  he  thinks  it  will  be 
“difficult  if  not  impossible  for  the  government 
to  control  physician  costs  under  the  current 
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fee-for-service  reimbursement  system.” 
Thomas  Rice  cited  his  study  of  Denver 
physician  reactions  to  a decline  in  Medicare 
reimbursement  rates  in  1977  as  evidence  that 
freezing  physician  reimbursement  “is  not 
effective”  because  physicians  will  “recoup  lost 
income”  by  billing  for  “a  greater  number  of 
services  and  for  more  highly-complex  and 
costly”  procedures. 

In  questioning,  Sen.  Heinz  used  Rice’s 
predictions  to  suggest  to  Dr.  Todd  that  the 
AMA,  in  addition  to  asking  physicians  to 
freeze  fees,  should  recommend  that  volume  be 
held  to  its  current  level.  Todd  “rejected  the 
concept  that  physicians  will  raise  the  volume  of 
services  to  get  around  a freeze”  and  pointed 
out  that  AMA  policy  already  makes  it  “clearly 
unethical”  to  increase  volume  by  providing 
unnecessary  services.  Todd  said  that  increased 
volume  could  in  fact  occur  for  quite  legitimate 
reasons  — including  an  increase  in  elderly 
patients  and  improved  technology. 

Todd  also  noted  that  much  of  the  increase  in 
claims  volume  cited  in  the  Etheridge  paper 
may  stem  from  a shift  from  inpatient  to 
outpatient  care  that  could  save  Medicare 
money.  Furthermore,  he  reported,  FTC  and 
Justice  Department  actions  involving  relative 
value  scales  have  stymied  the  use  of  RVS  and 
fee  schedules  by  physicians. 

At  the  same  hearing,  representatives  of  the 
National  Council  of  Senior  Citizens  and 
American  Association  of  Retired  Persons 
(AARP)  called  for  mandatory  assignment  of 
physicians  claims  for  inpatient  services. 

In  1980,  aged  beneficiaries’  liability  from 
unassigned  claims  exceeded  $1.3  billion  or 
about  13%  of  total  physicians’  charges  for  the 
elderly  that  year,  AARP  President-elect  Vita 
Ostrander  told  the  committee.  Beneficiaries 
now  pay  over  “60%  of  the  cost  of  physician 
care  out  of  pocket,”  she  added,  and  there  is 
new  evidence  to  show  that  some  can  no  longer 
afford  private  insurance  to  supplement  Medi- 
care. 

Ostrander  added  that  “plans  simply  calling 
for  participating  physician  agreements  offer  no 
assurance  against  a decline  in  the  overall 
assignment  acceptance  rate.”  She  called  for 
adoption  of  a House  proposal  requiring  the 
hospital  to  make  affiliated  physicians  accept 
assignment. 


AMA’s  Todd  maintained  that  the  current 
assignment  option  is  “an  important  factor  that 
has  enabled  physicians  to  treat  Medicare 
patients  in  the  same  manner  as  other  patients” 
because  there  is  no  difference  “when  it  is  time 
to  submit  bills  for  services.” 

Todd  argued  that  much  of  the  out-of-pocket 
costs  Medicare  beneficiaries  face  today  are 
program  copayments  and  insurance  costs.  He 
added  that  the  bills  that  represent  the  greatest 
hardship  for  patients  are  also  the  most  likely  to 
be  assigned. 

Observing  that  a study  by  the  Health  Care 
Financing  Administration  has  indicated  that 
two-thirds  of  physicians,  if  confronted  with  an 
“all  or  nothing”  system,  would  take  no 

assignments,  Todd  opposed  any  major  changes 
in  the  assignment  option  on  grounds  that  it 
could  “affect  the  access  of  Medicare  patients 
to  the  physician  of  their  choice. ”He  called 
instead  for  “administrative  modifications  to 
the  physician  billing  and  payment  process  that 
could  eliminate  some  of  the  paperwork 

“burden.” 

* * * 

Even  More  Mandatory 
Assignment  Proposed 

The  most  far-reaching  proposal  yet  for 

requiring  physicians  to  accept  Medicare  as- 
signment was  introduced  in  March  by  House 
Aging  Committee  Chairman  Edward  R.  Roy- 
bal (D-CA)  with  the  backing  of  two  major 
organizations  representing  the  elderly. 

Roybal’s  proposal  would  require  physicians 
who  accept  payment  from  Medicare  to  take  all 
claims  on  assignment,  thus  prohibiting  the 
physician  from  charging  patients  in  excess  of 
Medicare’s  fee  allowances.  As  enforcement, 
the  bill  would  require  hospitals  participating  in 
Medicare  to  deny  staff  privileges  to  any 
physician  who  refused  to  sign  agreements  to 
assign  all  Medicare  claims. 

The  hill,  which  was  touted  as  a press 
conference  alleging  that  physicians  “over- 
charged” Medicare  patients  by  $2.5  billion  or 
$107  per  Medicare  patient  last  year,  is  backed 
by  11  senior  citizens  groups,  including  the 
American  Association  of  Retired  Persons  and 
the  National  Council  of  Senior  Citizens. 

* * * 
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New  SHMOs  Stalled  by  White  House 

White  House  budget  office  stalling  on  an 
experiment  in  financing  long  term  care  services 
has  aroused  the  ire  of  some  Congressmen  and 
led  to  the  introduction  of  legislation  to  put  the 
project  back  on  track. 

Set  up  by  Brandeis  University,  the  experi- 
ment would  combine  health  and  social  services 
under  the  auspices  of  groups  called  Social 
HMOs  or  SHMOs  which  would  pool  Medicare 
and  Medicaid  with  private  funds  to  pay  for 
services. 

Four  SHMO  sites  had  been  selected  and  the 
project  had  received  the  blessing  of  private 
foundations  that  had  donated  about  $4  million 
to  the  sites  and  of  the  Department  of  Health 
and  Human  Services  which  had  agreed  to 
participate  in  the  demonstration. 

The  federal  role  was  to  come  in  the  form  of  a 
waiver  committing  Medicare  to  pay  the  SHMOs 
more  than  will  be  available  to  other  HMOs 
treating  Medicare  beneficiaries.  While  other 
HMOs,  under  regulations  that  still  have  not 
been  published,  are  to  receive  95%  of  the 
average  cost  of  providing  fee  for  service  care  to 
Medicare  patients  in  the  area,  the  SHMOs 
were  to  receive  100%.  In  return,  they  would 
provide  social  services  and  limited  long  term 
care  coverage  not  provided  by  the  typical 
HMO.  Medicare  was  also  to  share  in  the 
financial  risk  of  the  SHMOs  in  their  first  two 
years. 

Two  years  of  negotiations  had  been  com- 
pleted and  two  sites  — the  Kaiser  plan  in 
Portland  and  ElderPlan  in  Brooklyn  — were 
set  to  begin  marketing  in  January.  Brooklyn 
had  hired  staff  and  had  a $60,000  monthly 
payroll  to  meet. 

The  other  sites  — a joint  effort  by  the 
Ebenezer  Society  and  Group  Health  in  Minne- 
apolis and  the  Senior  Care  Action  Network 
(SCAN)  in  Long  Beach,  CA  — were  to  begin 
marketing  this  spring  or  summer. 

Then  in  late  December,  to  the  surprise  of 
the  Brandeis  project  officers,  the  White  House 
Office  of  Management  and  Budget  entered  the 
picture.  OMB  officially  has  no  say  so  over  the 
Medicare  waiver  process  but  must  approve  the 
necessary  forms  to  evaluate  demonstrations 
and  waivers.  OMB  has  questioned  other 
Medicare  waivers,  including  those  to  states  rate 


setting  programs  exempted  from  Medicare’s 
diagnosis  related  groups  (DRG)  payment 
system.  Brandeis  staff  say  they  believe  their 
SHMO  project  got  caught  up  in  a general 
battle  between  OMB  and  HHS  over  where  the 
final  waiver  authority  lies. 

At  the  end  of  March,  the  SHMO  project  was 
back  at  the  Health  Care  Financing  Administra- 
tion which  was  responding  to  a detailed  list  of 
questions  ranging  from  some  of  the  depart- 
ment has  dealt  with  before  — what  will  happen 
to  the  Medicare  beneficiaries  at  the  conclusion 
of  the  demonstration?  — to  some  very  specific 
ones  regarding  the  potential  cost  of  the 
project. 

The  latter  issue,  according  to  HCFA  staff, 
appears  to  be  the  sticking  point.  Recalling 
experience  with  the  Medicare  hospice  benefit, 
the  budgeteers  are  reluctant  to  test  a political- 
ly-popular  concept  they  fear  Congress  might 
expand  to  all  Medicare  beneficiaries  before  the 
demonstration  of  its  cost  implications  is 
completed. 

The  SHMO  concept  has  gained  support 
among  some  important  legislators,  including 
Sen.  David  Durenberger  (R-MN)  who  heads 
the  Senate  Finance  health  subcommittee. 
Durenburger,  who  has  one  of  the  SHMO  sites 
in  his  state,  was  instrumental  in  adding  a 
provision  to  the  Senate  Finance  Committee’s 
budget  deficit  package  instructing  HHS  Secre- 
tary Margaret  Heckler  to  go  ahead  with  the 
SHMO  demonstration. 

* * * 

Organ  Transplant  Bills  Move  in  Congress 

Two  organ  transplant  bills,  both  designed  to 
ease  organ  procurement,  worked  their  way 
through  the  House  and  Senate  this  March. 

The  more  conservative  bill,  sponsored  by 
Sen.  Orrin  Hatch  (R-UT),  would  create  a task 
force  to  review  public  and  private  efforts 
needed  to  set  up  an  organ  procurement 
system.  The  recommendations  of  the  task 
force  would  not  be  mandated,  but  handed  over 
to  the  President  and  two  House  and  Senate 
committees  for  review. 

It  also  permits  the  Department  of  Health 
and  Human  Sendees,  if  desired,  to  establish  a 
national  organ  procurement  and  transplantation 
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registry.  Action  is  not  required,  explain  sup- 
porters, because  there  is  no  consensus  on  the 
need  for  a federally-run  procurement  system. 

The  more  radical  bill,  sponsored  by  Rep. 
Albert  Gore  (D-TN),  would  authorize  grants  to 
improve  organ  procurement,  including  partici- 
pation in  a new  national  transplantation 
network.  It  would  also  require  HHS  to  set  up  a 
computerized  national  transplantation  net- 
work to  help  match  donors  and  recipients. 

Most  controversial,  however,  is  a provision 
that  gives  HHS  authority  to  ration  the  delivery 
of  services  to  all  Medicare  recipients.  Specif- 
ically, Title  II  of  the  House  bill  would  allow  the 
Secretary  to  determine  for  any  “health  care 
technology  or  procedure”  paid  for  through  the 
Medicare  program,  those  Medicare  bene- 
ficiaries who  would  be  eligible  for  such 
services,  those  medical  facilities  in  which  the 
services  can  be  provided,  and  the  conditions 
under  which  the  services  would  be  provided. 

While  the  Hatch  bill  has  won  the  unanimous 
support  of  a Senate  committee  and  seems 
headed  for  a warm  reception  on  the  Senate 
floor,  the  Gore  bill  faces  a tougher  fight  in  the 
House. 

* * * 

Separate  Department  of  Health 
Urged  by  AMA 

Simply  removing  the  Social  Security  Ad- 
ministration from  the  Department  of  Health 
and  Human  Services  and  setting  it  up  as  an 
independent  agency  will  not  “satisfactorily 
deal  with  the  organizational  problems”  of 
HHS,  James  Davis,  MD,  told  a panel  studying 
such  a move. 

Dr.  Davis,  Vice  Speaker  of  the  AMA  House 
of  Delegates,  testified  before  the  congressional 
panel  on  Social  Security  organization.  The 
panel  was  directed  in  the  1983  Social  Security 
Amendments  to  do  an  implementation  study 
for  the  establishment  of  an  independent  Social 
Security  agency. 

Dr.  Davis  recommended  that  the  Health 
Care  Financing  Administration,  which  ad- 
ministers Medicare  and  Medicaid,  not  be 
transferred  away  from  other  health  functions 
within  the  existing  HHS  and  said  that  ideally,  a 
separate  department  of  health  should  be 
created  with  a physician  as  Secretary. 


As  a transition  to  a separate  department  of 
health,  he  suggested  that  “a  position  of  Under 
Secretary  of  Health  could  be  created  to  direct 
all  of  the  health  functions”  of  HHS. 

* * * 

Congress  Grapples  with 
Capital  Costs  Under  DRGs 

Congressional  efforts  to  hold  down  prices  in 
Medicare’s  diagnosis  related  groups  (DRGs) 
payment  system  will  have  far  more  impact  on 
hospitals’  access  to  the  financial  markets  than 
any  new  policy  specifically  dealing  with  the 
treatment  of  capital  under  DRGs,  hospital 
officials  say. 

Their  comments  came  before  a hearing  of 
the  Senate  Finance  health  subcommittee 
which  is  gathering  background  before  coming 
up  with  a specific  proposal  later  this  year  for 
bringing  capital  into  the  DRG  system.  The  law 
specifies  that  capital  costs  are  to  remain  under 
cost  reimbursement  until  October  1,  1986. 

Sometime  before  October  1,  1984,  the 
Department  of  Health  and  Human  Services 
must  develop  a policy  on  the  treatment  of 
capital  under  DRGs.  Various  interest  groups 
also  are  beginning  to  develop  their  own 
proposals  which  range  from  an  across-the- 
board  percentage  DRG  add-ons  to  continua- 
tion of  all  or  part  of  the  current  cost- based 
method  of  paying  for  capital. 

Medicare  pays  only  a small  portion  of  the 
total  hospital  capital  cost  in  the  United  States 
but  its  policies  influence  hospitals’  access  to 
other  capital  markets.  In  addition,  it  is 
estimated  that  every  dollar  invested  in  capital 
generates  22  cents  in  additional  operating 
expenses  for  the  institution. 

In  fiscal,  1984,  Medicare  will  pay  inpatient 
capital-related  costs  of  about  $3  billion,  HHS 
estimates.  Capital  expenditures  will  thus  rep- 
resent about  7.4%  of  Medicare  payments  for 
inpatient  hospital  operating  costs. 

Capital  costs  vary  widely  among  hospitals, 
however,  with  about  one-fourth  having  depre- 
ciation and  interest  costs  less  than  4%  of 
operating  costs  while  one-fifth  have  ratios 
between  10%  and  20%.  In  general,  hospitals 
with  lower  ratios  of  capital  to  operating  costs 
include  government-owned,  teaching,  and  New 
England  hospitals  as  well  as  those  with  heavy 
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Medicaid  loads.  Those  with  higher  capital  to 
operating  cost  ratios  include  for-profits  and 
those  which  have  changed  bed  size  in  the  last 
five  years. 

A number  of  factors  influence  a hospital’s 
access  to  capital,  hospital  officials  from  the 
major  hospital  associations,  told  the  Senators. 
They  include  “size  and  name  recognition,” 
medical  staff  composition,  market  penetration 
and  the  percentage  of  a hospital’s  patients  who 
are  Medicare  and  Medicaid  beneficiaries. 
Since  the  bottom  line  is  whether  or  not  the 
hospital  generates  a surplus,  Federation  of 
American  Hospitals  Executive  Director 
Michael  Bromberg  added,  “decisions  on  rat- 
cheting down  on  limiting  DRG  prices  will  have 
much  more  impact  than  anything  we  do  on  the 
capital  side.” 

* * * 

Specialists’  Hospital  Contract  Legal, 
Court  Says 

An  exclusive  arrangement  between  a metro- 
politan hospital  and  a specialty  group  violates 
no  anti-trust  laws,  the  Supreme  Court  rules  in 
March  in  a case  brought  by  a Louisiana 
anesthesiologist. 

Although  the  arrangement  may  frustrate 
outside  anesthesiologists  and  inconvenience 
surgeons,  it  does  not  restrain  competition 
because  other  hospitals  — without  such  an 
arrangement  — are  nearby,  the  justices  agreed 
in  a 9-0  decision. 

East  Jefferson  General  Hospital  in  Metairie, 
LA,  has  a contract  with  Roux  and  Associates  to 
perform  all  anesthesiological  services  for  its 
patients. 

The  arrangement  was  challenged  by  Edwin 
Hyde,  M.D.,  who  was  barred  from  admission  to 
the  hospital’s  staff.  He  charged  the  hospital 
with  violation  of  the  Sherman  Anti-Trust  Act. 

In  late  1982  an  Appeals  Court  ruling  found 
in  Dr.  Hyde’s  favor,  saying  that  the  arrange- 
ment was  anti-competitive  because  patients  in 
the  hospital  were  “compelled”  to  use  the 
hospital’s  anesthesiology  services. 

But  the  Supreme  Court  overturned  the 
decision,  finding  that  patients  are  not  “com- 
pelled” to  go  to  East  Jefferson  General 
Hospital;  in  fact,  70%  of  the  patients  residing 


in  Jefferson  Parrish  enter  one  of  the  20  other 
hospitals  in  the  area. 

* * * 

FDA  Sets  Stronger  Labeling  for  Accutane 

The  FDA  in  March  agreed  to  revised 
labeling  for  the  Roche  Laboratories’  anti-acne 
drug  Accutane.  Birth  defects  and  spontaneous 
abortions  have  occurred  in  association  with  the 
use  of  this  drug  and  the  new  labeling 
strengthens  the  warnings  that  the  drug  should 
not  be  used  in  pregnant  women.  FDA  is 
requiring  Roche  to  advise  all  physicians  of  the 
new  labeling  which  Roche  says  they  are  now 
doing.  FDA  also  issued  a warning  that  women 
should  not  take  Accutane  unless  they  are  using 
some  form  of  birth  control. 

A consensus  development  conference  re- 
commended to  the  FDA  that  they  take  a 
critical  look  at  analgesic  compounds  because 
there  is  evidence  that  when  taken  in  large 
doses  over  prolonged  periods  they  cause 
serious  kidney  damage.  The  word  from  FDA, 
however,  is  that  they  aren’t  likely  to  take  any 
action  in  the  foreseeable  future. 

* * * 

Heckler  Launches  Anti-Cancer  Campaign 

Department  of  Health  and  Human  Services 
Secretary  Margaret  M.  Heckler  launched  a 
new  cancer  prevention  campaign  in  March, 
saying  that  an  estimated  80%  of  cancer  cases 
are  linked  to  lifestyle  and  environmental 
factors.  “Too  few  Americans  realize  the  simple 
truth  that  cancer  is  caused  by  the  way  we  live, 
and  its  risks  can  be  reduced  by  the  choices  we 
make,”  she  said.  The  public’s  perceptions 
about  cancer  have  failed  to  keep  pace  with  new 
medical  knowledge,  she  explained. 

Heckler’s  campaign  represents  a significant 
turn-around  for  federal  policy.  Less  than  five 
years  ago,  then-HEW  Secretary  Joseph  A. 
Califano  resigned  in  part  due  to  lack  of  support 
for  his  anit-smoking  crusade.  The  current 
Agriculture  Secretary  John  R.  Block  once  said 
that  he  didn’t  think  the  USDA  should  be 
telling  consumers  how  to  eat. 

By  the  year  2000,  the  new  campaign  hopes 
to  have  saved  75,000  lives  a year  through 
reduced  smoking  and  20,000  lives  a year 
through  improved  diet.  An  additional  105,000 
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lives  are  expected  to  be  saved  through 
improved  use  of  cancer  treatments. 

An  estimated  35%  of  all  cancer  deaths  can 
be  traced  to  low-fiber,  high-fat  diets;  30%  to 
smoking;  3%  to  alcohol;  5%  to  virus;  4%  to 
occupational  exposure  to  toxics;  3%  to  excess 
sunlight,  2%  to  environmental  pollution  and 
1%  or  less  to.  food  additives,  Heckler  said. 

The  $686,000  campaign  will  kick  off  in  June, 
first  with  TV  commercials  and  then  with 
pamphlets  for  persons  at  high  risk. 

* * * 

HHS  to  Cut  Its  Staff 

HHS  Secretary  Margaret  Heckler,  following 
up  on  the  recommendations  of  the  Grace 
Commission,  plans  to  abolish  1,264  jobs  in  her 
office.  Fifty-six  positions  would  be  abolished  in 
the  Office  of  the  Assistant  Secretary  for 
Planning  and  Evaluation  — a move  that 
appears  to  give  the  White  House  Office  of 
Policy  Development  a larger  say  in  health 
policy. 


* * * 

Computer  Crime-Stoppers  Bill 

Electronic  “breaking  and  entering,”  such  as 
that  which  occurred  last  summer  at  New 
York’s  Memorial  Sloan  Kettering  Cancer 
Center,  is  not  illegal  under  current  law. 

Legislation  introduced  in  March  by  Rep. 
Ron  Wyden  (D-OR)  would  make  unauthorized 
computer  access  to  medical  records  a federal 
crime.  The  bill  (H.R.  4954)  is  co-sponsored  by 
Rep.  Henry  Waxman  (D-CA)  and  is  expected 
to  get  serious  attention  by  the  House  Energy 
and  Commerce  Committee  where  both  Wyden 
and  Waxman  are  members. 

The  bill  sets  up  a three-tiered  penalty 
system:  persons  who  gain  access  to  records  but 
do  not  tamper  with  them  would  get  a maximum 
penalty  of  six  months  in  jail  or  a $1,000  fine; 
persons  who  tamper  with  records  but  do  not 
cause  injury  would  get  up  to  one  year  in  jail  or 
a $5,000  fine;  and  persons  who  tamper  with 
records  and  cause  injury  could  get  up  to  five 
years  in  jail  or  a $25,000  fine. 

* * * 


Senate  Unit  Trims  Medicare, 

Medicaid 

A month  of  haggling  and  horsetrading  in  the 
Senate  Finance  Committee  produced  a deficit- 
trimming package  that  includes  about  $10 
billion  in  Medicare  and  Medicaid  cuts  over  the 
next  four  years. 

Premium  increases  for  Medicare  bene- 
ficiaries and  physician  fee  limits  were  scaled 
down  somewhat  from  earlier  versions  of  the 
proposal.  The  changes  appeared  to  come  at 
the  expense  of  hospitals. 

Finance’s  $74  billion  deficit  downpayment 
over  four  years  would  raise  $48  billion  in 
revenues  largely  through  tax  changes  and 
reduce  spending  by  $26  billion. 

The  physician  fee  proposal  would  produce 
an  anticipated  four-year  savings  of  $1.5  billion. 
It  would  freeze  customary  and  prevailing  fee 
limits  for  all  physicians  for  one  year  beginning 
July  1,  1984.  A freeze  on  prevailing  fees  only 
would  continue  for  a second  year  for  phy- 
sicians who  did  not  elect  to  become  Medicare 
“participating”  physicians  agreeing  to  assign 
all  claims. 

Beneficiaries  have  been  given  some  relief 
under  the  final  proposal.  A plan  that  would 
have  gradually  increased  the  Medicare  Part  B 
Premium  to  35%  of  Part  B costs  was  replaced 
with  a provision  holding  the  Part  B premium  to 
25%  of  costs. 

The  committee  more  than  doubled  its  earlier 
cuts  in  Medicare  payments  to  hospitals.  In  its 
final  form,  the  Finance  measure  holds  in- 
creases in  the  hospital  specific  portion  of 
Medicare  rates  to  the  market  basket  increase 
minus  Vi%.  The  national  and  regional  portion 
will  be  permitted  to  rise  by  the  market  basket 
plus  '/2%. 

Other  provisions  would: 

* Pay  independent  laboratories  and  physi- 
cians offices  60%  and  hospital  labs  62%  of 
prevailing  charges  for  lab  tests. 

* Round  payments  for  Part  B claims  down  to 
the  next  lowest  dollar. 

* Require  HHS  to  study  the  reasonableness  of 
Part  A payments  for  pacemaker  implants 
and  set  up  a pacemaker  registry  in  the 
FDA. 

* Require  the  establishment  after  July  1, 
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1984,  of  separate  reimbursement  limits  for 
hospital-based  and  free-standing  skilled 
nursing  facilities.  Limits  would  also  vary 
according  to  whether  the  SNF  was  rural  or 
urban. 

* Disallow  the  revaluation  of  hospital  assets 
acquired  in  fiscal  1985  and  thereafter, 
thereby  limiting  the  amount  of  capital 
related  costs  a new  owner  can  claim  for 
Medicare  reimbursement  purposes. 

* Provide  money  from  the  Medicare  trust 
funds  to  keep  professional  standards  review 
organizations  (PSROs)  operating  until  they 
are  replaced  by  peer  review  organizations 
(PROs). 

* Delay  the  date  by  which  all  hospitals  must 
contract  with  a PRO  and  after  which 
intermediary  PROs  are  permitted. 

* * * 


Government  Wants  Reconsideration  on 
Baby  Jane  Doe  Records 

Rebuffed  by  a three-judge  panel  of  the  U.S. 
Court  of  Appeals,  the  Reagan  Administration 
has  asked  for  a full  panel  of  judges  to 
reconsider  a recent  Baby  Jane  Doe  decision 
refusing  to  turn  over  hospital  records  to  the 
government. 

Should  the  Administration's  request  be 
rejected,  the  case  may  move  on  to  the  U.S. 
Supreme  Court. 

Meanwhile,  the  AMA  and  several  other 
hospital  and  medical  groups  have  indepen- 
dently filed  suit  against  HHS  Secretary 
Margaret  Heckler  to  overturn  the  final  Baby 
Doe  regulations  which  went  into  effect  on 
February.  The  suit  was  not  brought  in  Wash- 
ington, but  in  the  U.S.  District  Court  of  New 
York  where  Baby  Jane  case  was  originally 
filed. 

* * * 

Hospital  Mergers  Studied 

The  major  incentive  in  a recent  trend  toward 
hospital  mergers  and  acquisitions  is  probably 
new  tax  advantages  rather  than  the  increased 
Medicare  reimbursement  for  capital  that  occurs 
upon  a change  in  ownership.  Congressional 
Budget  Office  official  told  two  House  Ways 
and  Means  subcommittees  recently. 


Nevertheless,  Nancy  Gordon  predicted,  dis- 
allowing a revaluation  of  capital  costs,  and 
assets  following  ownership  changes  could  save 
Medicare  and  Medicaid  $830  million  over  the 
next  five  years. 

The  hearing  stems  from  a General  Account- 
ing Office  report  alleging  that  revaluation 
following  the  Hospital  Corporation  of  America’s 
acquisition  of  Hospital  Affiliates  International 
increased  overall  capital  costs  at  the  institu- 
tions by  about  $55  million,  an  unspecified 
portion  of  which  was  picked  up  by  Medicare. 

The  Senate  Finance  Committee  subse- 
quently included  in  its  budget  deficit  reduction 
package  a provision  disallowing  revaluation  in 
acquisition  and  mergers  after  October  1,  1984. 
Ways  and  Means  member  Rep.  Willis  Gradi- 
son,  Jr.  (R-OH),  plans  to  introduce  similar 
legislation  in  the  House. 

* * * 

NIH  Panel  Warning  on  Analgesics 

Taken  separately,  aspirin  and  acetamino- 
phen can  provide  fast,  safe  pain  relief.  Taken 
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together  over  time,  they  can  cause  kidney 
disease  and  chronic  renal  failure,  according  to 
a National  Institutes  of  Health  conference 
panel  held  in  March. 

Patients  should  be  warned  about  the  dangers 
of  sustained  use  of  combinations  of  antipyretic 
analgesics.  Furthermore,  serious  consideration 
should  be  given  to  withdrawing  these  combina- 
tion drugs  — over-the-counter  remedies  such 
as  Anacin  and  Vanquish  — from  the  market, 
they  said. 

Preparations  containing  a single  analgesic 
agent  do  not  appear  similarly  harmful,  they 
said.  Rather  is  it  the  combination  of  ingredients 
which  appear  to  produce  a unique  almost 
synergistic,  type  of  toxicity. 

Researchers  suspect  an  interaction  between 
the  two  components.  Acetaminophen  causes 
tissue  injury  when  it  converts  to  toxic  metabo- 
lites; however,  these  metabolites  alone  are 
rarely  cause  for  concern.  Aspirin  or  other 
salicylates  enhance  this  toxicity,  however,  by 
lowering  levels  of  the  protective  substance 
glutathione. 

Acetaminophen  and  aspirin  both  tend  to 
concentrate  in  the  kidney’s  papilla.  Because 
they  also  inhibit  prostaglandin  synthesis  and 
reduce  medullary  blood  flow,  they  may  en- 
hance papillary  damage. 

Problems  appear  to  develop  in  patients  who 
take  about  three  kilograms  of  combination 
analgesics  over  a three-year  period,  or  an 
average  of  10  tablets  a day  for  three  years.  The 
inclusion  of  stimulant  drugs  such  as  caffeine 
encourage  long-term  habitual  use,  the  panel 
said. 

* * * 

No  Relief  for  DRGs 

A provision  that  would  have  slowed  the 
phase-in  of  Medicare’s  diagnosis-related  groups 
pricing  system  died  an  early  death  in  Congress 
in  March  when  the  House  Ways  and  Means 
Committee  abruptly  set  aside  consideration  of 
the  measure  that  had  been  approved  by  its 
health  subcommittee. 

DRGs  are  to  be  phased  in  over  three  years 
and  in  the  initial  phase,  rates  are  to  be  based 
75%  on  hospital  specific  rates  and  25%  on  a 
federal  rate.  The  subcommittee  provision 
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would  have  extended  the  period  of  time  in 
which  hospitals  remained  in  this  first  phase. 

The  hospital  industry  was  badly  split  over 
the  issue,  however,  with  for-profit  and  southern 
hospitals  opposing  the  delay  while  the  American 
Hospital  Association  and  Catholic  hospitals 
supported  it. 

A new  move  is  afoot  to  permit  a hospital  to 
appeal  to  Medicare  Provider  Reimbursement 
Review  Boards  its  designation  as  a rural  or 
urban  hospital,  its  area  wage  index  or  its 
census  region  assignment.  The  new  effort 
appears  to  have  support  from  all  segments  of 
the  industry  and  may  not  be  opposed  by  the 
Administration  which  had  argued  against  the 
delay  in  the  DRG  phase-in. 
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Physicians'  Classified 

EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

EMERGENCY  ROOM  PHYSICIAN  — Quality 
physician  needed  for  full-time  work  in  mid-town, 
550-bed,  acute-care  hospital  emergency  depart- 
ment, Board  certification  in  EM,  FP,  or  IM 
expected.  A motivated  individual  anxious  to  prac- 
tice ambulatory  medicine  including  emergency 
services  and  employee  and  student  health  services 
is  required  for  this  salaried  position.  Contact: 
Charles  D.  Barton,  M.D..  Medical  Director/ 
Manager,  Emergency  Services  Department,  Bishop 
Clarkson  Memorial  Hospital,  Dewey  Avenue  at 
44th  Street.  Omaha,  NE  68105.  (402)  559-3428. 

PHYSICIANS  WANTED:  Central  Nebraska 
community  serving  20,000  has  openings  for  primary 
care  physicians.  Excellent  health  care  facility. 
Community  offers  excellence  in  quality  of  life  and 
education.  Contact  Corrine  Pedersen,  Box  524, 
Broken  Bow.  Nebraska  68822.  (308)  872-6137. 

FOR  SALE:  Grand  Island  physician  retiring. 
Wants  to  sell  modern,  up-to-date  office,  practice, 
equipment,  etc.  Contact  by  letter  only,  Box  010, 
Nebraska  Medical  Journal,  1512  First  National 
Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  AND  INTERNAL  MEDI- 
CINE PHYSICIANS  — VA  Medical  Center, 
Lincoln,  Nebraska.  Recruiting  for  August/Septem- 
ber placement  at  progressive,  affiliated  VA  Medical 
Center.  Board  Certification  preferred.  Salary  and 
bonus  pay  commensurate  with  training  and  ex- 
periene.  Licensure  any  state.  Must  meet  English 
Proficiency  Requirements.  Allowable  moving  ex- 
penses payable.  Equal  Opportunity  Employer. 
Write  or  call  402-489-3802,  ext.  212,  Chief  of  Staff, 
VA  Medical  Center,  600  S.  70th,  Lincoln,  NE 
68510. 
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FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modern  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

WANTED:  Family  Physician  needed  to  share 
office  in  mid  Omaha.  Physician  willing  to  share 
owned,  fully  equipped,  building  in  busy,  growing 
area.  Terms  negotiable.  Area  badly  in  need  of 
additional  physicians.  Contact  (by  letter  only) 
Nebraska  Medical  Journal,  Box  009,  1512  First 
National  Bank  Bldg.,  Lincoln,  NE  68508. 

WANTED:  Family  Physician  in  eastern  Nebras- 
ka community  of  1,000  seeking  an  associate.  Stable, 
conservative  community  fifteen  miles  from  modem 
hospital.  New,  fully  equipped  clinic  building. 
Contact  (by  letter  only)  Nebraska  Medical  Jour- 
nal, Box  008,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

MEDICAL  DIRECTORS  AND  PHYSICIAN 
EXECUTIVES:  HealthAmerica  Corporation  offers 
rewarding  and  challenging  opportunities  in  medical 
management,  in  the  Omaha  area.  HealthAmerica  is 
one  of  the  country’s  leading  HMO  management  and 
development  companies,  currently  operating  pre- 
paid health  plans  nationwide,  with  a total  member- 
ship of  more  than  420,000.  You  can  experience  a 
satisfying  personal  and  professional  lifestyle  as  part 
of  a successful,  rapidly-growing  organization.  For 
more  information,  respond  with  curriculum  vitae  to 
Richard  M.  Cooper,  M.D.,  Senior  Vice-President, 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer) 

WANTED:  OB/GYN  practice  physician  for  choice 
rural  clinic  in  Southern  Minnesota.  The  clinic  is  a 
top  notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe 
benefits,  peer  relationships,  all  of  outstanding 
nature.  Opening  available  in  1984  or  1985.  Contact 
B.  J.  Boss  at  (507)  373-8251  or  (507)  377-1406,  or 
L.  E.  Shelhamer,  M.D.  at  (507)  373-8251  or  (507) 
377-1530,  or  write  the  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  MN  56007. 

WANTED:  ENT  physician  for  choice  rural  clinic 
in  Southern  Minnesota.  The  clinic  is  a top  notch, 
fee  for  service  group  in  Albert  Lea,  Minnesota,  of 
20  physicians.  Earnings,  fringe  benefits,  peer 
relationships,  all  of  outstanding  nature.  Opening 
available  in  1984  or  1985.  Contact  B.  J.  Boss  at 
(507)  373-8251  or  (507)  377-1406,  or  L.  E. 
Shelhamer,  M.D.,  at  (507)  373-8251  or  (507)  377- 
1530,  or  write  the  Albert  Lea  Clinic,  P.A.,  1620 
Fountain  Street,  Albert  Lea,  MN  56007. 

WANTED:  Family  Practice  physician  for  choice 
rural  clinic  in  Southern  Minnesota.  The  clinic  is  top 
notch,  fee  for  service  group  in  Albert  Lea, 
Minnesota,  of  20  physicians.  Earnings,  fringe 
benefits,  peer  relationships,  all  of  outstanding 
nature.  Opening  available  1984  or  1985.  Contact  B. 
J.  Boss  at  (507)  373-8251  or  (507)  377-1406,  or  L. 
E.  Shelhamer,  M.D.,  at  (507)  373-8251  or  (507) 
377-1530,  or  write  the  Albert  Lea  Clinic,  P.A.,  1620 
Fountain  Street,  Albert  Lea,  MN  56007. 
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FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HG/Poche 

References:  1.  Kales  J ef  a/:  Clin  Pharmacol  Ther 
12  691-697,  Jul-Aug  1971  2.  Kales  A etai.  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  a/: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
eta/:  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R ef  a/:  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  a/  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
ef  a I:  Pharmacology  26  121-137,  1983 


DALMANE’ @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  ot  insomnia  charac- 
terized by  difficulty  in  tailing  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g,,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


PROVEN  IN 
THE  PATIENT'S 
HOME 


FOR  A COMPLETE  NIGHT'S  SLEEP 


DALMANE 


flurazepam  HCI/Poche 

STANDS  APART 


15-MG/30-MG  CAPSULES 
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See  preceding  page  for  references  and  summary  of  product  information 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage.  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
•reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae) . Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  byC  difficile.  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Climtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy — Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500 -mg  doses 
Average  levels  wereO  18.  0 20,  0 21,  and  0 16  meg  ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-iike  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  m 40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae.  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 

References 

1 Antimicrob  Agents  Chemother . 8 91 . 1975 

2 Antimicrob  Agents  Chemother . 7 7 470,  1977 

3 Antimicrob  Agents  Chemother , 13  584,  1978 

4 Antimicrob  Agents  Chemother . 12  490.1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and  R Luthy). 
11880  Washington,  D C American  Society  for  Microbiology. 
1978 

6 Antimicrob  Agents  Chemother . 73  861.  1978 

7 Data  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by  G L 
Mandell,  RG  Douglas.  Jr , and  J.E  .Bennett),  p 487  New  York 
John  Wiley  & Sons.  1979 
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Cefaclor 

Pulvules® . 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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Washington otes 

Heroin  Again  Considered  for  Cancer 

The  heroin  controversy,  quiet  for  the  past 
three  years,  once  again  created  a stir  on 
Capitol  Hill.  This  time,  unlike  before,  legaliza- 
tion efforts  have  the  support  of  more  than  40 
Congressmen  and  a variety  of  physicians. 

A bill,  introduced  by  Rep.  Henry  Waxman 
(D-CA)  and  cleared  by  his  Energy  and 
Commerce  Subcommittee  on  Health  in  March, 
would  establish  a four-year  program  which 
would  make  heroin  available  to  physicians 
through  qualified  pharmacies.  It  would  require 
intravenous  administration  of  the  drug,  and 
restrict  use  to  cancer  patients  with  intractable 
pain. 

No  one  disputes  that  heroin  is  a very 
effective  painkiller,  yet  even  its  supporters 
concede  that  heroin,  if  legal,  would  help  only 
a handful  of  patients.  It  is  not  a wonder  drug 
and  should  be  used  only  to  ease  the  pain  of 
(Continued  on  page  6A) 
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You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  your  family, 

we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
■which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 

We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  you  are. 

We  make  the  intelligent  match. 

J OFFICE  OF  RURAL  HEALTH 

. / UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 

\ / Grand  Forks,  ND  5(201  (701)  777-3(40 

Contact:  Mary  Halan  Palton,  Ph.O. 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslvn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  -Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  6061  1 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 

American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Interim  Chief  Administrative 
Officer,  2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Richard  G.  Lester,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 


June  1984  Nebraska  Medical  Journal  3-A 


Since  1925 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Ddnley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108,  Lincoln,  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

tt  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8Mz  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicqs),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  814  x 11  in.  paper.  Each  Table  should  have  a title.  Dlustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  pllblication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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persons  who  can  find  relief  no  other  way,  they 
said. 

In  congressional  hearings,  legalization  of 
heroin  was  strongly  opposed  by  the  American 
Medical  Association  and  by  Edward  N.  Brandt, 
M.D.,  Assistant  Secretary  for  Health  of  the 
Department  of  Health  and  Human  Services. 
“There  is  no  clinical  evidence  to  support  the 
thesis  that  heroin  is  needed  to  improve 
physicians’  ability  to  manage  severe,  chronic 
pain,”  Dr.  Brandt  said. 

AMA  testimony  was  presented  by  Kathleen 
M.  Foley,  M.D.,  Chief  of  Pain  Service  at  Sloan- 
Kettering.  Education,  not  legislation,  is  the 
key,  she  and  Dr.  Brandt  told  Congressmen. 
“The  AMA  believes  that  where  cancer  patients 
suffer  needlessly,  it  is  not  due  to  a lack  of 
effective  analgesic  medications,  but  because  of 
ineffective  use  of  such  medications.  The  AMA 
is  working  to  ensure  that  physicians  are  aware 

(Continued  on  page  205) 
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This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
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dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 
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liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
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placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
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children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
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paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarme.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide  should  be  used  with 
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rences of  acute  renal  failure  have  been  reported  in  patients  on 
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with  Dyazide1.  The  following  may  occur:  transient  elevated  BUN 
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Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 
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has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide1,  although  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide1  is  supplied  in  bottles  of  1000  capsules: 
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THE  NEBRASKA  MEDICAL  JOURNAL 

In  Memory  of 
Doctor  Craig  Nolte 


Last  week  was  a sad  week  in  the  history  of 
medical  practice  in  Lincoln,  Nebraska.  On 
Thursday,  April  19,  1984,  Doctor  Craig  Nolte 
died  of  a heart  attack.  He  was  only  4 1 years  of 
age. 

A resident  of  Lincoln  most  of  his  life,  Doctor 
Nolte  earned  a bachelor’s  degree  at  the 
University  of  Nebraska  in  1963.  In  1966,  he 
graduated  from  the  University  of  Nebraska 
College  of  Medicine.  While  serving  as  a doctor 
in  Vietnam  in  1970,  Craig  became  the  youngest 
lieutenant  commander  in  the  history  of  the 
U.S.  Navy. 

He  has  been  associated  with  the  Lincoln 
Clinic  since  1972.  He  was  a member  of  the 
Board  of  Directors  of  the  Lincoln  Medical 
Education  Foundation;  a member  and  former 
secretary  of  the  Lancaster  County  Medical 
Society;  and  a Fellow  of  the  American  Associa- 
tion of  Family  Practitioners. 


He  was  a member  of  Phi  Beta  Kappa,  Beta 
Theta  Pi,  Alpha  Omega  Alpha,  Phi  Rho  Sigma, 
and  the  UNL  Rebounders  Club. 

An  avid  golfer,  he  won  the  Lincoln  Country 
Club  Swingfest  Golf  Tournament  in  1971.  He 
sang  in  a quartet  at  many  Gridiron  shows  at  the 
University  Club.  In  fact,  he  sang  in  and  helped 
write  the  skits  for  the  1984  shows,  just 
presented  recently. 

Everyone  liked  Craig.  He  was  the  kind  of  guy 
you  always  looked  forward  sitting  down  in  the 
doctors  lounge  and  discussing  any  current 
affairs.  He  was  a conscientious  family  phy- 
sician who  cared  very  deeply  for  his  patientsT 
As  a consultant,  I always  looked  forward  to 
working  with  Craig  with  his  patients. 

Even  though  his  wife  and  kids  will  miss  him 
most,  all  of  us  who  knew  and  loved  him  will 
miss  him,  and  never  forget  him. 

A.  Forker 


June  1984 
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Spinal  Cord  Stimulation  in  the 
Treatment  of  Chronic  Back  and 
Lower  Extremity  Pain  Syndromes 


INITIAL  efforts  to  use  spinal  cord 
stimulation  in  the  treatment 
of  pain  were  introduced  by 
Shealy  in  1967. 1,2  The  procedure,  based  on  the 
“gate  theory”  of  pain  proposed  by  Melzach 
and  Wall,1  initially  met  with  enthusiasm 
because  it  did  not  appear  to  produce  a 
structural  change  in  the  central  nervous 
system.  Early  reports  were  favorable  but  were 
uncontrolled  and  lacked  long  term  followup.2 * 4 
No  efforts  were  made  to  select  out  patients 
with  psychiatric,  psychosocial,  and  drug  fac- 
tors in  the  genesis  and  persistence  of  their  pain 
complaints.  The  above  led  to  an  equally  rapid 
decline  in  the  popularity  of  the  procedure  in 
the  treatment  of  chronic  pain  when  later 
reports  with  longer  followup  periods  docu- 
mented a very  low  rate  of  sustained  pain 
relief.5-6'7  The  above  information  caused  all  but 
a few  investigators  to  abandon  the  procedure 
entirely.  In  the  late  1970’s,  however,  a few 
centers  who  stressed  the  importance  of  patient 
selection  factors  published  data  supporting 
the  use  of  spinal  cord  stimulation  in  the 
appropriate  patient  population  and  demon- 
strated reasonable  success  rates.8  After  careful 
review  of  this  later  data,  the  staff  of  the 
University  of  Nebraska  Department  of  Neuro- 
surgery decided  in  early  1981  to  evaluate  the 
efficacy  of  this  procedure  locally  as  a part  of  a 
comprehensive  approach  to  pain  management. 
Because  of  prior  experience  with  the  proce- 
dure, one  of  the  authors  (LGL)  was  selected  to 
perform  this  evaluation. 

The  criteria  for  patient  selection  used  to 
define  the  patient  population  considered  for 
the  procedure  were  those  of  D.M.  Long9  and 
are  listed  below. 

1.  The  patient  should  have  a serious  physical 
problem  that  could  reasonably  be  the  cause  of 
the  pain  complaint. 

2.  The  patient  should  have  a basically 

normal  personality.  Depression,  anxiety  and 

sleeplessness  are  normal  responses  to  chronic 

pain  and  disability;  these  problems  should  be 

treated  before  interventional  procedures  are 
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carried  out,  but  they  do  not  constitute 
contraindications,  once  they  have  been  treated 
satisfactorily. 

3.  Drug  dependency  should  be  eliminated 
and  inappropriate  drug  use  terminated. 

4.  Comprehensive  assistance  with  psycho- 
social problems  is  mandatory. 

5.  If  these  four  criteria  are  fulfilled,  and  if 
the  patient’s  pain  warrants  additional  therapy, 
a trial  of  temporary  stimulation  is  in  order. 
Temporary  stimulation  should  relieve  the  pain 
effectively  over  a period  of  several  day. 

This  paper  defines  the  process  used  in 
selecting  the  patients,  describes  the  pro- 
cedure, and  reports  the  initial  results. 

Selection  Process: 

The  patients  are  initially  screened  on  an 
outpatient  basis.  If  the  patient’s  historical 
information  and  examination  meet  the  criteria 
listed  above,  they  are  admitted  to  the  hospital 
for  further  evaluation.  The  inpatient  studies 
performed  are  those  usually  utilized  to  docu- 
ment an  organic  problem  that  could  reason- 
ably cause  the  pain  complaint  and  consist  of  x- 
rays,  electromyography,  myelography,  and 
computerized  tomography,  dependent  on  the 
suspected  lesion.  The  patient  undergoes  in- 
tensive psychosocial  assessment  and  drug 
detoxification  if  necessary.  When  the  evalu- 
ations are  completed,  the  patient  is  reviewed 
to  determine  if  the  selection  criteria  have  been 

•"Correspondence  to:  Lyal  G.  Leihrock,  M.D  . Department  of  Neurosurgery. 
University  of  Nebraska  Medical  Center.  42nd  and  Dewey  Avenue,  Omaha,  NE 
r3105. 
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met.  If  they  have,  the  patient  is  offered  a 
temporary  trial  of  stimulation  to  determine  if 
stimulation  will  adequately  relieve  the  pain 
syndrome  over  several  days.  If  the  patient  does 
not  meet  the  selection  criteria,  he  is  informed 
stimulation  would  be  of  no  benefit  and  is 
discharged. 

Technique: 

The  technique  described  is  patterned  after 
Ray10  with  several  modifications.  The  tem- 
porary electrodes  are  placed  with  the  patient 
awake  but  sedated  mildly  and  placed  prone  on 
an  operating  room  fluroscopic  table.  A trans- 
verse incision  6 centimeters  in  length  is  placed 
between  two  spinous  processes  as  far  above 
the  lumbosacral  scar  as  possible  but  below  the 
conus  medullaris.  The  lumbosacral  fascia  is 
exposed.  Parallel  Tuoly  needles  are  placed 
into  the  spinal  epidural  space.  Guide  wires  are 
then  passed  via  the  needles  to  dissect  a 
path  for  the  electrodes.  This  is  performed 
under  fluroscopic  control  to  detect  any  areas  of 
resistance  or  misplacement.  The  guide  wires 
are  then  removed  and  replaced  with  the 
electrodes.  In  our  experience  the  optimum 
position  for  the  electrodes  is  stacked  one 
cephalad  to  the  other  at  the  conus  medullaris 
or  slightly  higher.  They  should  be  as  close  as 
possible  to  the  midline  with  the  negative 
(cathode)  electrode  most  cephalad.  The  pa- 
tient is  test  stimulated;  when  the  patient 
experiences  adequate  stimulation  in  all  areas 
of  pain,  the  electrodes  are  anchored  to  the 
lumbodorsal  fascia  with  a retaining  button 
sutured  in  place.  The  patient  is  then  sedated 
and  a subcutaneous  tunnel  placed  to  a stab 
wound  on  the  flank  on  the  dominant  hand  side. 
The  temporary  wires  are  connected  to  the 
electrodes.  The  temporary  wires  are  then 
passed  via  a silastic  tube  to  the  stab  wound 
and  the  silastic  tube  removed  laterally.  The 
wounds  are  irrigated,  closed,  and  dressed  in 
standard  fashion. 

The  patient  uses  the  device  for  5-7  days  to 
ascertain  its  efficacy  in  relieving  the  pain 
syndrome.  If  the  system  is  not  effective  in 
relieving  70%  or  more  of  the  patient’s  pain 
syndrome,  off  all  analgesic  medications,  the 
electrodes  and  temporary  wires  are  withdrawn, 
the  patient  allowed  to  recover,  and  is  dis- 
charged. If  the  stimulator  is  successful  in 
relieving  70%  or  more  of  the  patients  pain 


syndrome,  the  system  is  permanently  im- 
planted. 

The  permanent  implantation  is  accom- 
plished under  general  anesthesia  with  the 
patient  in  the  lateral  decubitus  position.  The 
back  incision  is  reopened  and  the  connection 
between  the  electrodes  and  temporary  wires 
isolated  and  disconnected  with  the  wires 
removed  laterally.  A 6 cm.  subcutaneous 
tunnel  is  placed  on  the  opposite  side  of  the 
temporary  wires  tunnel  to  a transverse  incision 
over  the  lower  ribs  at  the  anterior  axillary  line. 
A subcutaneous  pocket  is  made  below  the 
incision  to  hold  the  radiofrequency  receiver. 
The  tail  of  the  radiofrequency  receiver  is  then 
passed  through  the  subcutaneous  tunnel  to  the 
back  wound  and  connected  to  the  electrodes. 
The  wounds  are  irrigated,  closed,  and  dressed 
in  standard  fashion. 

The  patient  is  kept  in  the  hospital  2-3  days 
to  recover  and  learn  how  to  use  the  system. 

Results: 

The  procedure  has  been  performed  in 
fourteen  (14)  patients  at  the  University  of 
Nebraska  Medical  Center  and  Omaha  Vet- 
erans Administration  Hospital  in  the  past  30 
months.  The  clinical  characteristics  of  the 
cases  are  presented  in  Table  I.  The  procedure 
has  been  attempted  in  four  women  and  ten 
men.  In  two  patients  we  were  unable  to  obtain 
stimulation  in  the  areas  where  the  patients  had 
pain  and  the  procedure  was  abandoned.  One 
individual  had  a spine  fracture  several  years 
earlier  and  was  deafferented.  In  the  second 
case  the  patient  was  not  deafferented.  How- 
ever, despite  two  hours  of  effort,  no  stimu- 
lation could  be  obtained  below  the  buttocks.  In 
a third  patient,  who  had  had  prior  cordotomies, 
the  sensation  after  a few  hours  became 
intolerable  and  the  electrodes  were  withdrawn. 
In  the  remaining  eleven  patients,  three  had 
less  than  70%  relief  and  the  electrodes  were 
withdrawn.  In  the  remaining  eight  patients, 
who  obtained  greater  than  70%  relief,  4 had  a 
partial  result  which  means  they  were  no  longer 
on  narcotic  analgesics  but  would  occasionally 
take  Tylenol,  Motrin,  or  Darvon  for  pain  and 
had  residual  symptoms.  The  remaining  4 had  a 
good  result  and  are  off  all  analgesic  medi- 
cations and  asymptomatic  (Table  II).  Two  of 
these  four  patients  have  returned  to  work,  one 
full  time  and  the  other  part  time. 
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Table  I 

SUMMARY  OF  CLINICAL  DATA 


Case  No. 

Age, 

Sex 

Diagnosis 

Operations 

Duration 
of  Pain 

Localization 
of  Pain 

1 

56, M 

Lumbar 

Arachnoiditis 

2 

3 years 

Lumbar  spine 
and  both  legs 

2 

66, M 

Lumbar 

Arachnoiditis 

2 

9 years 

Lumbar  spine 
and  both  legs 

3 

33,  M 

Lumbar 

Arachnoiditis 

3 

1 ’/z  years 

Lumbar  spine 
and  left  leg 

4 

48, M 

Lumbar 

Arachnoiditis 

4 

1 0 years 

Lumbar  spine 
and  both  legs 

5 

56, M 

Lumbar 

Arachnoiditis 

5 

(including 
cordotomy  x2) 

19  years 

Lumbar  spine 
and  left  leg 

6 

56, F 

Lumbar 

Arachnoiditis 

2 

2 years 

Lumbar  spine 
and  both  legs 

7 

27, M 

Thoraco-Lumbar 
Arachnoiditis 
2nd  trauma 

1 

4 years 

Lumbar  spine 
and  both  legs 

8 

39, M 

Lumbar 

Arachnoiditis 

2 

4 years 

Lumbar  spine 
and  left  leg 

9 

54, F 

Root  Injury 

2 

cordotomy 

24  years 

Lumbar  spine 
and  right  leg 

10 

61  ,M 

Lumbar 

Arachnoiditis 

2 

1 1 years 

Lumbar  spine 
and  left  leg 

11 

69, M 

Lumbar 

Arachnoiditis 

2 

2 years 

Lumbar  spine 
and  both  legs 

12 

33, F 

Root  Injury 

3 

2%  years 

Lumbar  spine 
and  left  leg 

13 

57, M 

Lumbar 

Arachnoiditis 

2 

6 years 

Lumbar  spine 
and  right  leg 

14 

39, F 

Root  Injury 

3 

4 years 

Lumbar  spine 
and  right  leg 

Table  II 

SUMMARY  OF  RESULTS 


Unabl*  to 

Stimulate  Introlerable  Senaatlon  No  Partial  Good 

Case  * Area  Ot  Pain  to  Stimulation  Effect  Effect  Effect 


TOTAL  2 1 344 
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The  procedure  has  not  been  performed 
without  complication  (Table  III).  One  patient 
developed  infection  of  the  subcutaneous  tract 
during  trial  stimulation.  The  system  was 
removed  and  he  resolved  on  antibiotics. 
Another  patient  had  dislodgement  of  one  of 
the  electrodes  which  had  to  be  repositioned.  In 
the  remaining  two  patients,  one  developed 
electrode  insulation  disruption  and  had  a 
painful  short  in  the  flank.  The  other  had  an 
electrode  wire  fracture  and  received  no  stimu- 
lation. In  both  instances  the  elec- 

trodes had  to  be  replaced. 

Table  III 

COMPLICATIONS 

1.  Infection  during  trial  (1) 

2.  Electrode  Migration  (1) 

3.  Insulation  brake  and  short  (1) 

4.  Electrode  fracture  (1) 

Conclusions: 

These  preliminary  results  in  this  difficult 
patient  group  have  encouraged  us  to  continue 
to  offer  this  therapeutic  modality  in  selected 
patients  with  chronic  back  and  lower  extremity 


pain.  It  must  be  pointed  out  again  that  this 
group  is  highly  selected  and  the  procedure 
would  not  be  applicable  to  all  patients  with 
chronic  back  and  lower  extremity  pain  syn- 
dromes. 
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A Survey  of  Ambulatory 
Surgery  in  Nebraska 


INTEREST  is  developing  rapidly 
in  alternatives  to  traditional 
inpatient  hospital  care.  Patients 
like  the  convenience,  physicians  enjoy  the 
scheduling  efficiency  outpatient  treatment 
often  enjoys,  and  third  party  payers  and 
policymakers  are  attracted  to  perceived  cost 
savings.1 

Ambulatory  (or  same  day)  surgery  is  one 
type  of  outpatient  treatment.  It  includes  all 
surgery  in  which  patients  do  not  occupy  a 
hospital  bed  before  or  after  their  operation. 
Typically  patients  enter  the  facility  in  the 
morning,  have  their  operation,  and  go  home 
three  or  four  hours  later.  The  operation  can 
take  place  in  a hospital  with  no  special 

program  (traditional  hospital  outpatient  or 
HOP),  in  a hospital  within  a specific  unit  or 
program  (hospital-associated  ambulatory  sur- 
gical center  or  HAASC)  or  in  an  independent 
center  not  associated  with  any  hospital  (free- 
standing ambulatory  surgical  center  or  FSASC). 

Of  course,  not  all  surgery  can  be  performed 
on  an  outpatient  basis.  Major  procedures 
(cholecystectomy,  coronary  artery  bypass)  and 
most  procedures  performed  on  patients  with 
serious  health  problems  (heart  failure,  dia- 
betes) or  on  very  young  or  very  old  patients, 
must  include  a hospital  stay  of  some  length. 
However,  it  is  estimated  that  20  to  40  percent 
of  all  surgery  could  be  done  on  an  ambulatory 
basis.2  The  list  of  possible  procedures  grows 
constantly.  Each  facility  develops  its  own  list. 
That  of  the  Free-Standing  Ambulatory  Sur- 
gical Association  contains  203  different  pro- 
cedures. 

Ambulatory  surgery  is  an  old  idea  repopu- 
larized. In  the  pre-modern  era,  most  surgery 
was  done  in  patients’  homes.  With  the 
development  of  modern  anesthesia  and  sterile 
techniques,  hospital  surgery  began  to  enjoy 
better  outcomes,  and  became  the  more  popu- 
lar location  for  surgical  procedures. 

In  spite  of  the  concentration  of  surgery  in 
hospitals,  ambulatory  surgery  survived.  In 
1909  the  Royal  Glasgow  Hospital  for  Children 
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reported  good  outcomes  for  pediatric  out- 
patient surgery  in  a study  of  7,320  cases.  In 
1919  Dr.  Ralph  Waters  was  operating  a 
“downtown  anesthesia  clinic”  in  Sioux  City, 
Iowa  and  by  1923  he  had  opened  a free- 
standing surgical  service  in  Kansas  City.  An 
orthopedic  surgeon  named  Ruth  Jackson 
performed  procedures  in  her  office  during 
World  War  II.  DeGraff  Memorial  Hospital  in 
North  Tonawanda,  New  York,  began  per- 
forming outpatient  surgery  in  1947,  and  now 
40  percent  of  their  operations  are  ambulatory. 
With  the  development  of  new  anesthesia  gases 
and  techniques  that  reduced  anesthesia  time 
and  risks,  interest  quickened  in  the  early 
1960s.3  The  first  contemporary  free-standing 
ambulatory  surgical  center  (FSASC)  was 
opened  in  Providence,  Rhode  Island  in  1968 
by  Dr.  Charles  Hill.  Unfortunately,  it  failed, 
due  to  unwillingness  of  insurers  to  reimburse 
for  its  services,  and  a lack  of  local  physician 
support.  In  1970  a Phoenix  FSASC,  Surgi- 
center,  opened  and  prospered.  Presently  more 
than  150  FSASCs  are  in  operation  nationwide. 
In  1971  a successful  hospital-associated  am- 
bulatory surgical  unit  (HAASC)  opened  in 
Durham,  North  Carolina.  Although  it  was  not 
the  first,  it  provided  some  of  the  initial 
research  on  costs  and  quality.  There  are  now 
more  than  800  such  units.  Insurers  have  begun 
to  reimburse  ambulatory  centers  for  their 
sendees,  and  physicians  have  found  that 
ambulatory  surgery  programs  allow  them  to 
operate  efficiently.  Also,  patient  satisfaction  is 
high.  Ambulatory  surgery  has  strongly  estab- 
lished itself  as  an  important  part  of  the 
medical  care  system. 

According  to  a 1982  survey  done  by  Same 
Day  Surgery,4  Nebraska  has  six  formal 
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hospital-associated  ambulatory  surgical  cen- 
ters, and  one  free-standing  ambulatory  surgi- 
cal center.  Data  from  these  centers  are  not 
separately  reported  to  the  Nebraska  Depart- 
ment of  Health.  However,  as  part  of  their 
reporting  of  use  statistics,  hospitals  submit 
annual  reports  of  total  and  outpatient  surgical 
cases.  These  data,5  summarized  in  Figure  1, 
show  that  the  number  of  outpatient  operations 
has  increased  from  10,984  in  1973,  to  27,412 
in  1982.  This  represents  an  increase  from  10.1 
percent  of  all  operations  to  18.6  percent.  This 
increase  is  even  more  pronounced  in  the 
metropolitan  areas  (Lancaster,  Douglas,  and 
Sarpy  Counties),  where  outpatient  surgery  has 
increased  from  7.4  percent  of  the  total  in  1973 
to  23.3  percent  in  1982  (Figure  2).  Most 
hospitals  in  Nebraska  that  offer  surgical 
services  perform  some  of  these  procedures  on 
an  outpatient  basis.  In  fact,  most  ambulatory 
surgery  is  performed  outside  of  formal 
programs. 

Materials  and  Methods 

A mail  survey  was  undertaken  to  examine 
the  current  status  of  ambulatory  surgery  in 
Nebraska,  especially  in  hospitals  without 
“formal”  programs.  The  Nebraska  Hospital 
Association  kindly  provided  a list  of  71 
Nebraska  hospitals  providing  outpatient  sur- 
gical services.  The  survey  form,  with  a cover 
letter,  was  sent  to  these  hospitals,  plus  the  one 
free-standing  ambulatory  surgical  center  and 
the  one  health  maintenance  organization  in  the 
state.  A follow-up  letter  was  sent  four  weeks 
later  to  nonrespondents.  Fifty-one  forms  were 
returned,  of  which  21  were  usable.  This 
yielded  a response  rate  of  30  percent. 

The  data  were  tabulated  on  an  Apple  III 
microcomputer  using  the  Visicalc  program. 
(Apple  III  and  Visicalc  are  registered  trade- 
marks.) 

Results 

The  sample  includes  25.3  percent  of  all 
outpatient  surgical  procedures  performed  in 
Nebraska  in  1982,  20.1  percent  of  those  in 
1981,  17.5  percent  of  those  in  1980,  and  10.4 
percent  of  those  in  1979. 

The  proportion  of  ambulatory  procedures 
performed  under  general  anesthesia  has  re- 
mained fairly  steady  at  about  60  percent  the 
past  years. 


Figure  1 

AMBULATORY  AND  INPATIENT 
SURGICAL  PROCEDURES  IN  NEBRASKA 
1973-82 


Data  in  Figures  1 and  2 are  from  Nebraska  Department 
of  Health  statistics. 


Figure  2 

PERCENTAGE  OF  SURGICAL  PROCEDURES 
PERFORMED  IN  NEBRASKA  HOSPITALS 
ON  AN  AMBULATORY  BASIS 
1973-1982 


year 


Procedures 

Table  1.0  shows  the  percentage  of  total 
outpatient  procedures  for  each  specific  pro- 
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cedure  in  the  last  5 years.  Myringotomy, 
orthopedic  procedures, and  tonsillectomy  and 
adenoidectomy  have  increased  in  proportion  of 
total  procedures  over  the  past  5 years  while 
the  other  procedures  have  decreased  or 
remained  steady. 

Complications 

No  operative  deaths  were  reported  during 
the  five  years  in  the  sample  (22,658  total 
procedures).  Reported  complications  were 
very  rare,  with  one  episode  each  of  persistent 
nausea  and  vomiting  and  wound  infection  in 
1983,  and  one  episode  each  of  infection  and 
hemorrhage  in  1981.  In  the  years  1982,  1980, 
and  1979,  no  operative  complications  were 
reported. 


Table  2.0  shows  the  numbers  of  patients 
admitted  to  hospitals  in  the  seven  days  after 
operation.  All  the  admissions  in  the  row 
marked  “unknown  or  other  reason”  are  from 
one  large  urban  program  and  likely  represent 
admissions  for  reasons  of  surgical  complica- 
tions or  definitive  treatment.  There  does  not 
seem  to  be  any  systematic  change  in  post- 
operative hospitalization  rates  over  time. 

Staffing 

72.2  percent  of  responding  programs  used 
registered  nurses  as  administrative  directors, 
5.6  percent  used  physicians,  and  22.2  percent 
used  other  professionals  (such  as  professional 
administrators).  As  medical  director,  47.4 
percent  of  programs  had  a surgeon,  21.1 


Table  1.0* 

Outpatient  Surgical  Procedures 

Percent  of  Total 


Procedure 

1983** 

1982 

1981 

1980 

1979 

Myringotomy 

17.94 

5.81 

2.79 

1.31 

1.50 

Tubal  Ligation 

5.80 

12.78 

15.16 

15.60 

10.14 

D & C 

CM 

°o 

10.46 

11.79 

11.82 

11.01 

Orthopedic 

15.21 

10.3 

11.11 

10.31 

11.80 

Exc.  Skin  Lesion 

9.04 

12.40 

14.67 

15.85 

17.08 

Dental 

1.25 

1.60 

1.82 

0.96 

0.21 

Excision  Mass 

13.76 

12.56 

14.32 

14.81 

18.07 

Cystoscopy 

3.91 

2.29 

2.04 

2.18 

2.58 

Dx  Laparoscopy 

3.71 

3.89 

3.61 

2.97 

1.08 

T & A 

1.35 

1.01 

0.07 

0.47 

0.00 

Aug.  Mammoplasty 

0.17 

0.62 

1.48 

1.38 

2.83 

Other  Plastic 

2.70 

3.90 

3.90 

3.36 

4.28 

Other  & Misc. 

17.36 

17.95 

17.25 

18.99 

19.44 

Total 

100.02 

100.02 

100.01 

100.01 

100.02 

Table  2.0 

Postoperative  Admissions 


Reason 

1983* 

1982 

1981 

1980 

1979 

Surgical  Complication 

1 

— 

— 

— 

Definitive  Rx 

13 

5 

3 

1 

2 

Unknown  or  Other 
Reason 

36 

64 

60 

52 

46 

— 

— 

— 

— 

— 

Total 

50 

69 

. 63 

56 

48 

Rate/100  Procedures 

1.5 

0.9 

1.2 

1.4 

2.0 

♦Data  in  Tables  1-5  are  derived  from  the  current  survey 
♦♦Partial  Year. 
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percent  had  an  anesthesiologist,  and  31.6 
percent  had  other  types  of  physicians. 

Table  3.0  reveals  the  average  number  of 
various  professionals  staffing  ambulatory  sur- 
gical programs,  as  well  as  the  minimum  and 
maximum  numbers  in  individual  programs 
surveyed. 

In  47.4  percent  of  programs  ambulatory 
surgical  staff  are  separate  from  other  hospital 
staff.  In  36.8  percent  they  rotate  through  the 
inpatient  services.  In  the  other  15.8  percent  of 
programs  some  staff  rotate  and  some  are 
separate. 

The  number  of  surgeons  performing  ambu- 
latory surgery  in  Nebraska  has  nearly  doubled 
since  1979,  according  to  Table  4.0. 

Miscellaneous 

52.4  percent  of  programs  provided  “block” 
scheduling  to  physicians.  Services  are  pro- 
vided an  average  of  41.3  hours  per  week  by 
ambulatory  surgical  programs.  35  percent  of 
programs  have  routine  weekend  hours,  84.2 
percent  charge  patients  on  a “costs”  basis, 
16.7  percent  charge  procedure-specific  “flat” 
rates.  80  percent  of  programs  routinely  per- 
form hematocrit  (or  its  equivalent)  and  a 
urinalysis.  10  percent  routinely  perform  chest 
X-rays  and  electrocardiograms  (usually  only  in 
patients  of  greater  than  40  years  of  age).  15 
percent  routinely  perform  some  coagulation 
measure,  and  5 percent  do  a serum  potassium. 


Discussion 

These  results  must  be  viewed  with  skep- 
ticism for  several  reasons.  The  sample  repre- 
sents a small  (less  than  25  percent)  proportion 
of  total  ambulatory  surgical  procedures  per- 
formed in  Nebraska;  the  sample  is  non- 
random;  and  the  “Fifth  Amendment  Effect” 
(programs  with  non-flattering  data  tend  not  to 
report  those  date)  probably  operates. 

The  types  of  procedures  performed  are 
shown  in  Table  1.0.  This  sample  shows  a 
greater  proportion  of  orthopedic  procedures 
than  another  recent  study*5  and  proportionally 
about  half  as  many  dilation  and  curettage 
procedures.  Also,  there  are  proportionally 
fewer  plastic  surgical  procedures  in  this 
sample  than  in  the  St.  Louis  study'5  (4.74 
percent  versus  9.2  percent  for  1980).  The 
types  of  procedures  are  otherwise  similar. 

The  total  number  of  ambulatory  procedures 
increased  from  2,407  in  1979  to  a projected 
6,053  for  1983  — a 170  percent  increase.  This 
reflects  the  national  trend. 

The  absolute  lack  of  operative  deaths  is  not 
very  surprising.  Ambulatory  surgical  patients 
are  cautiously  selected,  and  not  subjected  to 
high  risk  emergency  procedures.  The  St. 
Louis  study  reported  one  death  in  500,000  pro- 
cedures, or  0.0002  percent.  Another  study 
gave  similar  findings.7  If  one  operative  death 
had  occurred  in  this  sample,  the  rate  would  be 
0.0044  percent.  Therefore,  it  seems  reason- 


Table  5.0 

Table  3.0  Nebraska 

Outpatient  Same-Day  Surgical  Procedures 


Average  Number 

Projections  to  1985 

Staffing 

Per  Program 

Range 

Number  of  Procedures 

Anesthesiologist 

0.9 

(0-8) 

Year 

(Projected) 

Uncertainty 

CNA 

1.34 

(0-6) 

1979 

23,057 

— 

RN 

7.37 

(0-33) 

1980 

23,165 

— 

LPN 

1.66 

(0-8) 

1981 

26,702 

— 

OR  Tech 

1.93 

(0-14) 

1982 

29,412 

— 

Aide/Orderlv 

. 2.07 

(0-15) 

1983 

(30,800) 

± 1,125 

Lah  Tech 

0.58 

(0-5) 

1984 

(37,545) 

i 5,477 

Other 

1.30 

(0-22) 

1985 

(46,900) 

jt  1 7,285 

Table  4.0 


1982 

1981 

1980 

1979 

No. 

Surgeons  using 

Facility  Once 

363 

274 

199 

197 

No. 

Surgeons  using 

Facility  1 Time/Week 

134 

117 

89 

75 
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able  to  believe  that  no  operative  deaths 
occurred  in  this  sample. 

The  rates  for  complications  are  more  in- 
consistent. This  study  found  only  4 reported 
complications  in  22,658  cases  for  a rate  of  .018 
percent.  The  St,  Louis  study  found  that  .05 
percent  of  patients  had  complications  requir- 
ing hospitalization.  Their  rate  for  minor 
complications  was  12.1  percent.  The  Nebraska 
rate  seems  much  lower,  and  may  be  due  to 
underreporting. 

The  rate  of  postoperative  admissions  (in  the 
seven  days  after  surgery)  experienced  by  this 
sample  is  about  five  times  that  of  the  St.  Louis 
sample.  Most  of  this  discrepancy  is  due  to  one 
program  that  reported  a large  number  of 
admissions  in  the  “other  reasons”  category. 
This  was  a hospital-based  program  and  these 
admissions  in  the  “other  or  unknown  reasons” 
category.  This  was  a hospital-based  program 
and  these  admissions  were  directly  from  the 
ambulatory  surgical  program  postoperatively. 
Perhaps  patients  who  took  longer  than  expected 
to  recover  from  anesthesia  were  admitted  to  an 
acute  bed  in  the  hospital-based  program, 
whereas  they  might  have  been  monitored  in  the 
recovery  room  in  a free-standing  program.  Or 
perhaps  this  program’s  patient  mix  leads  to 
many  direct  admissions  for  definitive  treat- 
ment after  diagnostic  procedures. 

As  expected,  the  administrative  directors  of 
most  programs  were  registered  nurses.  The 
medical  directors,  however,  were  mostly  sur- 
geons or  physicians  other  than  anesthesi- 
ologists. This  perhaps  reflects  the  smaller  size 
and  more  rural  character  of  many  of  the 
hospital  “programs”  in  this  sample.  (In  larger, 
more  urban  programs,  an  anesthesiologist 
tends  to  be  medical  director.) 

Of  the  professional  staffs  operating  ambula- 
tory surgical  programs,  less  than  half  are 
completely  separate  from  other  hospital  staff. 
Again,  this  reflects  the  small  size  and  informal 
nature  of  many  of  the  state’s  ambulatory 
surgical  programs. 

Nebraska  programs  average  41.7  operating 
hours  per  week  and  about  one-third  of  them 
have  regular  weekend  hours.  However,  it  was 
noted  that  the  smaller,  more  rural  programs 
seem  to  operate  for  shorter  hours  and  fewer 
days  per  week. 


Although  the  great  majority  of  programs 
charge  their  patients  on  a traditional  “costs” 
basis,  16.7  percent  are  using  a “flat  rate” 
method.  The  programs  using  flat  rates  tend  to 
be  formal,  urban  programs.  It  might  be 
anticipated  that  flat  rate  charging  will  become 
more  prevalent  as  diagnostic  related  groups 
(DRGs)  take  hold. 

Eighty  percent  of  Nebraska  programs  rou- 
tinely perform  a urine  analysis  and  a simple 
test  for  anemia  on  their  surgical  patients.  The 
use  of  chest  X-rays  and  electrocardiogram  is 
rare  (10  percent  each)  and  often  reserved  for 
those  over  40  years  of  age.  This  reflects  a 
national  trend  toward  fewer  screening  tests  in 
the  healthy  surgical  patient  in  ambulatory 
programs. 

Projections  of  ambulatory  surgical  volume  in 
Nebraska  through  1985  were  made  using  a 
graphic  extrapolation  technique  (Table  5).  A 
steady  increase  in  numbers  is  anticipated  as 
the  percentage  of  ambulatory  procedures  rises 
toward  the  20  to  40  percent  theoretical  level 
mentioned  above. 


Summary 

Ambulatory  surgery  is  increasing  in  popu- 
larity in  Nebraska.  Although  the  more  formal, 
larger  programs  tend  to  be  located  in  Lincoln 
and  Omaha,  this  style  of  surgery  is  present  and 
growing  statewide. 

The  types  of  procedures  performed  are 
similar  to  those  reported  in  other  recent 
studies  in  other  states,  although  orthopedic 
procedures  are  more  popular,  and  gynecologic 
procedures  less  so.  Mortality  and  morbidity 
are  unremarkable  in  the  present  survey,  but 
postoperative  admissions  seem  high  — pos- 
sibly because  the  programs  in  this  study  are 
hospital-based  while  other  studies  focus  on 
free-standing  centers. 

Better  reporting  of  ambulatory  surgical 
procedures  should  be  made  a part  of  the 
annual  hospital  statistical  reports.  Data  on 
numbers  and  types  of  procedures,  morbidity 
and  mortality,  types  of  anesthesia,  and  post- 
operative admissions  would  be  useful  in 
studying  the  development  of  ambulatory 
surgery  in  Nebraska. 
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Mental  Health  Boards  in  Nebraska 


INITIAL  hearings  for  civil  commit- 
ments of  mental  patients  or- 
dinarily take  place  within  some 
judicial  setting.  A few  states  in  the  U.S.  allow 
extended  involuntary  hospitalization  based 
upon  a physician’s  certification.1  In  Nebraska 
the  first  hearing,  and  almost  all  of  the 
subsequent  procedure  regarding  civil  commit- 
ment, takes  place  in  a lay  administrative 
setting.2 

Nebraska  law  creates  “mental  health 
boards,”  which  consist  of  an  attorney  and  two 
other  persons  with  some  interest  in  mental 
health.  The  Boards  are  appointed  by  district 
judges  and  chaired  by  the  attorney  member.  A 
brief  training  program  is  available  for  Board 
members  and  alternates.  These  are  usually 
offered  in  various  population  centers  in  the 
State,  to  which  the  rural  Board  members  must 
travel. 

Persons  thought  by  a relative  or  other 
individual  to  be  “mentally  ill  and  dangerous” 
receive  a preliminary  hearing  within  five  days 
of  the  petition  for  commitment.  If  the  in- 
dividual is  committed,  subsequent  hearings 
are  mandated  at  various  intervals.  During  the 
period  of  commitment,  the  Board  may  and 
often  does  review  — and  potentially  dis- 
approve — plans  for  treatment  and  disposition 
of  the  patient.2 

A number  of  psychiatrists  have  questioned 
the  ability  of  the  Boards  and  their  members  to 
make  psychiatrically  and  socially  sound  de- 
cisions about  such  complex  questions  as 
mental  illness,  commitment  and  treatment. 
The  procedure  involves  large  numbers  of  lay 
persons  at  crucial  points  in  the  commitment 
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process,  many  of  whom  are  from  rural  areas 
and  might,  by  inference,  be  assumed  to  be  less 
able  to  participate  objectively  in  this  medico- 
legal procedure.  In  order  to  examine  this  issue, 
the  authors  devised  a survey  instrument  and 
procedure  which  addressed  personal  and 
demographic  characteristics  of  Board  mem- 
bers. 

Method 

All  Nebraska  Mental  Health  Board  mem- 
bers and  alternates  received  a one-page 
questionnaire  which  contained  questions  re- 
lated to  age,  sex,  ethnic  background,  religion, 
marital  status,  education,  occupation,  family 
and  community  background,  present  living 
situation,  family  and  personal  psychiatric 
history  and  reasons  for  becoming  a Board 

*Reprint  requests  to:  William  H Reid.  M.D.,  M.P.H.,  Nebraska  Psychiatric 
Institute,  602  South  45th  Street,  Omaha,  Nebraska  68106. 
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member.  Anonymity  and  confidentiality  were 
assured.  Data  from  questionnaires  returned 
were  tabulated.  No  statistical  analyses  were 
performed. 

Results 

One  hundred  sixty  of  the  185  Board 
members  and  alternates  returned  the  ques- 
tionnaire (86.5%).  Six  of  these  were  blank  and 
one  was  from  a person  no  longer  serving  on  a 
Board.  The  final  sample  was  thus  153  (82.7% 
of  the  initial  185).  One  hundred  nineteen 
questionnaires  were  completed  by  Board 
members  (77.8%)  and  34  by  alternates  (22.4%). 
The  results  are  summarizes  in  Table  I and 
Table  II. 

Comments 

A completion  rate  of  82.7%  may  be  con- 
sidered quite  high  for  a mail  survey.  The 
authors  feel  the  survey  has  provided  an 
accurate  view  of  the  characteristics  surveyed, 
although  a few  questions  (such  as  that 
requesting  ethnic  background)  were  answered 
less  frequently  than  others.  Some  specific 
response  patterns  merit  brief  further  dis- 
cussion. 

Area  represented  refers  to  whether  the 
catchment  area  is  rural  (less  than  10,000  in  the 

TABLE  I 


RESPONSE 


Total  Members/Alternates 
Surveys  returned 

185 
1 58 

(85.4%) 

Surveys  completed 

152 

(82.2%) 

AGE  (151  Responses) 

< 25 
16-35 

0 

36 

(23.8%) 

36-45 

32 

(21.2%) 

46-55 

28 

(18.5%) 

56-65 

21 

(13.9%) 

> 65 

34 

(22.5%) 

SEX  (151  Responses) 

Male 

1 18 

(78.1%) 

Female 

33 

(21.9%) 

CURRENT  MARITAL  STATUS  (152  Responses) 

Married 

130 

(85.5% ) 

Di vorced/Separated 

9 

(6.9%) 

Widowed 

8 

(5.3%) 

Sinqle/Never  Married 

5 

(3.3%) 

NUMBER  OF  SIBLINGS  (152  Responses) 

0 

12 

( 7.9%) 

1 

48 

(31.6%) 

2 

34 

(22.4%) 

34- 

58 

(38.2%) 

BIRTH  ORDER  (152  Responses) 

60 

(39.5%) 

Oldest  of  2 or  more 

29 

(19.1%) 

Youngest  of  2 or  more 

63 

(41.4%) 

Neither/Only  child 
AREA  REPRESENTED  (149  Responses) 

Rural  (largest  community  <10,000 

90 

(60.4% ) 

In termed i ate 

(10,000-50,000  largest  community) 

42 

(28.2%) 

Urban  (>  50,000  largest  community) 

17 

(11.4%) 

BACKGROUND  IN  MENTAL  HEALTH  (150  responses) 

No  75 

(50%) 

Yes 

75 

(50%) 

If.  "Yes"  : 

Courses,  classes,  CME 

27 

(18.0%  of 

150) 

M.H.  Professional 

23 

(15.3%  of 

150) 

Psvchiat r i st 

5 

(3.3%  of 

150) 

"Practice  of  Medicine" 

1 4 

(9.3%  of 

150) 

Past  Board  Member 

13 

(8.7%  of 

150) 

Mental  Illness  in  Self  or  Family 

4 

(2.7%  of 

150) 

Other 

7 

(4.7%  of 

150  ) 

largest  community),  intermediate  (10,000- 
50,000  people  in  the  largest  community),  or 
urban.  Nebraska  has  only  two  cities  of  over 
50,000  population,  both  located  in  the  eastern 
portion  of  the  state. 

Background  in  mental  health.  Half  of 

those  responding  described  themselves  as 
having  a background  in  mental  health.  Twenty- 
three  were  mental  health  professionals  (15.3% 
of  those  responding);  27  (18%)  had  had  some 
kind  of  nonprofessional  coursework  or  con- 
tinuing medical  education  in  psychiatry;  13 
(8.7%)  were  past  Board  members;  15  (9.9%) 
were  .physicians  who  described  their  practice 
of  medicine  as  mental  health  background;  and 
five  (3.3%)  were  psychiatrists.  Four  board 
members  noted  personal  or  family  experience 
with  serious  mental  illness  as  evidence  of 
mental  health  background. 

Occupation.  About  one-third  of  those 
responding  were  attorneys  (one  is  required  on 
each  board).  There  were  many  physicians  (40; 
26.3%),  even  in  rural  areas.  Psychologists 
and  other  professional  persons,  often  from 
community  mental  health  centers,  made  up 
another  20%  of  those  responding.  Surprisingly, 
none  of  the  respondents  identified  themselves 

TABLE  II 

OCCUPATION  (151  Responses) 


Attorney  (Required  1 

each  board) 

52 

(34.4%) 

M.D. 

39 

(25.8%) 

Psychiatrist  5 

(3.3%) 

Psycholog ist 

13 

(8.6%) 

Ph  . D . 5 

(3.3%) 

Other  professional, 

including  R.N. 

17 

(11.3%) 

-White  Collar" 

21 

(13.9%) 

-Blue  Collar" 

0 

Farmer 

0 

"Housewi fe" 

8 

(5.3%) 

■Retired" 

1 

(0.7%) 

EDUCATION  (152  Responses) 

<9th  qrade 

0 

( 0.0%) 

9-1 1+  grade 

1 

( 0.7%) 

R.S.  Diploma  only 

1 1 

( 7.2%) 

Some  College 

1 

( 0.7%) 

BA/BS  Only 

6 

( 3.9%) 

Some  Graduate  School 

17 

(11.2%) 

Professional  Degree, 

Incl . R.N. 

116 

(76.3%) 

REASONS  FOR  BECOMING  A 

BOARD  MEMBER  (140 

Responses) 

"Appoi nted "/Asked 

89 

(63.6%) 

Personal  Interest 

25 

(17.9%) 

Past  Member/"Part  of 

job" 

14 

(9.2%) 

Service/Duty  to  Others 

24 

(17.1%) 

Community  Concern 

13 

(9.3%) 

Family  Mental  Illness 

2 

(1.3%) 

Other 

2 

(1.3%) 

ETHNIC  BACKGROUND  (134 

Responses ) 

Caucasian/Anqlo 

133 

(99.3%) 

Asian 

1 

(0.7%) 

Black 

0 

Mex/Amer ican 

0 

Native  American 

0 

RELIGION  (147  Responses) 

Protestant 

108 

(73.5%) 

Catholic 

27 

(18.4%) 

Jewi sh 

0 

Buddhist 

1 

(0.7%) 

Other 

3 

(2.0%) 

None 

8 

(5.4%) 

EARLY  HOME/COMMUNITY 

(142  Responses) 

Rural 

99 

(69.7% ) 

Intermediate 

20 

(14.1%) 

Suburban 

6 

(4.2%) 

Urban 

17 

(12.0%) 
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as  farmers.  There  were  three  individuals 
associated  with  local  newspapers  and  eight 
who  identified  themselves  as  “housewives.” 

Education  completed.  One  hundred  forty 
(91.5%)  of  those  responding  had  at  least  a 
college  degree.  One  hundred  seventeen  (76.5%) 
had  some  sort  of  professional  degree,  generally 
in  a medical  or  mental  health  profession.  Only 
one  person  had  not  graduated  from  high 
school. 

Reasons  for  becoming  a Board  member. 

The  most  common  reason  given  was  that  one 
was  “appointed”  or  “asked  by  the  judge.” 
Almost  all  attorneys  gave  this  response,  often 
describing  a pro  bono  responsibility.  Many 
respondents  mentioned  a wish  to  be  of  service 
to  the  community  and/or  concern  about  mental 
health  issues.  Only  two  respondents  described 
personal  or  family  experience  with  mental 
illness  as  a reason  for  becoming  a board 
member.  No  person  mentioned  the  financial 
compensation,  which  is  rather  small,  especially 
in  rural  areas.  Twelve  of  those  who  completed 
questionnaires  left  this  item  blank. 

Ethnic  background.  There  was  a large 
preponderance  of  Caucasians,  with  only  one 
person  reporting  a non-Anglo  background. 
This  may  indicate  statistical  underrepre- 
sentation since,  although  there  are  relatively 
few  minority  group  members  in  rural  Nebraska, 
the  minority  (e.g.,  Black)  population  of  the 
more  urban  areas  is  significant  and  fairly 
influential.  It  may  be  noted  that  this  item  had 
the  least  response  of  any  question  (135 
answering).  The  low  number  was  due  in  part  to 
persons  who  left  the  item  blank,  and  in  part  to 
answers  such  as  “American”  which  could  not 
be  further  differentiated. 

Religion.  Almost  three-quarters  of  the 
sample  (108  responding)  described  them- 
selves as  Protestant.  Within  this  group  were 
large  numbers  of  Lutherans,  Methodists,  Pres- 
byterians, and  Baptists.  Twenty-eight  respon- 
dents (18.9%)  were  Catholic.  There  were  no 
Jewish  respondents,  in  spite  of  significant 
Jewish  populations  in  the  larger  cities  of  the 
state.  After  completion  of  the  survey  one  of  the 
authors  discovered  that  one  of  the  unreturned 
questionnaires  had  been  that  of  a Jewish 
Board  member  who,  for  whatever  reason,  felt 
that  he  would  be  identifiable  because  of  his 
religion. 

Home/community  upbringing.  Almost 


70%  of  respondents  were  raised  in  rural 
communities,  usually  within  the  state  of 
Nebraska.  Persons  raised  in  urban  or  sur- 
burban  environments  (16.2%)  had  usually 
been  raised  in  Omaha;  however,  these  were 
more  likely  than  other  respondents  to  have 
grown  up  outside  the  state.  Since  the  ques- 
tions regarding  home  and  community  up- 
bringing were  entirely  open-ended,  it  is  dif- 
ficult to  infer  the  importance  of  other  com- 
ments made  by  respondents.  However,  only 
7%  described  their  families  as  having  serious 
problems.  8.5%  said  that  they  grew  up  in  a 
family  with  a physician  or  attorney  parent. 

Serious  mental  illness  in  the  family. 

Thirty  respondents  (19.9%)  described  psy- 
chiatric illness  requiring  hospitalization  in  a 
close  family  member.  Fifteen  (9.9%)  stated 
that  more  than  one  family  member  had  been 
hospitalized.  The  relatives  most  commonly 
mentally  ill  were  parents  (13)  and  siblings 
(eight). 

Mental  hospitalization  of  self.  Only  one 
person  reported  past  mental  hospitalization 
(0.7%).  This  was  for  an  alcohol-related  dis- 
order. 

Conclusion 

This  survey  supports  the  contention  that 
mental  health  boards  in  Nebraska  are  com- 
posed of  persons  who  are  well  educated  and 
prepared  for  the  administrative  and  social 
responsibilities  of  commitment  hearings.  The 
respondents  reflect  many  characteristics  of 
their  midwestern  backgrounds  and  mores.  We 
feel  that  concerns  about  the  negative  influence 
of  the  presence  of  lay  persons  on  mental  health 
boards  are  unlikely  to  be  borne  out  with 
respect  to  initial  commitment  hearings.  There 
remains  some  concern  about  the  Boards’ 
ability  to  make  timely  and  informed  decisions 
regarding  need  for  continued  hospitalization 
or  treatment  plans,  although  this  is  required  by 
Nebraska  law.  This  is  in  spite  of  the  several 
physicians  and  non-psychiatric  mental  health 
professionals  who  serve,  and  in  spite  of  the 
training  programs  (usually  conducted  by  attor- 
neys and  para-professionals)  for  new  members. 
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Seasonal  Variation  in  the  Incidence 
of  Childhood  Acute  Lymphocytic 
Leukemia  in  Nebraska 


ABSTRACT 

The  incidence  of  childhood  acute  lympho- 
cytic leukemia  (ALL)  during  1971-80  in 
eastern  Nebraska  was  examined  by  epidemi- 
ologic investigation.  Periodic  regression 
analysis  of  the  monthly  cumulative  rate  of  ALL 
revealed  statistically  significant  periodicity 
(P<0.05),  viz.  a bimodel  Fourier  curve  with 
peaks  in  the  spring  (March  and  April)  and  late 
summer-early  fall  (August  and  September). 
The  peak  spring  and  fall  ALL  rates  (8.0  and 
5.6  cases/105/month,  respectively)  differed 
significantly  (P<0.05  from  the  succeeding 
nadirs  (2.2  and  2.4  cases/105/month),  and  the 
best-fitting  fourier  curve  showed  excellent  fit 
to  the  average  monthly  time  series  data 
(correlation  coefficients. 93, P<0. 05).  Age- 
specific  cumulative  rates  (5.8,  2.3,  and  1.2 
cases/ UT/year  for  the  age  intervals  0-4,  5-9, 
and  10-14  years,  respectively)  showed  close 
agreement  with  corresponding  published  rates 
for  Iowa,  whereas  midwestern  rates  were 
higher  than  those  for  the  total  USA.  Results 
implicate  the  existence  of  important  seasonal 
forces,  perhaps  season-specific  viruses  and/or 
allergenic  factors,  in  the  etiology  of  childhood 
ALL. 

CHILDHOOD  acute  lymphocytic 
leukemia  (ALL)  typically  in- 
volves an  abrupt  transition 
from  homeostasis  to  hematopoietic  failure  due 
to  uncontrolled  lymphoblastic  proliferation. 
The  diagnosis  of  ALL  can  readily  be  estab- 
lished with  extreme  accuracy  by  examination 
of  the  bone  marrow,  and  this  is  usually  done 
within  a short  time  of  the  onset  of  symptoms.12 
These  factors,  viz.  abrupt  onset  coupled  with 
rapid  and  accurate  diagnosis,  enhance  the 
potential  of  epidemiologic  investigations  for 
revealing  temporal/spatial  disease  clustering  if 
it  exists. 

In  this  investigation,  we  have  examined  the 
occurrence  of  childhood  ALL  throughout  one 
decade  in  a midwestern  study  area.  Our 
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primary  objectives  were  to  estimate  the  age- 
specific  incidence  of  ALL  and  elucidate  salient 
features  of  temporal  variation  in  the  cumula- 
tive rate  of  this  disease. 

Materials  and  Methods 

Tumor  registries  of  eighteen  pediatric  medi- 
cal institutions  located  in  Nebraska  and  adjacent 
states  were  reviewed  to  ascertain  all  cases  of 
ALL  occurring  during  1971-1980,  inclusive,  in 
patients  under  15  years  of  age  whose  residence 
at  diagnosis  was  in  the  eastern  Nebraska  study 
area  of  Figure  1.  The  survey  included  all 
hospitals  and  medical  centers  in  Omaha, 
Lincoln,  and  South  Sioux  City,  Nebraska; 
Council  Bluffs  and  Sioux  City,  Iowa;  and 
Yankton  and  Sioux  Falls,  South  Dakota.  These 
are  the  only  known  medical  institutions  of  the 
study  area  with  pediatric  staff  and  facilities 
specifically  designed  for  the  primary  and 
continued  care  of  childhood  ALL.  To  the  best 
of  our  knowledge,  all  patients  manifesting  this 
disease  during  the  specified  time  period  of 
interest  were  either  referred  through  or  treated 
primarily  at  one  of  these  centers.  Complete 
ascertainment  of  cases  has  therefore  been 
assumed. 

Medical  records  of  the  ALL  patients  were 
reviewed  to  retrieve  the  date  of  diagnosis  by 
bone  marrow,  the  nature  and  date  of  onset  of 

‘Reprint  requests  Rashid  A.  Al-Rashid,  M.D  . Department  of  Pediatrics, 
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FIGURE  1 


prodromal  symptoms,  age  at  diagnosis,  sex, 
and  county  of  residence.  Age-specific  census 
data  for  1970  and  1980  were  obtained  for  the 
entire  study  area  plus  individual  counties.3  4 
(Table  1)  and  utilized  for  estimation  of  annual 
age-specific  incidence  rates  by  the  formula 
q=l-(l-x/n)5  where  x=the  number  of  cases 
and  n=the  mid-census  for  each  five-year  age 
interval.  Separate  estimates  were  computed 
for  the  age  intervals  0-4,  5-9,  and  10-14  years. 
The  cumulative  cancer  risk,  i.e.  the  cumulative 
rate  of  ALL,  was  then  estimated  by  the 
formula  R=  1 -II(  1 -q)  for  the  age  interval  0-14 
years.5  All  rates  were  converted  to  the  number 
of  cases  per  105  population. 

In  order  to  examine  trends  in  the  onset  of 
ALL,  monthly  estimates  of  cumulative  risk 
were  obtained  for  the  120  consecutive  months 
of  the  study.  Estimation  formula  for  the 
monthly  rates  are  the  same  as  given  above 
except  that  X=the  number  of  age-specific 
cases  occurring  in  a particular  month.  The  time 
of  disease  onset  was  determined  from  the  date 
of  diagnosis  based  on  examination  of  the  bone 
marrow.  This  date  provided  a nonsubjective 


Table  1.  Census  data  for  epidemiologic  study  area 
of  eastern  Nebraska,  1970  and  1980.* 


Age  Interval  (yrs) 

1970 

1980 

0 • 

• 4 

103,347 

102,864 

5 ■ 

• 9 

125,493 

99,106 

10  • 

14 

128,648 

102,710 

*Data  from  US  Bureau  of  the  Census3  4 


measure  of  the  time  of  disease  onset  and  was 
present  in  the  medical  records  of  each  patient. 
Furthermore,  the  interim  between  initial  symp- 
toms and  bone  marrow  confirmation  of  ALL 
was  short  as  will  be  discussed. 

The  monthly  time  series  data  were  sub- 
sequently examined  by  analysis  of  variance  in 
order  to  elucidate  temporal  effects  and  test  the 
goodness  of  fit  to  a periodic  Fourier  curve.  The 
format  of  the  analysis  of  variance  is  similar  to 
that  suggested  by  Bliss  for  a periodic  regression 
analysis.6  Comparisons  of  the  mean  monthly 
rates  of  ALL  were  made  utilizing  t tests 
derived  from  the  error  mean  square  of  the 
analysis  of  variance.7 

To  test  for  a possible  linear  association 
between  ALL  and  population  density,  annual 
cumulative  rates  of  ALL  for  individual 
counties  were  regressed  on  the  county  pop- 
ulation densities  (expressed  as  the  number 
of  persons  per  square  mile).  Tests  of  signifi- 
cance were  based  on  least  squares  regression 
analysis.7 

Results 

A total  of  101  cases  of  childhood  ALL  were 
diagnosed  in  the  eastern  Nebraska  study  area 
during  1971-1980  (Table  2).  Derived  esti- 
mates of  the  annual  age-specific  incidence  of 
ALL  for  Nebraska  are  contrasted  with  rates  for 
Iowa  and  the  total  USA  in  Table  3 (compara- 
tive rates  are  from  the  surveillance,  epidemi- 
ology, and  end  results  program  conducted  by 


June  1984  Nebraska  Medical  Journal  193 


the  National  Cancer  Institute  during  1973- 
1977.8'9 

Nebraska  and  Iowa  incidence  rates  of 
childhood  ALL  for  corresponding  age  intervals 
are  remarkably  similar  and  slightly  higher  than 
figures  for  the  total  USA  (Table  3).  The 
similarity  of  the  midwestern  rates  tends  to 
corroborate  the  accuracy  of  the  independent 
surveys  from  which  they  were  estimated. 
Based  upon  t tests,  the  Nebraska  incidence  of 
5.8  cases  per  105  population  in  the  0-4  age 
group  is  significantly  higher  (P<0.05)  than  the 
USA  rate,  whereas  other  differences  between 
corresponding  Nebraska  and  USA  rates  do  not 
reach  statistical  significance. 

Table  2.  Observed  number  of  cases  of  childhood 
acute  lymphocytic  leukemia  in  eastern 
Nebraska,  1971-1980. 


Age  of  Onset  (years) 


Month  of  Onset 

0-4 

5-9 

10-14 

Combined 

Jan 

4 

2 

0 

6 

Feb 

4 

2 

3 

9 

Mar 

7 

3 

1 

11 

Apr 

11 

3 

3 

17 

May 

4 

1 

2 

7 

Jun 

4 

1 

1 

6 

■Jul 

0 

4 

1 

5 

Aug 

6 

5 

1 

12 

Sep 

6 

2 

2 

10 

Oct 

7 

0 

0 

7 

Nov 

3 

2 

0 

5 

Dec 

5 

1 

0 

6 

Totals 

61 

26 

14 

101 

Table  3.  Annual  age-specific  incidence  per  100,000 
of  childhood  acute  lymphocytic  leukemia  in 
eastern  Nebraska,  1971-1980,  relative  to  Iowa 
and  USA,  1973-1977. 


Age  Interval  (yrs) 

Nebraska* 

Iowat 

USAt 

0 - 4 

5.8  (0.75) 

5.7 

4.5 

5 - 9 

2.3  (0.45) 

2.6 

2.3 

10  - 14 

1.2  (0.32) 

1.5 

1.3 

Totals 

0 - 14 

47.2  (4.7) 

48.0 

44.5 

*Standard  error  in  parenthesis. 

t Iowa  and  USA  data  from  surveillance,  epidemiology 
and  end  results  program  of  the  National  Cancer 
Institute89 


The  observed  age  of  onset  distribution  of 
childhood  ALL  is  given  by  sex  in  Figure  2. 
These  distributions  are  typical  of  previous 
reports  of  the  age  of  onset  in  childhood  ALL, 
i.e.,  a pronounced  exponential  rise  with  the 
peak  frequency  occurring  at  age  three,  fol- 
lowed by  a more  gradual  exponential  decline  in 
the  distribution.10  The  male  to  female  ratio 
estimated  from  the  current  study  is  1.35  which 
is  also  in  close  agreement  with  the  results  of 
prior  studies.1-210 


Results  of  the  periodic  regression  analysis  of 
time  series  data  are  shown  in  Table  4. 
Partition  of  the  variation  among  months 
according  to  a three-component  sine  curve 
model  was  significant  by  an  F test  at  the  0.05 
level  of  probability.  Other  mean  squares  in  the 
analysis  do  not  approach  statistical  signifi- 
cance; hence  year  effects  and  interaction 
effects  were  not  detectable  and  only  minor 
variation  was  attributable  to  scatter,  i.e.,  lack 
of  fit  of  the  periodic  regression  model  to  the 
average  monthly  rates  of  ALL.  All  F tests  were 
made  utilizing  the  error  variance  from  the 
analysis  of  variance  in  the  denominator  of  the 
F ratio. 

Average  cumulative  rates  of  ALL  by  month 
together  with  the  best-fitting  Fourier  curve  are 
depicted  in  Figure  3.  The  pronounced  bio- 
modality of  the  curve  is  evident  with  peaks  in 
the  spring  (March  and  April)  and  late  summer- 
early  fall  (August  and  September).  The  three 
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component  sine  curve  shows  excellent  predic- 
tive fit  to  the  average  monthly  data  (correlation 
coefficient=0.93,  P<0.05).  The  faint  third 
peak  in  early  winter  arose  primarily  because  of 
five  observed  cases  in  December  of  1978  and 
1979.  The  vertical  bar  in  Figure  3 indicates  the 
size  of  a difference  between  two  means 
required  for  statistical  significance  by  a one- 
tailed  T-test,  (P<0.05).  Clearly  the  peaks  and 
nadirs  of  the  bimodal  pattern  of  means  differ 
significantly  from  one  another. 

For  completeness  we  also  examined  the 
monthly  distribution  of  disease  onset  among 
all  pediatric  ALL  patient  records  reviewed.  A 
total  of  158  consecutive  patients  were  ad- 
mitted to  the  area  hospitals  surveyed  during 
the  study  period  (101  from  the  Nebraska  study 
area  and  57  additional  cases  from  adjacent 
locations).  As  expected,  the  monthly  distribu- 
tion of  cases  in  the  total  consecutive  series  of 
patients  (shown  in  Table  5)  is  highly  correlated 
with  the  bimodal  pattern  evident  in  the 
average  monthly  incidence  of  ALL  (correlation 
coefficients. 80,  P<0.01). 

The  frequency  of  prodromal  symptoms 
occurring  among  cases  is  given  in  Table  6. 
Hematologic  signs  viz.  epistaxis,  petechiae 
and/or  purpura,  and  fever  were  present  in 
approximately  60%  of  patients  prior  to  diag- 
nosis. A flu-like  prodrome  characterized  by  low 
grade  fever,  fatigue,  and  malaise  occurred  in 
41%  of  patients.  Also,  lymphadenopathly  and 


unusual  bone  and/or  stomach  pain  occurred  in 
a substantial  number  of  patients. 

The  approximate  interim  between  the  onset 
of  prodromal  symptoms  and  the  diagnosis  of 
ALL  by  bone  marrow  examination  was  given  in 
82%  of  the  medical  records  surveyed.  How- 
ever, the  history  of  prodromal  symptoms  was 
usually  sketchy  and  somewhat  subjective 
being  dependent  upon  the  recall  and  retro- 
spective opinion  of  parents  and  relatives.  The 
average  interim  was  19.5  days  (range:  1-60 
days)  with  90%  of  the  diagnoses  being 
confirmed  within  40  days  of  the  alleged  initial 
symptoms.  Thus,  transition  from  health  to 
disease  was  generally  quite  abrupt  and  utiliza- 
tion of  the  date  of  bone  marrow  examination 
appeared  to  provide  a reliable  measure  of  the 
time  period  during  which  this  transition  was 
occurring. 

Two  of  the  101  ALL  patients  were  con- 
genitally affected  by  Down’s  Syndrome.  How- 
ever, both  of  these  patients  were  hematologi- 
cally  stable  until  an  abrupt  transition  to  the 
leukemic  state  occurred  concomitant  with 
a two-week  flu  prodrome. 

Finally,  the  regression  of  county  cumulative 
rates  of  ALL  on  population  density  was  not 
significantly  different  from  zero.  This  indicates 
an  absence  of  any  detectable  association 
between  ALL  and  population  density  in  the 
study. 


FIGURE  3 
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Table  4.  Analysis  of  variance  of  the  monthly 
cumulative  rates  of  childhood  acute  lymphocytic 
leukemia  in  eastern  Nebraska,  1971-1980. 


Source  of  Degrees 

Variation  of  Freedom 

Mean 

Square 

F Test 

Years  (Cycles) 

9 

6.8 

ns* 

Months  (Fourier  Curve) 

6 

43.0 

P<0.05 

Scatter  about  curve 

5 

10.1 

ns 

Fourier  curve  X Years 

54 

21.5 

ns 

Error 

45 

16.6 

Total 

119 

*ns  denotes  nonsignificant  F ratio. 


Table  5.  Frequency  of  prodromal  symptoms  among 
childhood  acute  lymphocytic  leukemia  patients. 

Symptom  Frequency  (%) 

Hemorrhage 63 

Fever 61 

Flu-like  prodrome 41 

Lymphadenopathy 33 

Bone/Stomach  Pain 40 


Table  6.  Distribution  of  acute  lymphocytic  leukemia 
among  consecutive  pediatric  patients  ages  0-14 
years  by  month  of  diagnosis. 


Month  of 

Number 

Relative 

Diagnosis 

of  Cases 

Frequency  (%) 

Jan 

12 

7.6 

Feb 

14 

8.9 

Mar 

14 

8.9 

Apr 

19 

12.0 

May 

13 

8.2 

Jun 

13 

8.2 

Jul 

8 

5.1 

Aug 

17 

10.8 

Sep 

17 

10.8 

Oct 

16 

10.1 

Nov 

8 

5.1 

Dec 

7 

4.4 

Totals 

158 

100.1 

Discussion 

Findings  of  significant  periodicity  in  the 
average  monthly  cumulative  rate  of  childhood 
ALL  in  the  midwest  with  peaks  in  both  the 
spring  and  late  summer-early  fall  prompted 
our  search  for  correlative  environmental 


factors.  Table  7 shows  selected  climatologic 
factors  in  eastern  Nebraska  together  with  the 
average  monthly  rates,  age  at  diagnosis,  and 
sex  distribution  of  ALL. 

Climatologic  factors  coinciding  with  the 
spring  peak  in  ALL  include  pollenosis  due  to 
predominantly  tree  pollen,11  rapid  tempera- 
ture fluctuations,  a rather  abrupt  rise  in 
minimum  temperature  above  freezing  in  April, 
relatively  high  wind  conditions,  and  increased 
moisture.  Factors  coinciding  with  the  late 
summer-early  fall  peak  include  pollenosis  due 
to  predominantly  weed  pollen,11  rapid  tem- 
perature fluctuations,  a gradual  decline  in 
temperature  and  increased  exposure  of  ioniz- 
ing radiation  of  the  sun.  Despite  these 
empirical  observations,  the  only  factor  which 
shows  significant  statistical  correlation  with 
the  average  monthly  ALL  rate  throughout  the 
year  is  the  pollen  count  (correlation  coefficient 
=0.67,  PC0.01). 

The  coincident  timing  of  the  tree  and  weed 
pollen  seasons  with  the  observed  peaks  of  ALL 
incidence  is  suggestive  of  an  etiologic  associa- 
tion. The  role  of  pollen  in  the  transmission  of 
allergens  is,  of  course,  well  recognized;  how- 
ever, none  of  the  leukemic  patients  studied 
were  reported  to  manifest  allergic  disease.  In 
speculation,  perhaps  individuals  who  develop 
ALL  fail  to  mount  a typical  hypersensitivity 
response  thereby  affording  easy  accessibility 
to  the  blood  stream  of  inhalant  allergens  which 
stimulate  lymphocyte  proliferation  and  blastic 
transformation  rather  than  IgE  production.  In 
favor  of  this  hypothesis,  various  allergenic 
extracts  have  been  shown  to  stimulate  trans- 
formation of  cultured  lymphocytes  from  non- 
allergic  individuals,12  and  certain  kinds  of 
pollen  and  plant  constituents  are  potent 
lymphoproliferative  agents  in  vitro  e.g.  poke- 
weed  pollen  and  plant  lectins  such  as  phyto- 
hemagglutinin.13 Presumably,  allergenic  syner- 
gistically  with  oncogenic  viruses  which  infect 
the  body  simultaneously  (in  fact  it  is  con- 
ceivable that  pollen  could  be  a vector  for  the 
transmission  of  such  viruses,  though  there  is 
no  precedent  for  this  in  the  literature).  A 
similar  postulate  espoused  by  Klein14  to 
explain  the  genesis  of  Burkitt’s  lymphoma 
involves  (1)  latent  infection  with  Epstin  Barr 
virus  (EBV)  and  (2)  an  environmental  mito- 
genic factor  (malaria)  which  (3)  synergistically 
promote  lymphoproliferation  and  elevate  the 
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Table  7.  Features  of  childhood  acute  lymphocytic  leukemia  and  selected  climatologic  measures 


in  eastern  Nebraska,  1971-1980. 


Month 

Incidence® 
per  105 

Onset 

(yrs) 

Frequency*5 
of  males 

Pollen0 

count 

Temperature  (C)^ 
Norm  Low  High 

Rainfall 

(mm) 

Wi  nd speed 
(Hrph) 

Sky6 

cover 

Jan 

2.8  (1.0) 

4.1  (0.8) 

3/6 

0 

-7 

-13 

-2 

23 

16.6 

6.2 

Feb 

4.1  (0.8) 

6.7  (1.4) 

6/9 

0 

-3 

-9 

2 

20 

16.9 

6.5 

Mar 

5.2  (1.1) 

5.5  (0.9) 

7/11 

16 

4 

-2 

10 

58 

18.5 

6.7 

Apr 

8.0  (1.8) 

5.6  (0.9) 

9/17 

48 

12 

5 

18 

74 

19.0 

6.2 

May 

3.3  (1.4) 

6.2  (1.8) 

3/7 

28 

17 

11 

23 

112 

15.6 

6.2 

Jun 

2.8  (1.0) 

5.7  (2.0) 

4/6 

19 

23 

16 

30 

79 

15.0 

4.9 

Jul 

2.2  (0.7) 

7.6  (0.8) 

4/5 

20 

26 

19 

32 

71 

12.6 

4.6 

Aug 

5.6  (2.3) 

5.8  (0.9) 

7/12 

64 

24 

18 

30 

86 

13.4 

5.0 

Sep 

4.7  (1.0) 

5.2  (1.2) 

4/10 

52 

19 

12 

26 

89 

14.0 

4.2 

Oct 

3.4  (1.0) 

3.1  (0.4) 

6/7 

16 

12 

5 

19 

64 

14.2 

5.1 

Nov 

2.4  (1.4) 

4.4  (1.5) 

2/5 

0 

4 

-2 

9 

43 

16.3 

6.2 

Dec 

2.9  (1.6) 

3.4  (0.7) 

3/6 

0 

-3 

-8 

2 

18 

16.3 

6.9 

a Monthly  mean  values  are  given  for  the  period  1971-1980;  standard  errors  of  means  are  in  parentheses,  b The 
frequency  of  males  is  based  on  pooled  data  per  month,  c Mean  pollen  counts  were  derived  from  unpublished  data 
for  1973-1977  supplied  by  the  Douglas  County  Department  of  Health,  Qmha,  Nebraska,  courtesy  of  Mr.  Charles  M. 
Dus.  d Mean  climatologic  values  were  derived  from  climatologic  data  of  the  U.S.  Department  of  Onnneree  for 
Qmha,  Nebraska,  1971-1980.  e Sky  cover  is  expressed  in  a range  of  0 for  no  clouds  or  obscurring  phenomena  to  10 
for  complete  sky  cover. 


chance  occurrence  of  carcinogenic  somatic 
mutations. 

Among  the  viral  species  suspected  of  pos- 
sessing leukomogenic  activity,  EBV,  because 
of  its  apparent  capability  of  stimulating 
lymphoproliferation,15  has  been  studied  most 
extensively.  It  is  well  known  that  latent  viruses 
of  the  Herpes  classification  can  be  reactivated 
by  changes  in  their  endogenous  environment 
e.g.  fever,  immunosuppression,  exposure  to 
ionizing  radiation,  stress,  etc.16  Furthermore, 
some  studies  indicate-the  existence  of  bimodal 
patterns  of  seasonal  incidence  for  infectious 
mononucleosis  and  Burkitt’s  lymphoma,  both 
of  which  have  been  causally  linked  with 
EBV.171819'20  In  view  of  these  findings  and  the 
results  herein,  interaction(s)  between  seasonal 
factors  and  potentially  leukomogenic  viruses 
such  as  EBV  may  also  play  a vital  role  in  the 
development  of  ALL. 

Other  examples  of  viral  infections  with 
known  periodicity  in  midwestern  populations 
include  influenza  which  peaks  in  the  winter 
months,21  and  infections  due  to  enteric  viruses, 
particularly  the  ECHO  strains,  which  peak  in 
the  late  summer  months.22  However,  neither 


influenza  or  enteric  viral  species  have  proven 
oncogenic  potential  or  have  been  regarded  as 
of  importance  in  the  etiology  of  human  ALL. 
Seasonality  in  the  infectivity  or  retroviruses 
which  are  also  suspect  in  the  etiology  of 
leukemia  has  apparently  not  yet  been  studied. 

As  a word  of  caution,  there  is  the  likelihood, 
albeit  small  (less  than  5 percent)  that  the 
observed  seasonal  variation  in  the  monthly 
incidence  of  childhood  ALL  arose  purely  due 
to  chance  rather  than  being  induced  by 
seasonal  forces.  Furthermore,  conflicting  re- 
sults of  prior  investigations  make  it  impossible 
to  settle  the  question  as  to  whether  the  effect 
of  season  on  the  occurrence  of  ALL  might  be  a 
general  biologic  phenomenon.23  Moreover,  the 
conclusions  of  many  prior  studies  are  tenuous 
since  results  are  based  on  pooled  numbers  of 
hospital  cases  per  month  with  no  defined 
denominator.  It  is  important  to  note  that 
seasonality  can  best  be  tested  by  examination 
of  time  series  incidence  data. 

In  summary,  this  study  has  shown  statistically 
significant  periodicity  in  the  monthly  cumula- 
tive rate  of  childhood  ALL  in  a midwestern 
USA  state  with  peaks  occurring  in  the  spring 
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(March  and  April)  and  late  summer-early  fall 
(August  and  September).  These  findings  im- 
plicate important  seasonal  forces,  perhaps 
season-specific  viruses  and/or  allergenic 
factors,  in  the  etiology  of  childhood  ALL. 
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Memories  of  Medicine 


MY  retirement  from  25  years  of 
solo  private  practice  in  San 
Francisco  came  in  1969  when  an 
offer  was  received  of  a position  in  the  Depart- 
ment of  Clinics,  University  of  California,  San 
Francisco.  That  sounded  great,  9 to  5 with  a 
whole  hour  off  at  noon  five  days  a week! 

It  was  for  the  management  of  employee 
health  services  and  consisted  of  routine 
periodic  physical  examination  of  employees. 
There  was  also  the  screening  of  patients  for 
the  clinics  and,  that  vague  Military  phrase, 
“other  duties  as  assigned.” 

The  work  was  interesting,  but  it’s  fascination 
ebbed  with  the  limited  amount  of  challenge  to 
be  derived  from  an  annual  physical  examina- 
tion of  healthy  people.  About  the  same 
sentiment  applied  to  non  emergency  medical 
triage  when  it  became  a steady  diet.  But 
change  was  in  the  making.  The  director  of  out 
patient  services  and  chief  of  the  clinics  for 
many  years  was  retiring,  and  I too,  was  at  the 
age  of  retirement.  Moreover,  a university  rule 
long  on  the  books  but  not  enforced  was 
invoked:  All  employees  upon  reaching  the  age 
of  retirement  would  retire!  I wasn’t  ready  to 
retire,  not  that  conclusively. 

The  change  for  me  came  in  the  form  of  an 
offer  to  become  director  of  the  Health  Clinic 
for  the  Sacramento  Army  Depot.  This  clinic, 
an  attached  service  for  the  Army  Depot,  was 
under  the  aegis  of  Letterman  Army  Medical 
Center,  Presidio  of  San  Francisco,  and  I was 
attached  to  Letterman  for  professional  ad- 
ministrative purposes.  Work  at  the  Health 
Clinic  had  both  interest  and  variety.  It  was 
made  up  of  two  main  elements: 

1.  Clinical  Medicine  for  patient  care  of  both 
active  duty  and  retired  military  personnel 
and  their  dependents;  and,  the  main  thrust, 
2.  Preventive  and  industrial  medicine. 

The  Depot  was  comparable  to  a manufactur- 
ing plant  where  several  thousand  employees 
were  engaged  in  work  that  ranged  from  manual 
labor,  through  working  with  hazardous  solu- 
tions and  gases,  high  voltage  microwave 
electronics,  to  desk  work  frequently  under  the 
unfavorable  conditions  of  excessively  low  or 
excessively  high  temperature  and  humidity. 


LESTER  C.  KROTCHER 
953  Commons  Drive 
Sacramento,  California  95825 


Emphasis  on  preventive  and  industrial  medi- 
cine was  an  endeavor  on  the  part  of  government 
to  initiate  and  promote  safe  or  improved 
working  conditions  in  an  industrial  setting.  It 
was  a facet  of  a larger  effort  to  control  the 
horrendous  cost  of  industrial  injuries  and 
disability. 

I had  received  training  and  experience  in 
preventive  medicine  before  World  War  II. 
That  information  on  my  201  file  in  the  War 
Department  accounted  for  my  being  selected 
for  an  extra  year  in  Europe  after  the  war.  I was 
returned  to  Germany  from  the  south  of  France 
where  I was  awaiting  evacuation  for  discharge 
from  the  service.  Upon  reaching  SHAEF  Hq., 
Frankfurt,  I was  transferred  to  Bavaria  and 
assigned  the  role  of  military  government 
Health  Officer  for  the  City  of  Nuernberg  to  act 
as  liaison  between  the  military  and  civilian 
governments  in  matters  of  health. 

For  instance,  in  late  1945,  a shipment  of  a 
new  miracle  drug  called  Penicillin  arrived  at 
the  Army  Storage  Depot,  Nuernberg.  It  was 
intended  primarily  for  U.S.  military  use,  but  it 
could  be  released  for  civilian  use  if  the 
requisition  was  accompanied  by  a declaration 
that  the  material  would  be  used  for  “the 
preservation  of  life,  or  for  the  prevention  of 
grave  suffering  or  death”. 

Within  a few  days  after  it’s  arrival,  the 
chief  of  the  medical  staff  of  Nuernberg  City 
Hospital  came  to  ask  for  a small  supply  of 
Penicillin  to  use  in  the  treatment  of  a few 
gravely  ill  patients  under  his  care.  The 
required  papers  were  completed  and  he  left 
with  the  ampules.  He  was  a white  haired 
clinician  whose  shoulders  drooped  with  the 
weight  of  years.  A few  days  later  he  returned  to 
report  that  for  the  first  time  in  his  life  he  had 
witnessed  the  recovery  of  a case  of  streptococcal 
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meningitis;  that  a young  girl  was  afebrile  a few 
days  after  receiving  Penicillin  in  the  treatment 
of  a compound  fracture  dislocation  of  an  ankle; 
and  that  a post  partum  patient  with  puerperal 
sepsis  had  no  fever  following  a few  injections 
of  Penicillin.  The  old  man  had  tears  in  his  eyes. 

The  War  Crimes  Trials  were  in  progress 
when  I arrived.  They  were  held  in  a court  room 
in  the  complex  of  buildings  which  housed  the 
City  Hall  and  jail  in  which  the  War  Crimes 
prisoners  were  held.  Field  Marshall  Hermann 
Goering,  as  well  as  others  of  the  principal 
witnesses  for  whom  court  was  convened,  could 
be  seen  and  heard  testify. 

It  was  a disappointment  not  to  be  able  to 
attend  the  semi-centennial  reception  and 
dinner  for  the  class  of  1933  in  Omaha  last 
October.  The  date  fell  in  the  middle  of  a long 
planned  trip.  Miriam  and  I had  reservations  for 
a voyage  which  included  Athens  and  the  Greek 
Isles,  the  eastern  Mediterranian  and  Holy 
Land,  Israel  and  selected  Mediterranian  Is- 
lands during  October  and  November. 

We  were  on  an  archeological  expedition 
gathering  information  for  a book  on  herbs. 
Many  herbs  in  use  today  were  found  initially 
on  the  shores  of  the  Mediterranian  Sea  where 
they  grow  luxuriently  in  the  rocky,  alkaline, 
drought  ridden  soil.  Others,  commonly  credited 
with  near  eastern  origin,  now  are  believed  to  be 


transplants  from  the  caravans  that  for  centuries 
linked  the  Orient  and  West  along  the  Silk 
Road  — that  pipe  line  for  commodities;  such 
as,  silk,  jade  and  spices  which  began  as  early  as 
the  second  century  of  the  Christian  era. 

At  each  of  our  numerous  stops,  we  visited 
“old  digs”  under  the  guidance  of  an  arche- 
ologist of  Greek  extraction,  who  recently 
received  her  Master’s  Degree  in  Archeology 
from  an  American  University.  She  was  most 
knowledgable  and  ably  made  both  archeology 
and  mythology  come  to  life.  The  group  was 
small,  which  facilitated  discussion,  and  pro- 
moted a learning  atmosphere  almost  as  one  to 
one  with  a facile  instructor. 

My  perception  of  archeology  lighted  abrupt- 
ly time  and  again  on  such  occasions  as  when  I 
found  myself  standing  on  the  spot  said  to  have 
been  occupied  once  upon  a time  by  the  Trojan 
horse,  or  on  Mt.  Parnassus  at  the  temple  of 
learning,  or  on  the  site  of  the  oracle  of  Apollo 
at  Delphi.  Any  discussion  involving  very 
ancient  history  invariably  summoned  a ref- 
erence to  Zeus,  Poseidon,  Neptune  or  any  of 
an  array  of  Gods  and  demigods  who  were 
recognized  by  the  Greeks  and  Romans  in  that 
ancient  day  as  authorities  of  last  resort.  It  is  a 
tradition  which  serves  conveniently  and  hon- 
orably that  misty  gray  period  of  history 
extending  to  infinity  thousands  of  years  B.C. 
To  be  sure,  the  Greeks  had  a word  for  it  . . . 
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President's  Page 

"MEDICINE  IN  TRANSITION" 

You  will  have  a new  author  on  this  page 
during  the  next  year.  I approach  this  duty  this 
year  with  humility  and  some  fearfulness,  as 
writing  has  not  been  my  forte,  plus  my 
predecessors  have  provided  so  many  excellent 
articles. 

As  I start  this  term  of  office  as  your 
President,  I want  to  express  my  sincere 
appreciation  to  our  past  President,  Dr.  Dwaine 
Peetz,  who  did  an  outstanding  job  for  our 
Association.  I can  attest  to  his  countless  hours 
of  work  and  travel,  which  has  left  our 
Association  stronger  and  better  serving  of  our 
needs.  This  has  all  been  accomplished  through 
the  NMA  staff  led  by  Ken  Neff  and  Bill 
Schellpeper.  This  is,  perhaps,  the  very  best 
state  executive  staff  in  the  United  States. 

There  can  not  be  enough  thanks  for  the 
countless  hours  devoted  by  the  membership 
on  our  numerous  commissions  and  committees 
which,  of  course,  “rudder  the  ship  and  set  the 
course”.  And,  we  can  not  forget  the  stabilizer, 
our  wives  and  families,  who  let  it  all  happen. 

Through  this  leadership,  the  NMA  has  had 
an  outstanding  year.  We  have  seen  the  early 
development  of  a PRO,  not  an  easy  task;  and 
an  outstanding  but  extremely  difficult  legisla- 
tive year  just  to  mention  a few  of  the 
accomplishments. 

One  would  think,  with  all  that  has  been 
accomplished,  that  it  would  be  easy  sailing  for 
the  association  in  the  future,  particularly  with 
its  strong  crew  — the  membership.  But,  I think 
medicine  is  in  transition.  We  in  medicine  are 
not  alone  as  the  entire  society  appears  to  be 
in  transition.  Alvin  Toffler  in  his  book,  The 
Third  Wave,  has  emphasized  this  remarkable 
transition.  He  has  pointed  out  that  it  took 
10,000  years  to  move  from  a nomad  society  to 
an  agricultural  society.  It  took  300  years  to 
develop  the  industrial  society  and  it  will 
probably  take  only  three  to  four  decades  to 
move  into  the  new  information  society.  We  are 
in  the  process  now  and  these  rapid  changes 
stress  our  very  existence. 


Corporate  America  is  undergoing  wide- 
spread restructuring  as  well  as  all  phases  of 
our  society  from  education  to  the  political 
systems.  Medicine  is  not  immune  and  is  caught 
in  the  same  transition  with  remarkable  changes 
on  the  immediate  horizon.  DRG’s,  PRO’s, 
HMO’s,  mandatory  assignments,  all  payor 
systems,  coalitions,  proprietories  are  some  of 
the  acronyms  attached  to  these  changes.  I 
believe,  as  we  move  through  this  transition, 
that  we  will  not  recognize  the  delivery  of 
medicine  as  we  know  it  today. 

As  physicians,  this  change  can  be  resisted  or 
we  can  be  innovative  and  keep  in  step  with  the 
change  in  our  society.  The  control  of  patient 
care  may  not  be  with  the  physician  unless  we 
enter  into  the  dialogue  and  develop  the 
appropriate  change  for  what  is  best  for  our 
patients.  Only  the  physician  is  trained  to  deal 
with  all  the  ramifications  of  medical  care.  The 
next  several  years  of  transition  are  not  going  to 
be  easy;  however,  they  will  give  us,  our 
Association,  direction  in  the  solution  of  many 
problems. 

I look  to  the  future  with  optimism.  There  will 
be  a more  pluralistic  kind  of  care,  higher  uses 
of  technology  and,  I believe,  even  more 
personalized,  individualized  and  humane 
health  care.  The  challenge  has  been  set  and  we 
can  do  it. 

Herbert  E.  Reese,  M.D. 
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Welcome  New  Members 


Perlita  Narvaez,  M.D. 

Rushville,  NE  69360 

Wm.  L.  Beck,  M.D.  (Reinstated) 
2115  N.  Kansas 
Hastings,  NE  68901 

Robert  A.  Randall,  M.D. 
Atkinson,  NE  68713 

Gregg  F.  Wright,  M.D. 

3rd  Floor,  State  Office  Bldg. 
Lincoln,  NE  68509 

Scott  P.  Liggett,  M.D. 

100  N.  56th,  #407 
Lincoln,  NE  68504 

Anup  K.  Chakraborty,  M.D. 

120  Wedgewood  Dr.,  Ste.  A 
Lincoln,  NE  68510 


Thomas  A.  Gapp,  M.D. 
1919  So.  40th,  #312 
Lincoln,  NE  68506 

Scot  C.  Sorensen,  M.D. 
2121  South  56th  St. 
Lincoln,  NE  68506 

Bob  -J.  Bleicher,  M.D. 

630  N.  Cotner,  #203 
Lincoln,  NE  68505 

Stacie  R.  Bleicher,  M.D. 
301  South  70th,  #250 
Lincoln,  NE  68510 

Donald  E.  Burge,  M.D. 
17th  & N 

Lincoln,  NE  68508 

Peter  R.  Kongstvedt,  M.D. 
17th  & N 

Lincoln,  NE  68508 


John  H.  Rudersdorf,  M.D. 
120  Wedgewood  Dr. 
Lincoln,  NE  68510 

G.  L.  Ohri,  M.D. 

2221  South  17th 
Lincoln,  NE  68502 

Lonnie  Albers,  M.D. 

6330  Platte  Avenue 
Lincoln,  NE  68507 

Katherine  A.  Keifer,  M.D. 
211  W.  33rd 
Kearney,  NE  68847 

Charles  D.  Yoke,  M.D. 
Norfolk  Regional  Center 
Norfolk,  NE  68701 

C.  James  Kissling,  M.D. 
600  No.  Cotner,  #306 
Lincoln,  NE  68505 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

John  C.  Finegan,  M.D.  — (Born  July  4,  1922, 
died  March  2,  1984)  — Medical  Specialty  — 
Family  Practice.  Doctor  Finegan  was  a grad- 
uate of  the  University  of  Nebraska  College 
of  Medicine  in  1953.  He  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors 
include  his  wife,  Thais;  sons  John  C.  Jr.  and 
William  P.,  both  of  Lincoln;  daughters, 
Teresa,  Elizabeth,  Mrs.  James  (Kathline) 
Vanous,  all  of  Lincoln  and  Margaret  Van 
Cleve,  Omaha;  sisters,  Jane  Block,  Melbourne 


Beach,  Florida,  Margaret  Walker,  Denver, 
Patricia  Brown,  Kansas  City,  MO;  four 
grandchildren,  nieces  and  nephews. 

John  J.  Grier,  M.D.  — (Born  May  8,  1904,  died 
March  19,  1984)  — Medical  Specialty  — 
Obstetrics  & Gynecology.  Doctor  Grier  was  a 
graduate  of  Creighton  University  School  of 
Medicine  in  1981.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association. 
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The 

Auxiliary 


Mrs.  Glen  Lau  presided  over  the  annual 
meeting  Friday  morning  at  the  Marriott  Hotel 
continuing  with  her  theme  “PROGRESS 
THROUGH  CONCERN”.  Rev.  Patsy  Moore 
conducted  a memorial  service  for  deceased 
members. 

North  Central  Regional  Vice  President,  Mrs. 
Edward  Szewcych  from  Belleville,  Illinois 
brought  greetings  from  the  National  office  and 
updated  our  auxiliary  on  the  many  projects 
available  to  us  stressing  the  importance  of 
being  involved  and  being  flexible. 

Various  committee  and  County  President’s 
reports  were  given.  NMAA  earmarked  $1,000 
for  the  Health  Galleries  to  participate  in  the 
Peter  Kiewit  challenge  grant  of  $138,500. 
Election  of  officers  was  held. 

Following  lunch,  Emily  Blaha  representing 
Mother’s  Against  Drunk  Drivers  presented 
a seminar  “Voice  of  the  Victim”. 

The  Omaha  Country  Club  was  the  site  of  the 
Saturday  Brunch.  Mrs.  Szewcyck  installed  the 
new  officers: 

President  — 

Mrs.  Duane  Krause  (Helen),  Fremont 
President  Elect  — 

Mrs.  Leslie  Grace  (Ardis),  Blair 
First  Vice  President  — 

Mrs.  Robert  Kruger  (Bev),  Omaha 
Second  Vice  President  — 

Mrs.  George  Adam  (Colleen),  Hastings 
Treasurer  — 

Mrs.  William  Schlichtemeier  (Jeanette), 
Omaha 

Recording  Secretary  — 

Mrs.  Ivan  French  (Muriel),  Wahoo 


Corresponding  Secretary  — 

Mrs.  Stanley  Mountford  (Gerri),  Omaha 
Two  Year  Directors  — 

Mrs.  Eugene  Peck  (Barb),  Hastings 

Mrs.  Joel  Johnson  (Jill),  Kearney 

Annual  awards  were  given  to  Mrs.  L. 
Palmer  Johnson,  Lincoln:  MERIT  AWARD, 
and  Mrs.  Bryce  Shopp,  Imperial:  WOMAN  OF 
THE  YEAR.  Lancaster,  Northeast,  Hall  and 
Southwest  were  among  the  auxiliaries  to 
receive  AMA-ERF  awards  ($6,671);  NMF 
winners  were  Lancaster  and  Adams  counties 
with  MOMSA  honored  with  the  Presidential 
Award. 

Dr.  Jerald  Schenken  spoke  on  “Current 
Trends  in  Medicine”. 

The  Gavel  Club  met  after  the  brunch  voting 
to  have  the  Immediate  Past  President  be 
president  of  this  group. 

Mrs.  Glen  Lau  presented  the  AMA-ERF 
checks  to  the  Medical  Schools  before  address- 
ing the  House  of  Delegates  with  the  auxiliaries 
this  past  year. 

Many  couples  participated  in  the  seminar 
“Joys  of  Medicine”  conducted  by  John-Henry 
Pfifferling,  Ph.D.,  Durham,  N.C. 

The  post  convention  board  meeting  was 
conducted  by  Mrs.  Duane  Krause  Monday 
morning.  The  theme  for  this  year  will  be 
programs  on  prenatal  and  postnatal  care  with 
five  major  programs  chosen  for  AMA  Auxiliary 
involvement:  adolescent  pregnancy,  fetal  al- 
cohol syndrome,  nutrition,  smoking  and 
infant/child  safety  restraints. 

Mrs.  Glen  Lau 


June  1984 


Nebraska  Medical  Journal 


203 


Coming  Meetings 


1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 

CREIGHTON  UNIVERSITY 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  May  31  - 
June  7,  1984  and  June  17-24,  1984,  Banff, 
Alberta,  Canada.  Course  Director: 
Michael  H.  Sketch,  M.D.  For  information: 
CME  office  (402)  280-2550. 

MAURICE  GRIER  SYMPOSIUM,  June  2, 
1984,  Saint  Joseph  Hospital,  Creighton  Uni- 
versity campus.  Course  Director:  James  W. 
Daly,  M.D.  For  information:  CME  office 
(402)  280-2550. 

ALLERGY  FOR  THE  CLINICIAN,  June  15- 
16,  1984,  Boys  Town  National  Institute 
Auditorium,  Creighton  University  campus. 
Course  Director:  Robert  C.  Townley,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

DANIEL  C.  DARROW  EDUCATION  DAY 
(PEDIATRICS)  — June  20,  1984.  Sponsor: 
University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rainbow 
Blvd.,  Kansas  City,  Kansas.  Guest  Speaker: 
Saul  Brusilow,  M.D.,  John  Hopkins  Univer- 


sity, Baltimore,  Maryland.  Credit:  AMA 
Category  I.  Fee:  No  charge.  Contact:  De- 
partment of  Pediatrics,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  KS  66103,  (913)  588-6323. 

THIRD  ANNUAL  KU  SUMMER  MEDICAL 
SYMPOSIUM,  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN  - August  2-5, 
1984.  Sponsors:  University  of  Kansas  College 
of  Health  Sciences  and  Hospital,  Division  of 
Health  Care  Outreach  and  Continuing  Edu- 
cation; University  of  Kansas  School  of 
Medicine  — Wichita,  Division  of  Post- 
graduate Education;  KU  Alumni  Association 
and  Medical  Alumni  Association.  Location: 
The  Broadmoor  Hotel  and  Convention 
Center,  Colorado  Springs,  Colorado.  Credit: 
12  hrs.  AMA  Category  I;  12  hrs.  AAFP;  12 
hrs.  AOA  Category  2-D.  Fee:  $325.  Contact: 
Jan  Johnston,  Office  of  Continuing  Educa- 
tion, University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City,  KS 
66103,  (913)  588-4480. 


UNIVERSITY  OF  COLORADO 

For  additional  information  on  the  following 
University  of  Colorado  meetings  contact:  The 
Office  of  Postgraduate  Medical  Education, 
The  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone:  (303)  394- 
5241. 

3 1ST  ANNUAL  FAMILY  PRACTICE 
REVIEW  — June  11-16,  1984.  Place: 
YMCA  of  the  Rockies,  Estes  Park,  Colorado. 
Hours:  30  Category  I AMA  hours,  30 
prescribed  AAFP  credit  hours,  30  Category 
2-D  AOA  hours. 

20TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  9-13,  1984.  Place: 
YMCA  of  the  Rockies,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours,  25 
prescribed  AAFP  credit  hours,  25  Category 
2-D  hours. 
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ASPEN  SUMMER  SKIN  SEMINAR  - July 
10-14,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  16  Cate- 
gory I AMA  hours,  16  Category  I AAD 
hours. 

DYNAMIC  PSYCHOTHERAPY  — July  30  - 
August  3,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  18 
Category  I AMA  hours,  18  APA  hours. 

PEDIATRIC  SPORTS  MEDICINE  — August 
4-5,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  9Vfe  Cate- 
gory I AMA  hours,  9V2  prescribed  AAFP 
credit  hours,  9V6  Category  2-D  AOA  hours. 

HIGH  ON  THE  FOOT  — August  8-9,  1984. 
Place:  Marriott  Mark  Resort,  Vail,  Colorado. 
Hours:  13  Category  I AMA  hours,  13 
prescribed  AAFP  credit  hours,  13  Category 
2-D  AOA  hours. 

27TH  ANNUAL  PEDIATRIC  PROGRAM  - 
August  6-9,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  21 
Category  I AMA  hours,  21  prescribed  AAFP 
credit  hours,  21  Category  2-D  hours. 

10TH  ANNUAL  PRIMARY  CARE  ORTHO- 
PEDICS — August  9-12,  1984.  Place:  Given 
Institute  of  Pathobiology,  Aspen,  Colorado. 
Hours:  21  Category  I AMA  hours,  21 
prescribed  AAFP  credit  hours,  21  Category 
2-D  AOA  hours. 


WashingtoNotes 

(Continued  from  page  6A) 

of  the  most  effective  pain  management  tech- 
niques presently  available,”  she  said. 

The  Subcommittee  bill  was  significantly 
modified  to  reflect  many  of  AMA’s  concerns 


PRIMARY  CARE  OF  THE  BACK  — August 
12-14,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  14  Cate- 
gory I AMA  hours,  14  prescribed  AAFP 
credit  hours,  14  Category  2-D  AOA  hours. 

KIDNEY  DISEASE,  HYPERTENSION  AND 
DISORDERS  OF  FLUIDS  AND  ELEC- 
TROLYTES — August  14-18,  1984.  Place: 
Given  Institute  of  Pathobiology,  Aspen, 
Colorado.  Hours:  19  Category  I AMA  hours. 
19  prescribed  AAFP  credit  hours,  19  Cate- 
gory 2-D  AOA  hours. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  COURSE 
— August  27-31,  1984.  Place:  Denison 
Auditorium,  University  of  Colorado  School 
of  Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours. 

FAMILY  PRACTICE  REVIEW  — Septem- 
ber 10-15,  1984.  Place:  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Hours:  40  Category  I 
AMA  hours,  40  prescribed  AAFP  credit 
hours,  40  Category  2-D  AOA  hours. 


SCHEDULED  MEETINGS 

THIRD  ANNUAL  CORNHUSKER  CANA- 
DIAN CLINICAL  CONFERENCE  - 
TRAUMA,  June  24-29,  1984,  Lynn  Lake, 
Manitoba,  Canada. 


and  at  month’s  end  AMA  staff  and  Committee 
staff  were  still  discussing  the  package. 

* * * 
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Picture  Gallery 


1984  NMA  ANNUAL  SESSION 


Pages  206  through  210 
(more  photos  next  month) 


50-year  practitioners  present  for  recognition 
ceremony. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  Robert  J.  Stein. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  C.  D.  Howard. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  L.  H.  Hoevet. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  R.  E.  Garlinghouse. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  J.  Whitney  Kelley. 


Jfrtrrteit  N 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  Louis  V.  Brennan. 
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Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  Evald  Prems. 


Doctor  Richard  M.  Tempero,  Chairman  NMA 
Scientific  Sessions  Committee,  presenting  remarks 
from  the  Nebraska  Dental  Society. 


Doctor  Herbert  E.  Reese  presenting  50-year 
certificate  to  Doctor  A.  J.  Merrick. 


Doctor  Dwaine  J.  Peetz  addressing  the  House  of 
Delegates. 


Doctor  Allan  C.  Landers  presenting  the  necrology. 


Doctor  Richard  L.  O’Brien  addressing  the  House 
of  Delegates. 


Doctor  Alastair  Connell  addressing  the  House  of 
Delegates. 


Doctor  Gregg  Wright  addressing  the  House  of 
Delegates. 
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Doctor  F.  William  Karrer  presenting  Tumor 
Registry  information  to  the  House  of  Delegates. 


Doctor  Dwaine  J.  Peetz  presenting  gift  to  Mary 
Churchill  for  25  years  service  to  the  Nebraska 
Medical  Association. 


NMA  House  of  Delegates. 


Doctor  L.  Dwight  Cherry  presenting  Nebraska 
Medical  Foundation  Student  Research  Scholarship 
check  to  Anne  M.  Kenny. 


Doctor  L.  Dwight  Cherry  presenting  Nebraska 
Medical  Foundation  Student  Research  Scholarship 
check  to  Kenneth  Morhain. 


Mrs.  Glen  Lau  presenting  AMA-ERF  check  to 
Doctor  Alastair  Connell.  University  of  Nebraska 
College  of  Medicine. 


Mrs.  Glen  Lau  presenting  AMA-ERF  check  to 
Doctor  Richard  O’Brien,  Creighton  University 
School  of  Medicine. 


Miles  Tommeraasen  addressing  the  House  of 
Delegates. 
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Doctor  Richard  B.  Svehla  presenting  a reference 
committee  report  to  the  House  of  Delegates. 


Mrs.  Glen  Lau  addressing  the  House  of  Delegates. 


Doctor  Robert  J.  Morgan  presenting  a reference 
committee  report  to  the  House  of  Delegates. 


V 

t 

Doctor  Alvin  A.  Armstrong  presiding  at  the  House 
of  Delegates  session. 


Doctor  Warren  G.  Bosley  presenting  a reference 
committee  report  to  the  House  of  Delegates. 


Doctor  Francis  D.  Donahue  presenting  a refer- 
ence committee  report  to  the  House  of  Delegates. 


Doctor  Russell  L.  Gorthey  presenting  a reference 
committee  report  to  the  House  of  Delegates. 


Doctor  Charles  F.  Damico  presenting  a reference 
committee  report  to  the  House  of  Delegates. 
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Doctor  Donald  F.  Prince  addressing  the  House  of 
Delegates. 


Doctor  William  J.  Chleborad  addressing  the 
House  of  Delegates. 


Doctor  Howard  A.  Dinsdale  addressing  the  House 
of  Delegates. 


Doctor  Kenneth  C.  Bagby  addressing  the  House  of 
Delegates. 


Doctor  Frederick  F.  Paustian  addressing  the 
House  of  Delegates. 


Doctor  Kenton  L.  Shaffer  addressing  the  House  of 
Delegates. 


Doctor  Craig  L.  Urbauer  addressing  the  House  of 
Delegates. 


Doctor  John  F.  Fitzgibbons  addressing  the  House 
of  Delegates. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Acting  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  "E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright.  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg. 

76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
1047  South  St.,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall.  Director 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall.  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
National  Multiple  Sclerosis  Society  - Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton.  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  St.,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D. 

201  Ridge  St.,  #311,  Council  Bluff,  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi.  M.D..  President 
Dept,  of  Pediatrics,  UNMC,  42nd  & Dewey.  Omaha  68105 
Nebraska  Association  of  Home  & Community  Health  Agencies 
Sandra  Klocke.  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband.  M.D..,  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Martin  R.  Lohff,  M.D..  President 
Methodist  Hospital,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith.  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 

Nebraska  Chapter  — American  Academy  of  Physician  Assistants 

Bonnie  Shearer,  PA-C,  President 
706  Sherman  Dr..  Bellevue  68005 

Nebraska  Chapter  — American  College  of  Pediatrics 

Dale  Ebers,  M.D..  Chairman 
4701  Normal  Blvd  . Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 
8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Alice  Hennernan,  President 
3608  Worthington,  Lincoln  68502 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  ’*0"  St.,  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  Ph.D.,  President 
333  So.  44th  St.,  Omaha  68131. 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Pharm.D  . R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psvchiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K Kentsmith.  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  So.  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
President,  N.P.H.A 
P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

John  A.  Haggstrom,  M.D.,  President 

Children’s  Memorial  Hospital,  8303  Dodge  St..  Omaha  68114 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D  , President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Parkway  South,  Omaha  68114 

Nebraska  Society  of  Internal  Medicine 

Monte  M.  Scott,  M.D  , President 

120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 

Nebraska  Society  for  Respiratory  Therapy 

Steve  Lupes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 

Gregg  F.  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
720  No.  87th  St..  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St.,  #C-9,  Omaha  68154 

Nebraska  Urological  Association 

Charles  F.  Damico.  M.D.,  F A C S..  President 
2115  No.  Kansas.  Hastings  68901 

Nebraska  Veterinary  Medical  Association 

Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibcl,  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter.  Client  Services  Rep 
P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


Physicians'  Classified 

EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

ASSISTANT  DIRECTOR:  Fully  accredited,  18- 
resident,  community-based  Family  Practice  Pro- 
gram, affiliated  with  the  University  of  Nebraska 
Medical  Center.  Board  certified  or  eligible  with 
private  practice  and  some  teaching  experience. 
Opportunity  for  patient  care,  administration  and 
research.  Send  curriculum  vitae  to:  A.  Dean  Gilg, 
M.D.,  Program  Director,  Lincoln  Family  Practice 
Program,  4600  Valley  Road,  Lincoln,  NE  68510. 

PRIMARY  CARE  PHYSICIANS  — CONSID- 
ERING AN  HMO?  HealthAmerica  Corporation 
offers  rewarding  and  challenging  opportunities  in 
internal  medicine,  family  practice,  and  pediatrics, 
in  the  Omaha  area.  HealthAmerica  is  one  of  the 
country’s  leading  HMO  management  and  develop- 
ment companies,  currently  operating  prepaid  health 
plans  nationwide,  with  a total  membership  of  more 
than  420,000.  You  can  experience  a satisfying 
personal  and  professional  lifestyle  as  a part  of  a 
successful,  rapidly-growing  organization.  For  more 
information,  respond  with  curriculum  vitae  to: 
Richard  M.  Cooper,  M.D.,  Senior  Vice  President, 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer.) 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modern  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D..  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

PHYSICIANS  WANTED:  Central  Nebraska 
community  serving  20,000  has  openings  for  primary 
care  physicians.  Excellent  health  care  facility. 
Community  offers  excellence  in  quality  of  life  and 
education.  Contact  Corrine  Pedersen,  Box  524, 
Broken  Bow,  Nebraska  68822.  (308)  872-6137. 

FOR  SALE:  Grand  Island  physician  retiring. 
W'ants  to  sell  modern,  up-to-date  office,  practice, 
equipment,  etc.  Contact  by  letter  only,  Box  010, 
Nebraska  Medical  Journal,  1512  First  National 
Bank  Bldg.,  Lincoln,  NE  68508. 

MEDICAL  DIRECTORS  AND  PHYSICIAN 
EXECUTIVES:  HealthAmerica  Corporation  offers 
rewarding  and  challenging  opportunities  in  medical 
management,  in  the  Omaha  area.  HealthAmerica  is 
one  of  the  country’s  leading  HMO  management  and 
development  companies,  currently  operating  pre- 
paid health  plans  nationwide,  with  a total  member- 
ship of  more  than  420,000.  You  can  experience  a 
satisfying  personal  and  professional  lifestyle  as  part 
of  a successful,  rapidly-growing  organization.  For 
more  information,  respond  with  curriculum  vitae  to 
Richard  M.  Cooper,  M.D.,  Senior  Vice-President, 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer) 
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FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Roche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363.  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32 :781-788,  Dec  1982 
5.  Frost  JD  Jr.  DeLucchi  MR  J Am  Genatr  Soc 
27  541-546.  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361. 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R et  al:  Drugs  Exp  Clin 
Res  9(1 ) :85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26: 121-137,  1983. 


DALMANE" @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  tor  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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WashingtoNotes 

PRO  Bids  Rejected  for  Many  States 

Operation  of  a new  Medicare  review  system 
has  suffered  yet  another  delay  in  15  states 
where  all  the  bids  for  the  peer  review 
organization  (PRO)  contracts  have  been  re- 
jected as  “technically  unacceptable.” 

The  rejected  states  have  about  40%  of  all 
Medicare  hospitalizations.  New  bidders  there, 
along  with  the  18  rejected  organizations,  now 
have  until  July  5 to  submit  proposals.  The 
rejected  organizations  met  with  Health  Care 
Financing  Administration  officials  May  30  and 
31  to  learn  the  specific  deficiencies  in  their 
bids. 

In  two  states  — California  and  Michigan  — 
multiple  bids  were  submitted  and  rejected, 
according  to  HCFA  spokesmen.  In  the  other  13 
states,  only  one  bid  was  submitted.  They  are: 
Alaska,  Connecticut,  Hawaii,  Idaho,  Illinois, 

(Continued  on  page  6A) 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Stanley  M.  Truhlsen,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  CA  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago.  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E, 

Washington,  D.C.  20024 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 


y 

You’re  interested  in  a practice  opportunity 
in  any  of  the  Midwest  or  Mountain  states 
where  you  can  start  a rewarding  practice 
in  a good  environment  that  offers  you 
time  with  your  family, 

Jtyri 

we’d  like  to  help  make  your  best  match 
in  one  of  our  75  communities 
which  offer  challenge  and  growth, 
and  ideal  surroundings  for  your  family. 
We  continue  our  assistance 
as  your  practice  grows  because 
we  are  as  committed  to  your  practice 
as  you  are. 


We  make  the  intelligent  match. 

OFFICE  OF  RURAL  HEALTH 

UNIVERSITY  OF  NORTH  DAKOTA  SCHOOL  OF  MEDICINE 
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Washington otes 
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Maine,  Ohio,  Oklahoma,  Pennsylvania,  Texas, 
Vermont,  Virginia  and  Washington. 

Bidding  for  47  PRO  areas  closed  April  27 
and  HCFA  officials  say  they  did  receive  at 
least  one  bid  from  each  of  these  areas.  Bid 
requests  were  issued  later  and  remain  open 
until  June  12  for  three  territories  and  for  four 
states  (Massachusetts,  Maryland,  New  Jersey 
and  New  York)  with  Medicare  waivers.  With 
the  bid  rejections  in  15  areas,  the  bidding  is 
now  completed  in  32  states  and  open  in  19 
states  and  the  territories. 

In  issuing  the  notice  of  reopened  bids, 
NCFA  noted  that  if  it  finds  “no  proposal 
acceptable’’  in  the  15  areas,  it  will  be  “required 
to  award  a contract  to  a payer  organization  for 
that  area.”  Officials  in  charge  of  implementing 
PROs  say  if  it  becomes  necessary  to  use  fiscal 
intermediaries  for  review,  the  bids  will  not  be 
reopened.  Rather  the  new  duties  will  simply  be 
added  to  existing  intermediary  contracts. 

These  officials  added,  however,  that  they 
“still  feel  very  strongly  that  PROs  should  be 


nan  by  physician-sponsored  organizations” 
and  are  “giving  the  physician  community  every 
opportunity  to  participate.” 

Observers  say,  however,  that  the  HCFA  staff 
had  hoped  for  greater  competition  for  the  PRO 
conti’acts  and  now  wants  to  encourage  compe- 
tition from  stronger  out-of-state  bidders  for 
contracts  in  the  15  states. 

Inadequacies  in  the  18  rejected  bids  re- 
portedly fell  into  three  categories:  the  con- 
tractual arrangements  with  subcontractors 
were  either  inadequate  or  involved  too  many 
subcontractors;  the  data  base  used  by  the 
bidder  was  seen  as  inappropriate;  or  the 
objective  setting  was  ruled  deficient. 

Following  the  HCFA  debriefing,  AMPRA 
will  sponsor  a meeting  at  which  the  South 
Carolina  and  Wisconsin  PSROs,  which  report- 
edly submitted  the  strongest  PRO  bids,  will 
discuss  their  techniques.  The  AMA  has  also 
offered  its  assistance  to  the  organizations  that 
ai'e  resubmitting  proposals.  Most  of  the 
organizations  say  they  will  definitely  bid  again 
though  some  are  not  certain. 
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720  No.  87th  St..  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Elaine  C.  Arps 

709  No.  116th  St.,  #C-9,  Omaha  68154 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  F A C S..  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibcl,  Executive  Secretary 
7363  Pacific  St.,  #2 10- A,  Omaha  68114 
Cerebral  Palsy  of  Nebraska 

Joyce  Richter,  Client  Services  Rep 
P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


U as hingtoNo tes 

Candidates’  Outlook  on  Medicare 

The  major  health  policy  difference  between 
the  two  front-running  Democratic  Presidential 
contenders  lies  in  their  attitude  toward  pre- 
ventive care,  the  candidates’  health  policy 
advisers  agree. 

Colorado  Senator  Gary  Hart’s  policy  would 
rely  much  more  heavily  on  enhanced  prevention 
measures  to  control  health  costs  than  would 
former  Vice  President  Walter  Mondale. 

Both  men,  however,  support  a nationally- 
mandated,  state-run  health  care  cost  contain- 
ment program  that  would  control  hospital  and 
physician  charges  for  all  hospital  inpatients. 
Though  details  of  the  proposals  may  vary,  both 
proposals  are  admittedly  similar  to  legislation 
introduced  by  Sen.  Edward  Kennedy  (D-MA) 
and  Rep.  Richard  Gephardt  (D-MO). 

The  candidates’  views  were  outlined  at  a 
May  meeting  of  the  Healthcare  Financing 
Management  Association.  Yale  Professor 
Theodore  Marmor,  Ph.D.,  discussed  Mondale’s 
views.  Hart’s  positions  were  detailed  by 
Andrew  Dunham,  Ph.D.  White  House  adviser 
Jack  Svahn,  who  had  been  scheduled  to 
present  President  Reagan’s  views,  withdrew 
from  the  program. 

* * * 

Redefining  Physician  for  the  Government 

An  AMA-backed  bill  regarding  the  defini- 
tion of  physician  under  Medicare  law  has  been 
introduced  by  Mississippi  Democrat  Wayne 
Dowdy. 

The  definition,  used  to  delineate  the  types  of 
practitioners  and  services  Medicare  pays  for, 
has  been  applied  in  other  contexts  as  well  — 
including  Medicare’s  proposed  conditions  of 
participation  for  hospitals. 

Through  the  years,  as  Congress  expanded 
Medicare  benefits  by  broadening  the  physician 
definition,  the  definition  has  grown  to  include 
dentists,  podiatrists,  chiropractors,  and  op- 
tometrists, in  addition  to  doctors  of  medicine 
and  osteopathy.  Under  Rep.  Dowdy’s  bill,  only 
doctors  of  medicine  and  osteopathy  would  be 

(Continued  on  page  226) 
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BRIEF  SUMMARY 

PROCARDIA”  (mtedipmei  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ol  vasospastic  angina  confirmed  by  any  ot  the  following  criteria  1 ) classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  tixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCAR  DIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Anginal  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
n patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  Irequency  and  increasing  exercise  tolerance, 
but  confirmation  ot  sustained  ettectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  tunction  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension.  Although  m most  patients  the  hypotensive  etfect  ot 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  ad|ustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  ot  these  potential  problems  and 
I the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina.  Occasional  patients  have  developed  well  documented  increased  frequency,  du 
ration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  trom  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  trom  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated , but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admimstered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  ettectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adiust- 
mg.  and  discontinuing  PROCARDIA  to  avoid  possible  over  or  under  digitalization 

Carcinogenesis  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  |omt  stiffness,  shaki 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance  dermatitis,  pruritus,  urticaria  fe- 
ver, sweating  chills  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat 
ural  history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK  LDH , SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  sott  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-661  300  (NDC  0069 
2600-72),  and  unit  dose  (10x10)  (NDC  0069  2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  i 1982,  Plizerlnc 

fUfftTb  LABORATORIES  DIVISION 

PFIZER  INC 


lean  do  things  that  I 
couldn  't  do  for  3 yrs  including 
joining  the  human  race  again" 


Quotes  from  an  unsolicited 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patient  's  experience 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  torrm.  samedegree”  - 


t 1983.  Pfizer  Inc 


for  the  varied  faces  of  angina 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,1  taking 
fewer  nitroglycerin  tablets,2  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about-0  5%) 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA  M as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again  " 

"I  have  been  able  to  do  volunteer 
work.  . . and  feel  needed  and  useful 
once  again  " 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort -associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 
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More  convenient  tor  your  patients 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Percutaneous  Removal 
of  Renal  Stones 


THE  articles  by  Dr.  Krause  and  Dr. 

Mardis  demonstrate  another 
aspect  of  the  continuing  change 
in  technology  which  has  become  so  common- 
place in  contemporary  medicine  and  surgery. 
These  percutaneous  techniques  have  drawn 
heavily  from  the  experience  of  the  cardiologists 
and  invasive  radiologists  in  the  use  of  guide 
wires,  vascular  catheters  and  sheaths.  They 
also  point  out  another  extremely  important 
concept  which  is  becoming  more  and  more 
evident:  the  close  cooperation  and  working 
relationships  necessary  between  various  medi- 
cal disciplines,  in  this  particular  instance 
between  radiologists  and  urologists.  Further, 
these  articles  demonstrate  that  procedures 
which  were  at  one  time  in  the  exclusive  domain 
of  large  research  institutions  can  be  accomp- 
lished in  community  hospitals. 

However,  as  alluded  to  by  Dr.  Krause,  it  may 
be  that  these  techniques  will  be  rendered 
obsolete  or  obsolescent  by  further  technology 
which  is  now  becoming  available.  The  extra- 
corporeal ultrasonic  lithotripter  is  now  in  use 
on  an  experimental  basis  in  the  United  States 
to  provide  data  in  order  to  obtain  FDA 
approval  for  more  extensive  use.  There  will  be 


CRAIG  L.  URBAUER,  M.D. 


five  of  these  extracorporeal  “stone  baths”  in 
operation  very  shortly  and  another  18  are 
planned  pending  FDA  approval.  Preliminary 
data  suggests  that  this  technique  is  highly 
effective.  Since  it  may  obviate  the  need  for  any 
type  of  surgery  for  many  stone  patients,  it  will 
no  doubt  become  extremely  popular.  Un- 
fortunately, these  “stone  baths”  will  be  ex- 
tremely expensive  in  their  acquisition  and 
installation,  with  costs  approaching  3 to  4 
million  dollars  per  installation.  This  raises 
obvious  questions  about  how  many  of  these 
devices  will  be  available,  where  they  will  be 
located,  and  who  will  control  them.1  These 
problems  will  need  to  be  addressed  in  order 
that  patients  will  be  able  to  continue  to  take 
advantage  of  these  dramatic  technological 
changes. 

Reference 

1.  Resnick  MI:  “Who  Shall  Cut  For  Stone,”  -J.  Urol., 
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ORIGINAL  ARTICLES 


Percutaneous  Removal  of  Renal 
Calculi  and  Ultrasonic  Nephrolithotripsy 


THE  surgical  management  of 
urinary  calculus  disease  has 
undergone  significant  changes 
in  the  last  2 years  with  the  evolution  of  newer, 
less  invasive  techniques  that  promise  decreased 
morbidity,  fewer  complications  and  more  rapid 
recovery.1  This  has  become  possible  with  the 
use  of  percutaneous  access  to  the  kidney  and 
ureter;2  and  with  the  introduction  of  the 
ultrasonic  lithrotriptor,  which  transmits  high 
frequency  sound  waves  at  23,000  Hz,  causing 
the  crystalline  structure  of  the  calculus  to 
disintegrate.34  Transurethral  access  to  the 
ureter  and  renal  pelvis  by  the  rigid  uretero- 
renoscope  has  added  another  tool  in  the 
armamentarium  of  the  urologist  to  manage 
difficult  ureteral  calculi.5  At  Memorial 
Hospital,  Fremont,  Nebraska  percutaneous 
removal  of  renal  calculi  has  become  the 
procedure  of  choice,  replacing  open  surgical 
removal.  Between  June  1,  1983  and  November 
1,  1983,  we  attempted  percutaneous  neph- 
rolithotomy in  15  patients  with  successful 
removal  in  13  patients;  2 patients,  however, 
required  open  surgery. 


Patient  Selection: 

Close  cooperation  between  the  radiologist 
and  the  urologist  is  essential  for  success  in 
percutaneous  nephrolithotomy.  The  first  step 
in  patient  selection  is  to  document  the  position 
and  number  of  stones  present,  and  to  radio- 
graphically delineate  the  internal  anatomy  of 
the  kidney.  Percutaneous  access  to  the  calculus 
is  then  planned.  Renal  pelvic  stones  are 
generally  easily  approached  but  calyceal  cal- 
culi may  be  more  difficult  unless  they  are  in 
direct  line  with  the  access  route.  It  is  also 
important  to  appreciate  the  arrangement  of 
the  calyces  in  the  sagittal  plane  of  the  kidney; 
if  a posterior  calyceal  stone  is  approached  with 
an  anterior  calyceal  route,  the  angulation 
makes  manipulation  of  rigid  instruments  im- 
possible, especially  if  the  infundibulum  is 
narrow.  Fortunately,  most  renal  calculi  lie  in 
the  renal  pelvis  or  lower  pole  calyx,  making  a 
direct  approach  possible. 


DUANE  W.  KRAUSE,  M.D.* 

Chairman,  Department  of  Radiology 
Memorial  Hospital  of  Dodge  County 
Fremont,  Nebraska  68025 

ANSAR  U.  KHAN,  M.D.,  F.A.C.S. 
Urology 

Memorial  Hospital  of  Dodge  County 
Fremont,  Nebraska  68025 

LOUIS  W.  GILBERT,  M.D. 

Urology 

Memorial  Hospital  of  Dodge  County 
Fremont,  Nebraska  68025 


Technique: 

Before  the  procedure,  the  patient  is  evaluated 
to  ensure  that  there  is  no  bleeding  tendencies 
or  any  urinary  tract  infection.  Under  antibiotic 
coverage,  IV  sedation,  and  local  anesthesia, 
percutaneous  access  to  the  kidney  is  estab- 
lished by  the  radiologist  under  fluoroscopic 
control.  Opacification  of  the  collecting  system 
may  be  done  with  intraveneous  urography  if 
renal  function  is  normal,  or  by  infusion  of 
contrast  into  the  collecting  system  by  a 
cystoscopicallv  placed  ureteral  catheter.  Real 
time  ultrasound  has  also  been  used  for 
guidance  of  the  percutaneous  needle.  The 
initial  percutaneous  stick  is  made  with  a 23 
gauge  needle  (Chiha)  because  of  its  high  safety 
margin  as  compared  to  larger  gauge  needles. 
The  percutaneous  tract  usually  originates  at 
the  skin  level  in  the  flank  near  the  posterior 
axillary  line  under  the  12th  rib.  This  avoids  the 
intercostal  vessels  and  the  pleural  space.  The 
exact  site  of  puncture  may,  however,  vary 
depending  on  the  patient’s  anatomy.  Entry 
into  the  renal  collecting  system  is  through  a 
calyx  to  provide  a transparenehymal  tract  for 
stability  and  to  avoid  central  blood  vessels. 
Return  of  urine  through  the  needle  indicates 
entry  into  the  collecting  system.  Contrast 
material  may  be  injected  through  the  needle  to 

*Reprint  request  should  be  addressed  to:  Duane  W.  Krause,  M.D., 
Department  of  Radiology,  Memorial  Hospital  of  Dodge  County,  Fremont, 
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better  visualize  the  collecting  system.  A small 
guide  wire  (0.018  cm  diameter)  is  placed  into 
the  renal  pelvis  through  the  needle  using  the 
exchange  technique  described  by  Cope.6  The 
small  guide  wire  is  replaced  by  a larger  (0.038 
cm)  guide  wire  which  is  positioned  in  the 
ureter.  The  percutaneous  access  may  be 
accomplished  the  afternoon  before  the  pro- 
cedure, or  just  prior  to  the  procedure. 

The  dilatation  of  the  percutaneous  nephros- 
tomy tract  and  subsequent  percutaneous 
nephrolithotomy  or  nephrolithotripsy  is  done 
in  the  operating  room  under  a general  anes- 
thetic with  the  patient  in  the  prone  position. 
The  percutaneous  nephrostomy  tract  is  dilated 
by  using  commercially  available  Amplatz 
Teflon  dilators.  The  dilatation  is  done  over  a 
Lunderquist  torgue  guide  wire  which  provides 
rigidity  and  does  not  buckle  during  dilatation. 
A safety  guide  wire  is  placed  in  addition  as  an 
insurance  in  case  the  dilating  guide  wire  is 
buckled  or  misplaced.  Dilatation  is  done  to  24 
Fr.  or  26  Fr.  and  the  Amplatz  sheath  is  placed 
to  provide  access  to  the  kidney.  The  rigid 
nephroscope  is  then  passed  through  the 
sheath.  Under  continuous  irrigation  with 
normal  saline  to  maintain  visual  clarity,  renal 
calculi  may  be  removed  with  special  grasping 
forceps  or  stone  baskets,  if  they  are  small 
enough  to  pass  through  the  Amplatz  sheath.  If 
the  stone  is  too  large,  it  may  be  disintegrated 
with  the  ultrasonic  lithotriptor,  the  pieces 
being  washed  out  around  the  nephroscope  and 
smaller  fragments  aspirated  by  the  suction 
channel  of  the  sonotrode.  If  extensive  mani- 
pulation (in  cases  with  large  and  or  multiple 
stones)  causes  bleeding  and  impaired  visi- 
bility, or  if  complications  such  as  irrigation 
fluid  extravasation  occur,  the  procedure  should 
be  terminated,  a nephrostomy  tube  placed, 
and  a second  attempt  made  after  a few  days 
when  the  tract  has  matured. 

When  satisfactory  stone  removal  has  been 
accomplished,  a nephrostomy  tube  is  placed 
over  the  guide  wire.  A 8 Fr.  universal  stent  is 
also  left  behind  to  provide  drainage  and  to 
stent  the  ureter.  A nephrostogram  is  done  on 
the  second  or  third  postoperative  day.  If  there 
is  no  evidence  of  obstruction  or  extravasation, 
the  tubes  are  clamped,  and  if  tolerated, 
subsequently  removed  the  next  day  before 
dismissal  from  the  hospital. 


Summary: 

Percutaneous  removal  of  renal  calculi  was 
attempted  in  15  patients  and  was  successful  in 
13  patients,  with  2 requiring  open  surgical 
removal.  In  one  patient  the  stone  was  in  an 
inaccessible  calyx.  In  the  other  patient,  intra- 
operative hemorrhage,  requiring  2 units  of 
blood  transfusion,  dictated  flank  exploration. 
Both  of  these  cases  occurred  during  our  early 
experience  with  this  approach;  patient  selec- 
tion becomes  increasingly  important  to  ensure 
a high  success  rate.  The  postoperative  course 
was  uncomplicated  in  all  patients;  the  average 
hospital  stay  was  5 days,  with  disability  less 
than  10  days.  The  complication  rate  for 
percutaneous  removal  of  urinary  calculi  from 
larger  series  is  less  than  5%  and  includes 
residual  calculi,  sepsis,  hemorrhage,  tube 
dislodgement  and  extravasation.7  The  inci- 
dence of  complications  is  much  higher  with 
open  surgical  nephrolithotomy,  and  disability 
may  average  4 to  8 weeks  after  surgery. 

The  key  to  successful  percutaneous  removal 
of  renal  calculi  is  close  cooperation  between 
the  urologist  and  the  radiologist,  careful 
patient  selection,  and  meticulous  attention  to 
details  of  the  technique  involved.  We  have 
removed  3 difficult  ureteral  calculi  with  the 
transurethral  rigid  ureterorenoscope.  With  the 
advent  of  the  extracorporeal  ultrasonic  litho- 
triptor now  being  successfully  used  in  Ger- 
many, it  would  appear  that  open  surgery  for 
urinary  calculus  disease  may  rarely  be  neces- 
sary. 
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Percutaneous  Nephroscopic 
Removal  of  Renal  Stones 


TRADITIONAL  operations  for  re- 
moval of  renal  stones  are  as- 
sociated with  significant  surgi- 
cal injury  and  patient  morbidity.  Recently, 
percutaneous  endoscopic  techniques  for  re- 
moval of  renal  stones  have  emerged,  offering 
an  attractive  alternative  to  the  traditional 
surgical  approach.1 

The  concept  of  percutaneous  endoscopic 
access  to  the  kidney  is  not  new.  In  1941, 
Ruppel  and  Brown  removed  a residual  stone 
by  inserting  a cystoscope  through  a surgically 
created  nephrostomy  tract.2  In  1955,  Goodwin 
described  a direct  percutaneous  needle  tech- 
nique for  inserting  small  nephrostomy  tubes 
into  hydronephrotic  kidneys.1  The  application 
of  angiographic  guidewire  techniques  to  per- 
cutaneous manipulations  of  the  kidney  has 
opened  a rapidly  expanding  new  discipline  in 
urologic  surgery  called  “endourology”.4  During 
refinement  of  these  “minimally  invasive”  op- 
erative procedures,  it  was  realized  that  a small 
needle  tract  into  the  kidney  could  be  dilated 
over  guidewires  to  a caliber  sufficient  for 
insertion  of  an  endoscope.  Subsequent  reports 
documented  removal  of  small  kidney  stones 
through  pereutaneously  established  nephros- 
tomy tracts.5  These  intial  efforts  were  limited 
to  stones  small  enough  to  be  removed  intact 
through  this  tract,  usually  1 cm.  or  less  in 
diameter.  The  development  of  an  ultrasonic 
probe  that  could  reliably  disintegrate  much 
larger  stones  has  enlarged  the  scope  of 
percutaneous  renal  stone  surgery.6 

In  March,  1983,  we  initiated  our  experience 
with  the  ultrasonic  “sonotrode”  along  with  a 
nephroscopic  system  specifically  designed  for 
percutaneous  use  (Wolf,  Inc.).  We  herein 
report  the  results  of  this  approach  in  34 
consecutive  patients  over  the  ensuing  12 
months. 

Materials  and  Methods 

Since  March,  1983,  all  patients  presenting 
to  our  service  with  symptomatic  renal  stones 
were  considered  candidates  for  percutaneous 
stone  removal.  We  emphasize  that  our  indica- 
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tions  for  surgical  intervention  in  patients  with 
renal  stones  (pain,  obstruction,  infection)  have 
not  changed.  Small  asymptomatic  calyceal 
stones  are  generally  not  felt  to  provide 
indication  for  surgical  removal  by  any  means 
(with  the  exception  of  military  and  civilian 
pilots  who  cannot  be  certified  for  flight  if  they 
have  a renal  calculus).  Our  patients  ranged 
from  13  to  83  years  of  age,  with  an  average  age 
of  50  years.  There  were  21  male  patients  and 
13  female  patients.  All  patients  were  advised 
that  it  could  become  necessary  during  the 
course  of  a percutaneous  procedure  to  convert 
to  an  open  operative  approach  for  removal  of 
the  stone.  Our  only  contraindication  to  this 
procedure  is  an  irreversible  coagulation  dis- 
order. 

Our  current  technique  is  similar  to  other 
reports  in  the  literature.7  Our  philosophy  is  to 
attempt  the  entire  procedure  (including  per- 
cutaneous access  into  the  kidney,  tract  dilata- 
tion, and  nephroscopic  removal  of  the  stone 
either  by  forcep  extraction  or  ultrasonic 
disintegration)  at  one  time.  The  patient  is 
positioned  prone,  under  endotracheal  anes- 
thesia. Entry  into  the  kidney  is  initiated  by 

*Reprint  requests:  Hal  K.  Mardis,  M.D..  8300  Dodge,  Suite  407,  Omaha, 
Nebraska  68114. 
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percutaneous  insertion  of  a #21  gauge  long 
needle  under  the  12th  rib  near  the  posterior 
axillary  line.  The  needle  must  be  directed 
precisely  to  a predetermined  region  near  the 
stone.  A 0.018  inch  guidewire  is  inserted 
through  this  needle  under  fluoroscopic  obser- 
vation and,  using  a series  of  plastic  tubular 
dilators  (Van-Tec,  Inc.),  replaced  with  larger 
(0.038  inch)  guidewires  which  facilitate  pro- 
gressive, rapid  enlargement  of  the  tract  up  to 
size  30  French  (0.45  inch).  A semi-rigid  Teflon 
tubular  sheath  is  positioned  within  the  tract 
between  the  skin  and  the  collecting  system  of 
the  kidney.  A 24  French  nephroscope  is  then 
inserted  via  the  sheath.  The  stone  is  either 
removed  by  forceps  or  disintegrated  with  the 
sonotrode  under  direct  endoscopic  observa- 
tion. The  fragments  are  evacuated  by  suction. 
A small  television  camera  is  attached  to  the 
lens  system  to  allow  for  cooperative  effort 
between  the  surgeon  and  the  assistants.  At 
completion  of  stone  removal  a nephrostomy 
catheter  is  inserted  into  the  tract  for  control  of 
bleeding  and  temporary  drainage.  The  cathe- 
ter is  ordinarily  removed  within  48  hours, 
following  demonstration  of  a functional  col- 
lecting system  by  radiographic  contrast  study. 
The  tract  closes  spontaneously  thereafter, 
without  need  for  sutures. 

Results 

Solitary  renal  stones  were  removed  in  24  of 
our  patients.  Multiple  intrarenal  stones  (ranging 
from  2 to  22)  were  removed  in  the  remaining 
10  patients.  The  stones  were  located  in  the 
renal  pelvis  in  22  patients  with  combinations 
of  renal  pelvic  and  calyceal-infundibulum 
stones  in  12.  Only  one  patient  had  a large 
symptomatic  stone  confined  to  a calyceal 
system.  Stone  size  ranged  from  0.6  to  4.2  cm. 
in  maximum  radiographic  dimension.  Branched 
“staghorn”  stones  were  present  in  four  patients 
(table  1).  Associated  ureteral  stones  were  also 
removed  by  antegrade  percutaneous  techniques 
in  five  patients. 

Preliminary  percutaneous  nephrostomy  with 
or  without  tract  dilatation  was  indicated  in  14 
patients.  The  subsequent  nephroscopic  stone 
removal  was  performed  within  one  to  14  days 
dependent  upon  factors  related  to  the  patients’ 
clinical  presentation  and  associated  morbidi- 
ties. In  the  group  of  patients  undergoing  a two 
stage  procedure,  the  stone  removal  was  or- 
dinarily accomplished  within  48  hours  of  initial 


Table  1.  Stone  presentation 


No.  patients 

(%) 

Solitary 

24 

(70) 

Renal  pelvis,  17 
Ureteropelvic  cone,  6 
Upper  ureter,  1 

Multiple  (2-22) 

10 

(30) 

Branched  “staghorn”,  4 
Renal  pelvis/calyces/ureteral  cone,  3 
Renal  pelvis/calyces,  2 
Infundibulum/calyces,  1 


TOTAL  34  (100) 

percutaneous  access  procedure.  In  17  of  out- 
patients the  percutaneous  access,  tract  dilata- 
tion and  stone  removal  was  accomplished  in 
one  stage.  Traditional  surgical  removal  of  the 
stone  was  required  in  three  patients.  This 
occurred  during  our  first  six  attempts  and  was 
necessitated  by  failure  of  access  to  the  stone 
for  nephroscopic  manipulation.  This  experience 
is  characteristic  of  the  “learning  curve”  reported 
in  the  literature  by  other  groups  engaged  in  this 
endeavor.  In  the  subsequent  28  patients  the 
stone  was  successfully  removed  in  all  but  one. 
Residual  stone  material  remained  in  eight 
patients,  subsequently  removed  by  intrarenal 
chemical  dissolution  in  four  patients,  and 
passed  spontaneously  by  two  patients.  Thus, 
our  first  three  months  experience  resulted  in  a 
50%  success  rate,  the  subsequent  nine  months 
experience  provided  a 96%  success  rate,  with  an 
overall  success  of  88%  in  percutaneous  removal 
of  the  symptomatic  stone  material  which 
provided  indication  for  intervention  (table  2). 
We  have  not  subjected  any  of  our  renal  stone 
patients  to  traditional  surgical  pyelolithotomy  or 
nephrolithotomy  since  June,  1983. 


Table  2.  Results  of  percutaneous  stone 
removal  in  34  patients 


Success 
No.  pts. 

<%) 

Failure 
No.  pts. 

<%) 

Total  (%) 

Ureteral  stones 

5 

(83) 

l 

(17) 

6 (100) 

Renal  stones 

31 

(94) 

3 

(6) 

34  (100) 

Overall  success  in  30  of  34  patients  (88%) 

We  have,  as  yet,  not  encountered  a stone 
which  resisted  ultrasonic  disintegration  if  direct 
contact  with  the  sonotrode  was  successfully 
established.  The  composition  of  the  stones 
removed  is  listed  in  table  3,  and  represents  a 
typical  presentation  of  renal  stone  vaiiety. 
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Length  of  hospital  stay  for  percutaneous 
nephrostolithotomy  was  dependent  upon  the 
clinical  characteristics  of  the  patients  at  pre- 
sentation. In  17  individuals  “isolated”  stone 
disease  was  encountered.  In  14  patients  a 
significant  comorbidity  was  demonstrated  rang- 
ing from  collecting  system  obstruction,  renal 
insufficiency  or  urinary  tract  infection,  to 
systemic  problems  including  metabolic,  cardio- 
vascular, gastrointestinal  and  pulmonary  disease. 
In  our  first  eight  patients  with  “isolated”  stone 
disease,  the  length  of  hospital  stay  averaged 
eight  days,  and  our  subsequent  nine  patients 
averaged  five  days.  In  the  “comorbidity  group”, 
the  overall  length  of  stay  averaged  18.3  days 
and  was  unaffected  by  our  level  of  experience. 


Table  3.  Stone  composition 

No.  patients  (%) 


Calcium  oxalate 
Only,  16 
With  apatite,  8 
With  uric  acid,  2 
With  struvite,  1 

27 

(80) 

Magnesium/ammonium/phosphate 

(struvite) 

Only,  3 

With  calcium  phosphate,  1 

4 

(ID 

Calcium  phosphate  (apatite) 

1 

(3) 

Uric  acid 

1 

(3) 

Cystine 

1 

(3) 

TOTAL 

34 

(100) 

The  major  complication  in  our  experience 
occurred  in  the  first  three  months  of  endeavor 
where  percutaneous  access  failed  and  an  open 
surgical  procedure  was  needed  in  3 patients. 
The  attempt  at  percutaneous  approach  af- 
fected their  subsequent  outcome  only  by 
lengthening  the  hospital  stay  an  average  of  72 
hours. 

Blood  transfusion  was  required  in  six 
patients.  Small  rents  in  the  intrarenal  collecting 
system  were  recognized  in  eight  patients,  yet 
none  required  drainage  procedures.  Pre- 
existing urinary  tract  infection  was  docu- 
mented and  treated  in  nine  patients,  yet 
postoperative  infectious  problems  did  not 
develop.  All  of  our  patients  received  IV 
antibacterial  chemoprophylaxis  immediately 
preceding  the  operative  procedure.  The  ma- 
jority of  our  patients  experienced  a moderate 


degree  of  immediate  postoperative  pain,  al- 
though some  complained  of  none.  Oral  alimen- 
tation and  essentially  unrestricted  ambulation 
was  the  rule  either  the  evening  of  surgery  or 
the  following  day. 

Discussion 

The  percutaneous  endoscopic  approach  for 
renal  stone  removal  is  clearly  a milestone 
development  in  the  field  of  lithotomy.  The 
recognized  advantages  of  this  approach  are 
enumerated  in  table  4.  It  is  of  interest  that  this 
procedure  was  approached  conservatively  at 
its  inception  and  was  felt  to  be  only  applicable 
in  patients  presenting  with  solitary  renal  pelvic 
stones,  a normal  contralateral  kidney,  free  of 
infection,  and  without  significant  comorbidity. 
Subsequent  experience  both  in  Europe  and 
the  United  States  has  changed  this  attitude. 
Our  first  patient  presented  with  an  obstructing 
struvite  stone  in  a solitary  kidney  with 
urosepsis  and  uremia,  superimposed  upon 
uncontrolled  diabetes  mellitus.  The  percutan- 
eous approach  was  successful  in  this  patient 
and  she  remains  asymptomatic,  free  of  infec- 
tion, without  recurrent  stone,  and  with  normal 
renal  function  one  year  postoperatively. 

Table  4.  Benefits  of  percutaneous  renal  stone 
surgery  (compared  to  traditional  surgical 
approach) 

1.  Reduced  Morbidity 

a.  Reduced  hospitalization  time. 

b.  Rapid  healing  with  freedom  from  wound 
complications. 

c.  Reduction  of  post-surgical  pain. 

d.  Short  convalescence  time  after  hospital  discharge. 

2.  Technical  Advantages 

a.  Often  applicable  to  stones  that  present  difficulty 
for  posterolumbar  operative  approach. 

b.  Prior  renal  operations  do  not  interfere  with 
percutaneous  approach. 

c.  Allows  for  fluoroscopic  monitoring  of  procedure  to 
localize  and  remove  all  stones. 

3.  Reduced  Direct  and  Indirect  Costs 

a.  Reduction  of  hospital  costs  based  upon  lowered 
intensity  of  care  and  shortened  length  of  hospital 
stay. 

b.  Return  of  patient  to  full  activity  and  resumption  of 
occupation  within  a few  days  as  compared  to  4-6 
weeks  for  the  “classical”  operation. 

Percutaneous  nephrostolithotomy  may  not 
totally  replace  traditional  surgical  treatment 
but  our  experience  suggests  that  it  should  be 
considered  in  all  patients  with  symptomatic 
renal  stones.  A significant  savings  in  hospital 
cost  is  reflected  by  reduced  length  of  stay  and 
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Table  5.  Comparison  of  hospitalization  costs* 


Item 

Posterolumbar  Surgical 

Percutaneous  (Ultrasonic) 

Pvelolithotomy 

Nephrostolithotomy 

Room  charges 

1,530.00  (153; 

(10)  765.00  (153x5) 

OR/RR  Charges 

1,995.00 

1,299.25 

Pharmacy 

989.96 

276.61 

Radiology 

198.40 

245.60 

Med-Surg  Supplies 

921.50 

122.90 

Anesthesia 

271.00 

188.00 

Electrocardiogram 

45.60 

45.60 

Inhalation  Therapy 

82.70 

0 

$6,034.16 

$2,927.96 

*Based  upon  equivalent  patient  age,  symptoms,  stone  type  - size  - 
location,  with  successful  result  and  uncomplicated  recovery. 
Derived  from  (representative)  billings  of  two  patients  in  the 
summer  of  1983. 


intensity  of  care  requirements  (table  5). 
Perhaps  the  most  striking  advantage  of  this 
procedure  is  the  marked  reduction  in  mor- 
bidity. Patients  treated  by  the  percutaneous 
technique  have  minimal  discomfort  post- 
operatively  and  return  to  full  activity  and  prior 
occupation  within  a few  days  of  dismissal  from 
the  hospital,  in  contrast  to  a four  to  six  week 
convalescence  required  after  traditional  pos- 
terolumbar  lithotomy.  The  economic  benefit  of 
this  rapid  return  to  productivity  is  impossible 
to  estimate,  but  clearly  transcends  even  the 
very  significant  saving  in  hospital  cost. 

Technological  improvements  continue.  We 
are  also  using  a new  rigid  “ureteroscope”  with 
a matched  ultrasonic  sonotrode  and  have  been 
pleased  with  the  results  using  this  system  for 
removal  of  ureteral  stones  at  any  level.  Finally, 
the  Dornier  lithotriptor,  a machine  capable  of 
non-invasive  destruction  of  kidney  stones,  is 
now  being  introduced  from  Germany  into  six 
United  States  Medical  Centers  for  a three  year 
clinical  trial.  This  device  works  on  the  prin- 
ciple that  high  energy  shock  waves,  generated 
by  a high-voltage  spark  submerged  in  a water 
bath,  can  be  focused  by  ellipsoidal  reflectors 
and  directed  through  the  body  wall  to  a kidney 
stone.  The  patient  is  partially  submerged  in 
the  bath  to  facilitate  the  shock-wave  trans- 
mission, which  does  not  damage  soft  tissues. 


Repeated  shocks,  delivered  in  sessions  lasting 
as  long  as  several  hours,  will  disintegrate  a 
renal  stone.  The  stone  fragments  are  then 
passed  out  via  the  collecting  system.  Whether 
this  “stone  machine”  will  ultimately  supplant 
even  the  percutaneous  approach  remains  to  be 
seen.  It  seems  clear,  however,  that  the 
admonition  of  Hippocrates  to  . . not  cut  for 
the  stone  . . .”  will  soon  become  achievable 
reality,  to  the  benefit  of  our  patients  and 
society  as  a whole. 
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Distal  Ulnar  Neuropathy 


PROGRESSIVE  weakness  of 
muscles  innervated  by  the  deep 
palmar  branch  of  the  ulnar 
nerve  was  probably  first  described  by  Gessler 
in  gold  polishers.1  Similar  distal  ulnar  nerve 
lesions  were  later  observed  as  occupational 
trauma  in  jewellers  and  brass  polishers,2  boot 
makers  and  cobblers,3-4  machine  operators,3-4 
motorcyclists,  and  bicyclists,3-7  and  other 
occupations.  In  large  case  series  Mumenthaler4 
described  30  patients,  Vanderpool8  21  cases 
and  Shea  and  McClain9  reviewed  136  cases 
from  the  literature.  Yet,  distal  ulnar  neuro- 
pathy is  a relatively  rare  entity  compared  to 
other  entrapment  syndromes.  It  often  results 
in  minimal  symptoms  and  mild  functional 
impairment,  reasons  why  this  diagnosis  is 
infrequently  considered. 

We  want  to  draw  attention  to  this  entity  by 
reporting  nine  additional  patients  with  rela- 
tively mild  distal  ulnar  neuropathy. 

Case  Material: 

Findings  of  the  nine  patients  are  sum- 
marized in  the  table  and  one  case  is  reported 
below  in  more  detail.  All  nine  patients  fulfilled 
the  following  criteria:  First,  the  cause  of  the 
distal  ulnar  neuropathy  was  either  chronic  or 
acute  blunt  trauma  or  unknown.  Patients  with 
dislocations,  fractures  and  open  wounds  were 
excluded.  Second,  patients  were  otherwise 
neurologically  normal,  and  electromyographic 
abnormalities  were  limited  to  the  distribution 
of  the  distal  ulnar  nerve.  Third,  all  patients  had 
“complete”  EMG  studies  (needle  electrode 
examination  and  nerve  conduction  studies). 

Case  1: 

A 24  year-old  right-handed  meat  packer 
noticed  a “sudden”  onset  of  painless  weakness 
and  wasting  of  the  right  hand.  His  work 
consisted  of  deboning  meat  six  to  eight  hours 
per  day  with  a knife  held  firmly  in  his  right 
hand.  He  had  performed  the  task  for  three 
years. 

Examination  revealed  atrophy  and  weakness 
of  all  interossei  muscles.  Thenar  and  hypo- 
thenar  muscles  were  of  normal  size  and 
strength.  The  fourth  and  fifth  finger  were  held 
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in  flexion  and  the  fifth  finger  abducted. 
Sensation  was  normal.  A scar  from  a previous 
laceration  was  found  just  distal  to  the  pisiform 
bone.  There  was  no  tenderness  or  swelling. 
EMG  indicated  a severe  neuropathy  of  the 
deep  palmar  branch  of  the  ulnar  nerve.  Since 
laceration  of  the  nerve  was  possible,  the  area 
of  Guyon’s  canal  was  explored  surgically.  No 
abnormalities  of  nerve  or  surrounding  ana- 
tomical structures  were  found.  The  patient 
changed  occupation  and  within  six  months 
recovered  completely.  Repeat  EMG  studies 
after  one  year  were  normal. 

Discussion: 

The  ulnar  nerve  is  derived  from  the  eighth 
cervical  and  the  first  thoracic  nerve  roots  and 
is  the  largest  branch  of  the  medial  cord  of  the 
brachial  plexus  (“lower  brachial  plexus”). 
About  six  to  eight  centimeters  proximal  to  the 
wrist,  the  ulnar  nerve  gives  off  the  dorsal 
cutaneous  branch,  which  supplies  sensation  to 
the  ulnar  aspect  of  the  dorsum  of  hand  and 
fingers.  The  ulnar  nerve  then  passes  into 
the  palm  through  an  oblique  “tunnel”  (canal  of 
Guyon),  which  is  formed  proximally  and 
medially  by  the  pisiform  bone,  laterally  and 
distally  by  the  hook  of  the  hamate,  posteriorly 
by  the  transverse  carpal  ligament,  and  an- 
teriorly by  the  aponeurosis  of  the  palm. 
Guyon’s  canal  contains  the  ulnar  nerve  and 
artery,  and  a fat  pad.  The  deep  branch  of  the 
ulnar  nerve  reaches  the  deep  palmar  space 
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through  a distal  opening  in  the  floor  of  Guyon’s 
canal,  also  termed  piso-hamate-hiatus.10  This 
hiatus  is  formed  superficially  by  a musculo- 
tendoneus  arch  originating  from  the  two 
separate  attachments  of  the  flexor  digit  quinti 
brevis  to  the  pisiform  bone  and  the  hook  of  the 
hamate,  respectively;  opposite  the  arch  and 
deep  to  the  nerve  lies  the  piso- hamate 
ligament.  Leaving  this  hiatus,  the  nerve  takes 
an  abrupt  turn  around  the  hook  of  hamate,  and 
then  follows  along  the  deep  palmar  arch  to 
terminate  in  the  first  dorsal  interosseous  and 
flexor  pollicis  brevis  muscles.  The  superficial 
branch  of  the  ulnar  nerve  supplying  the 
palmaris  brevis  muscle  and  sensation  to  the 
palmar  and  ulnar  aspect  of  the  hand  branches 
off  within  Guyon’s  canal  and  proximally  to  the 
piso-hamate-hiatus. 


Symptoms  and  signs  of  distal  ulnar  neuro- 
pathy depend  upon  the  anatomical  level  of  the 
lesion.2  4'8'11  The  nerve  is  affected  most  com- 
monly distally  in  Guyon’s  canal  resulting  in 
painless  progressive  wasting  and  weakness, 
mimicking  the  early  stage  of  amyotrophic 
lateral  sclerosis.  Nerve  damage  in  the  proximal 
and  more  superficial  part  of  Guyon’s  canal  is 
associated  with  weakness  of  all  intrinsic  ulnar 
nerve  innervated  hand  muscles  and/or  sensory 
symptoms  along  the  palmar  aspect  of  the  hand. 
When  the  nerve  is  affected  more  proximally  in 
Guyon’s  canal,  it  is  frequently  accompanied  by 
dull  pain  in  the  wrist  or  hypothenar  area.  This 
pain  often  radiates  proximally  to  the  forearm 
and  upper  arm.  In  this  situation  a distinction  of 
a distal  ulnar  neuropathy  from  the  more 
common  ulnar  nerve  neuropathy  localized  to 


TABLE  1 


Symptoms 

Signs 

Motor  Sensory 

“Local” 

Case  1 

20  year  old  meat  cutter. 
Sudden  onset  of  hand 
weakness. 

Atrophy  and  weakness 
of  all  interossei 

Normal 

Normal 

Exploration  “normal 
nerve”  complete 
recovery  within  6 
months. 

Case  2 

60  year  old  female:  Losing 
control  over  right  hand, 
progressive  3 month  duration 

Interossei  atrophy 
and  weakness 

Normal 

Normal 

Exploration  “normal 
nerve”,  Improved 

Case  3 

37  year  old  male.  Hand  pain 
with  pressure  against  palm. 
Long  distance  bicycler. 

Mild  interossei 
weakness  but  no 
atrophy 

Normal 

Normal 

Adjusted  hand  position 
when  bicycling.  Full 
recovery. 

Case  4 

40  year  old  male  machine 
operator  and  bicyclist. 
Noticed  atrophy  and  abduction 
of  5th  finger. 

Atrophy  and  weakness 
of  all  interossei 
muscles 

Normal 

Normal 

Stopped  bicycling. 
Full  recovery. 

Case  5 

24  year  old  right-handed  meat 
packer.  For  lVi  years  severe 
pain  left  ulnar  aspect  of  wrist 
and  hypothenar.  Paresthesias 
4th  and  5th  finger  infrequently. 

Normal  muscle  bulk 
and  strength 

Normal 

Normal 

Exploration 
“Hypertrophied" 
Hypothenar  muscles 
Improved. 

Case  6 

37  year  old  meat  packer. 
Progressive  weakness  right 
hand,  several  years 
duration.  2 years  previously 
surgical  exploration. 

Mild  atrophy  of 
interossei  and 
hypothenar 
4th  and  5th  finger 
claw  position 

Decreased 
ulnar  aspect 
palm 

Normal 

Continued  working. 
Surgical  exploration 
“normal  nerve”.  Sub- 
jectively unchanged. 

Case  7 

30  year  old  female  nurse. 
Progressive  weakness  of 
handgrip  and  numbness  of 
4th  and  5th  fingers,  several 
months  duration. 

Atrophy  and  weakness 
of  interossei  + 
hypothenar  muscles. 

Decreased 
sensation  ulnar 
aspect  palm 

Positive 

Tinel’s 

sign 

Cause  unknown.  No 
follow  up. 

Case  8 

32  year  old  female.  “Bumped 
hand”.  Progressive 
hypothenar  pain,  5th  finger 
abducted. 

Mild  interossei 
atrophy  and 
weakness. 

Normal 

Tenderness 
of  pisiform 
bone 

Ganglionic  cyst 
removed,  full  recovery. 

Case  9 

27  year  old  hit  hypothenar 
eminence  against  hard  object. 
Progressive  pain  and  dis- 
comfort ulnar  aspect  of  hand 
and  forearm. 

Normal  muscle  bulk 
and  strength. 

Normal 

Positive 
Tinel  sign 

Conservative  therapy 
without  success. 
Exploration  of  Guyon 
canal  and  neurolysis. 
Complete  recovery 
“Normal  nerve” 
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the  cubital  tunnel  at  the  elbow  may  be  difficult. 
Besides  amyotrophic  lateral  sclerosis  and 
cubital  tunnel  syndrome,  thoracic  outlet  syn- 
drome and  cervical  radiculopathy  need  to  be 
considered  in  the  differential  diagnosis. 

Ramsey  Hunt  first  suggested  chronic  nerve 
compression  as  the  major  cause  of  distal  ulnar 
neuropathy.2  This  mechanism  has  been  sup- 
ported by  the  fact  that  full  recovery  frequently 
occurs  when  avoiding  the  offending  trauma; 
this  is  furthermore  supported  by  electro- 
physiologic  data.12  The  role  of  localized  ab- 
normalities found  during  surgical  exploration 
of  Guvon’s  canal  is  less  clear.6-89  Ganglions 
originating  from  the  carpal  joints  are  the  most 
common  findings  at  surgery.  Ganglions  are 
normally  present  in  patients  with  joint  disease, 
neuropathy  due  to  acute  trauma,  and  even 
found  in  patients  with  a history  of  chronic 
occupational  trauma.  Other  more  non-specific 
findings  at  surgery  include  abnormalities  of  the 
ulnar  artery,  synovitis,  and  abnormalities  of 
the  small  hand  muscles.  Not  infrequently, 
however,  exploration  of  Guyon's  canal  does  not 
demonstrate  obvious  abnormalities.  Typical 
features  of  entrapment  neuropathies,  such  as 
flattening  or  prestenotic  swelling  of  the  nerve, 
may  be  absent  in  clinically  typical  distal  ulnar 
neuropathy. 

Therapeutic  considerations  follow  these 
pathogenetic  mechanisms.  If  there  is  a history 
of  prolonged  occupational  or  recreational 
trauma,  treatment  is  initially  conservative  by 
either  changing  the  work  technique,  use  of  a 
protective  glove4  or  change  in  occupation.  If 
conservative  therapy  for  several  months  is 
unsuccessful,  surgical  exploration  is  indicated.6-8 
Many  patients  in  whom  adequate  conservative 
therapy  was  unsuccessful  and  localized  ab- 
normalities were  not  evident  at  surgery, 
improve  following  exploration.  Hayes  et  al13 
and  Uriburu  et  al10  have  stressed  the  patho- 
genetic role  of  the  ligamentous  band  between 
the  pisiform  bone  and  the  hook  of  the  hamate, 
nerve  damage  being  due  to  compression 
against  this  superficial  structure.  It  may  well 
be  that  decompression  of  the  piso-hamate- 
hiatus  during  routine  exploration  of  the  nerve 
is  responsible  for  this  positive  surgical  result. 

Our  experience  is  similar  to  that  reported  in 
the  literature.  Chronic  nerve  compression  was 
evident  in  five  patients:  three  meat  packers 
and  two  bicyclists.  In  case  2 diabetes  mellitus 


probably  predisposed  to  compression  neuro- 
pathy.14 A ganglion  was  found  only  in  case  8 
who  had  acute  trauma.  Although  no  specific 
abnormalities  were  observed  in  the  other 
patients  undergoing  exploratory  surgery,  all 
improved  except  case  6.  Lack  of  function 
improvement  in  the  latter  patient  may  have 
been  due  to  muscular  contractures  and  short- 
ening of  tendons,  since  sequential  EMGs  over 
two  years  revealed  progressive  improvement 
of  nerve  function. 

A diagnosis  of  distal  ulnar  neuropathy  is 
relatively  easy  when  acute  trauma  points  to  the 
site  of  the  nerve  injury.  It  may  be  a diagnostic 
challenge  in  the  patient  with  slow  progressive 
nerve  damage.  This  diagnostic  dilemma  is 
further  complicated  by  the  fact,  that  because 
of  technical  reasons,  “routine”  electromyo- 
graphic studies  for  identification  of  ulnar  nerve 
entrapment  do  not  investigate  the  territory  of 
the  most  distal  part  of  the  ulnar  nerve.15  When 
suspected,  however,  a correct  diagnosis  can 
usually  be  made  electromyographically  as  in  all 
of  our  patients.  EMG  is  particularly  helpful  in 
differential  diagnosis.  Furthermore,  EMG  may 
be  abnormal  and  diagnostic  in  patients  with 
normal  neurologic  evaluation. 

Summary 

Clinical  features  in  nine  patients  with  distal 
ulnar  neuropathy  are  reported.  Most  commonly 
patients  presented  with  progressive,  painless 
wasting  of  small  hand  muscles.  Chronic  oc- 
cupational or  recreational  trauma  was  the 
predominant  cause.  Objective  abnormalities 
were  present  clinically  in  seven  patients;  EMG 
was  abnormal  in  all  nine  patients.  Distal  ulnar 
neuropathy  is  more  common  than  generally 
appreciated.  Diagnostic  and  therapeutic  con- 
siderations are  discussed. 
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FRACTURE  OF  THE  MONTH 

Fracture  Dislocation  of  a Charcot  Knee 


THE  patient  was  a 68  year  old 
woman  seen  because  of  gross 
instability  of  the  left  knee  which 
prevented  her  from  walking.  She  was  known  to 
suffer  from  tertiary  syphilis  but  had  been  able 
to  walk  until  she  fell  down  a flight  of  stairs 
injuring  the  left  knee  one  year  prior  to  our 
exam.  Subsequently  she  sustained  repeated 
injuries  on  trying  to  use  the  left  leg  and 
eventually,  because  of  progressively  increasing 
weakness,  she  became  confined  to  a wheel- 
chair. Attempted  bracing  proved  inadequate  in 
providing  sufficient  knee  stability  for  her  to 
walk. 

On  physical  examination,  she  was  found  to 
have  Argyll-Robertson  pupils,  and  absent  deep 
tendon  reflexes  consistent  with  her  neurologic 
diagnosis  of  tabes.  Her  left  knee  was  extremely 
swollen  and  unstable  in  both  the  mediolateral 
and  anteroposterior  directions.  However,  the 
knee  was  not  paintful  despite  considerable 
crepitation  on  motion.  X-rays  showed  a frac- 
ture-dislocation with  erosion  of  the  entire 
medial  tibial  plateau,  consistent  with  a Charcot 
joint  (Figure  1). 

The  purposes  of  this  presentation  are  to 
review  the  causes  and  consequences  of  Char- 
cot deformity  and  particularly  to  discuss 
present  concepts  in  management. 

Discussion: 

In  1868  Jean  Martin  Charcot  first  recog- 
nized the  relationship  between  syphilis  and 
severe  joint  arthropathy.1  Approximately  ten 
percent  of  patients  with  tabes  dorsalis  will 
develop  a neuroarthropathy  with  the  knee 
being  the  joint  most  commonly  involved.  Loss 
of  protective  pain  sensation  and  proprioception 
from  tabetic  degeneration  of  afferent  nerve 
fibers  causes  the  joint  destruction.  Recurrent 
injury,  subluxation,  fracture,  fragmentation 
and  eventually  complete  joint  dislocation 
disable  the  patient. 

Today,  the  most  commonly  seen  Charcot 
joint  results  from  diabetic  neuropathy.  In 
contrast  to  the  tabetic,  the  neurotrophic  joint 
secondary  to  diabetes  develops  most  fre- 
quently in  the  foot  and  ankle.  Also,  in  contrast 
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to  the  classic  hypertrophic  arthropathy  of 
tabes,  diabetic  neurotrophic  joints  tend  to  be 
atrophic.  The  diabetic  condition  leads  to 
resorption  and  mutilation  of  the  bone  which  is 
commonly  confused  with  the  osteolytic  de- 
struction from  osteomyelitis. 

Other  causes  of  Charcot  joint  disease 
include  syringomyelia,  peripheral  nerve  lesions, 
congenital  insensitivity  to  pain,  Riley-Day 
syndrome  and  perhaps  intraarticular  cortisone. 
Conditions  which  may  be  confused  with  the 
Charcot  joint  include  trauma,  infection,  rheu- 
matoid arthritis  and  hypertrophic  arthritis. 
However,  when  the  deformity  increases  rapidly 
in  a relatively  pain-free  knee,  a Charcot  joint 
should  be  first  on  the  list  of  possibilities.  The 
diagnosis  of  a neurotrophic  arthropathy  can  be 
confirmed  by  the  characteristic  microscopic 
features  of  bone  debris  and  bits  of  cartilage 
ground  into  the  synovial  and  sub-synovial 
tissue. 

Although  non-operative  treatment  may  be 
effective  in  other  joints  such  as  the  foot  or 
ankle,  the  Charcot  knee  has  proven  particular- 
ly difficult  to  control  without  surgery.  Most 
patients  present  to  the  orthopaedic  surgeon 
with  a knee  deformity  which  has  progressed  to 
the  point  where  bracing  is  ineffectual.  Arth- 
rodesis then  becomes  necessary  but  fusion  of 
these  deformed  knees  is  fraught  with  compli- 
cations. The  overall  successful  fusion  rate 
reported  in  the  literature  has  been  approxi- 
mately 50%,  with  infection  and  further  joint 
breakdown  sometimes  necessitating  amputa- 
tion. Despite  the  high  complication  rate, 
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Figure  IB 


Figure  1A 


Figure  1:  Anteroposterior  and  lateral  roentgeno- 
grams demonstrate  complete  fracture  dislocation  of 
the  patient’s  knee.  This  severe  deformity  with 
calcification  in  the  capsule  and  synovium  represents 
a typical  picture  of  a Charcot  joint. 


arthrodesis  of  the  knee,  if  it  can  be  achieved, 
provides  the  patient  with  the  best  chance  of 
walking  independently.  Complete  synovectomy 
is  necessary  to  eliminate  the  destructive  effect 
of  inflammatory  enzymes  on  the  fusion  site. 
Also,  newer  methods  of  fixation,  using  an 
extra-long  intramedullary  nail  to  fix  both  the 
femur  and  tibia,  provide  necessary  mechanical 
support.  The  technical  complications  from 
previously  used  techniques,  such  as  external 
fixation  or  plates,  may  thereby  be  diminished. 

Management: 

This  patient’s  fracture  dislocation  was  treat- 
ed by  a complete  synovectomy  of  the  knee 
joint  and  removal  of  all  sclerotic  bone  and 
cartilagenous  debris.  The  tibial  articular  sur- 


face was  moved  medially  to  closely  appose  the 
medial  femoral  condyle.  The  articular  surfaces 
were  then  fused  using  an  extra-long  intra- 
medullary nail  to  support  both  the  femur  and 
tibia.  In  addition,  the  fusion  was  reinforced  by 
screw  fixation  of  the  patella  to  the  distal  femur. 
External  cast  support  was  continued  for  five 
months  until  the  fusion  became  solid  (Figure 
2A  & B).  Subsequently,  the  patient  regained 
her  ability  to  walk  independently  and  to  date 
has  had  no  similar  problems  with  the  opposite 
knee. 

This  case  illustrates  that  a neurotrophic 
joint  can  be  successfully  fused  and  the  patient 
rehabilitated  to  an  ambulatory  status.  The 
most  effective  technique,  which  has  also  been 
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Figure  2A  Figure  2B 


Figure  2A  & B:  Anteroposterior  and  lateral 
roentgenograms  eight  months  following  surgery 
demonstrate  solid  knee  fusion.  Note  that  the  defect 
in  the  medial  condyle  was  overcome  by  medially 
displacing  the  tibia  on  the  femur  at  the  time  the  nail 
was  inserted. 


reported  in  the  series  by  Drennan  and  co- 
workers,2 requires  careful  removal  of  all  joint 
synovitis  and  debris  to  achieve  adequate 
apposition  of  congruent  bone  surfaces.  Intra- 
medullary fixation  of  the  femur  and  tibia 
supplemented  by  a walking  cast  provides  the 
mechanical  stability  necessary  until  solid 
fusion  occurs. 
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A Case  Report  of  a Myxoma  or 
Rhabdomyosarcoma  of  the  Left  Atrium 
in  the  Third  Trimester  of  Pregnancy 


A TRIAL  myxomas  are  uncommon 
/A  tumors  with  an  incidence  of 
jA.  approximately  8 per  million 
autopsies.1  They  appear  to  be  the  most 
common  type  of  cardiac  tumor  with  excellent 
surgical  results  associated  with  removal,  but 
because  of  the  potential  fatal  obstructive  and 
embolic  complications,  prompt  management  is 
recommended.  There  are  several  case  reports 
of  atrial  myxomas  in  pregnancy;  however,  all 
have  been  before  the  third  trimester  and  have 
been  managed  by  immediate  intervention.  The 
first  case  recorded  was  in  a 39  year  old  woman 
at  21  weeks  gestation2  and  a second  case  was 
of  a 26  year  old  woman  in  the  23rd  week  of 
pregnancy.3  Both  of  these  cases  underwent 
cardiopulmonary  bypass  procedures  without 
interrupting  their  pregnancies. 

Case  Report: 

This  28  year  old  gravida  III,  para  II  was 
initially  seen  at  30  weeks  gestation  in  the 
emergency  room  in  what  appeared  to  be 
extensive  bilateral  pneumonia.  An  echocardio- 
gram revealed  a left  atrial  mass,  most  con- 
sistent with  a myxoma.  The  patient’s  symp- 
toms responded  to  hospitalization,  diuretics 
and  antibiotics.  The  following  options  in 
patient  management  were  considered:  1)  should 
the  pregnancy  be  terminated  before  open 
heart  surgery  was  carried  out;  2)  should  a 
cesarean  section  be  performed  concurrently 
with  the  open  heart  surgery;  3)  should  the 
pregnancy  be  allowed  to  proceed  to  36  weeks 
of  gestation  and  fetal  pulmonary  maturation 
before  delivering  the  patient  and  subsequently 
following  up  with  the  cardiopulmonary  pro- 
cedure. As  the  patient  showed  no  signs  of  any 
embolization  and  her  condition  improved 
markedly,  she  was  discharged  home  to  be 
followed  on  a biweekly  basis  by  both  the 
obstetrical  and  the  cardiopulmonary  teams. 
However,  one  month  after  discharge,  the 
patient  developed  congestive  heart  failure  and 
was  readmitted  for  further  diuresis  and  evalua- 
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tion.  Amniotic  fluid  LS  ratio  was  0.5  and  a 
repeat  amniocentesis  one  week  later  showed 
an  LS  ratio  of  0.7  with  the  patient  developing 
mild  congestive  heart  failure.  She  was  given 
BetaMethasone  12  mg  IM  every  12  hours  for 
three  doses. 

Since  the  cervix  was  closed  and  unripe,  a 
cesarean  section  under  epidural  anesthesia 
was  performed  at  35  weeks  gestation  with 
delivery  of  a 4 lb.  4 oz.  male  infant  with  an 
Apgar  of  9.  During  the  week  post-cesarean 
section,  the  patient  had  several  episodes  of 
cardiac  decompensation  and  it  was  felt  that 
the  left  atrial  tumor  should  be  removed.  With 
placement  of  a Swan  Ganz  catheter  and  a right 
anterior  thoracotomy,  the  patient  was  placed 
on  cardiopulmonary  bypass.  Three  “large, 
smooth  walled,  pedunculated  myxomas”  were 
found.  Their  total  weight  was  57  grams.  The 
removal  of  these  tumors  was  accomplished 
without  the  use  of  any  prosthetic  patches. 

The  patient  did  well  postoperatively.  Be- 
cause of  difficulty  over  the  microscopic  ap- 
pearance of  this  tumor  due  to  multiple  areas  of 
pleomorphism,  a number  of  slides  were  sent  to 
several  pathology  centers  for  histological  re- 
view. The  Armed  Forces  Institute  of  Pathology 
stated  that  “the  tumor  should  be  considered 
cautiously  benign”.  The  Henry  Ford  Hospital 
Department  of  Pathology  thought  that  the 
tumor  represented  “histologic  tumor  which 
should  be  considered  malignant”.  The  United 
Hospital  Pathologists  of  St.  Paul,  Minnesota, 
which  reviewed  both  the  patient  and  the 
microscopy,  considered  the  tumors  to  be  a 
“rhabdomyosarcoma”. 

The  infant  developed  respiratory  distress 
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with  a possible  heart  murmur  and  a ventilator 
was  necessary  after  development  of  bilateral 
pneumothoraces  and  placement  of  chest  tubes. 
He  progressed  well  and  was  discharged  on  the 
30th  day  of  life  to  his  mother's  care.  Since  the 
surgery  the  patient  has  done  well.  She  had 
convalesced  from  her  surgery  and  has  no 
particular  cardiopulmonary  complaints.  The 
patient  will  be  followed  with  repeat  echograms 
at  three  month  intervals  for  the  next  several 
years. 


WashingtoN otes 

(Continued  from  page  8A) 

defined  as  physicians.  Medicare  coverage  for 
the  services  of  the  other  practitioners  would  be 
unchanged,  but  these  practitioners  would  be 
defined  separately.  Dentists  would  be  defined 
as  dentists;  podiatrists,  chiropractors  and 
optometrists  as  “independently  licensed  health 
care  practitioners.” 

* * * 

Shorter  Stays  Under  DRGs? 

Medicare’s  new  diagnosis  related  groups 
(DRGs)  payments  are  having  the  desired  effect 
of  reducing  hospital  lengths  of  stay  without  the 
unwanted  side  effect  of  increasing  admissions, 
federal  officials  are  reporting. 

Data  on  the  impact  of  the  DRG  program  to 
date  were  presented  to  the  Healthcare  Finan- 
cial Management  Association  May  5 by  James 
Scott,  Acting  Deputy  Administrator  of  the 
Health  Care  Financing  Administration. 

As  of  March  31,  43%  of  all  hospitals  were 
under  DRGs  for  Medicare  patients.  The  most 
prevalent  DRG  was  127  for  heart  failure  and 
shock;  the  second  most  prevalent  was  DRG  39 
for  lens  procedures. 

Between  October  1,  1983,  (when  DRGs  were 
implemented  in  the  first  hospitals)  and  March 
31,  1984,  the  average  length  of  stay  for 
Medicare  patients  billed  under  DRGs  was  7.2 
days.  This  compared  with  9.1  days  for  non- 
DRG  bills  and  9.4  days  in  the  same  period  a 
year  earlier,  Scott  said. 
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The  7.2  day  average  may  rise  somewhat, 
however,  because  bills  for  complicated,  long 
stays  may  only  now  be  filtering  in  for  payment 
and  because  many  of  the  hospitals  first 
affected  by  DRGs  were  in  the  south,  where 
length  of  stay  tends  to  be  shorter  than  in  the 
northeast. 

In  the  first  five  months  of  fiscal  1984,  an 
estimated  4.826  million  Medicare  patients 
were  admitted  to  hospitals  as  compared  to 
4.792  million  in  the  same  period  in  1983,  Scott 
advised.  When  adjusted  for  leap  year,  this  is  a 
0%  increase  in  a year  when  admissions  were 
projected  to  increase  by  3.4%,  he  added,  “so  it 
is  safe  to  conclude”  that  hospitals  are  not 
“jerking  every  third  senior  citizen  they  see  on  a 
street  corner  off  to  the  hospital  to  maximize 
DRG  payments.” 

* * * 

Stopping  the  ‘Hoppers’ 

Physicians  and  other  practitioners  who  lose 
their  license  in  one  state  should  not  be 
permitted  to  hop  from  state  to  state,  con- 
tinuing to  treat  patients  and  collecting  from 
Medicare  and  Medicaid  in  the  process:  That 
was  the  general  agreement  among  physicians, 
federal  officials  and  congressmen  reacting  to  a 
General  Accounting  Office  study  that  recom- 
mends tightening  Medicare  and  Medicaid  laws 
to  permit  the  exclusion  from  the  two  programs 

(Continued  on  page  260) 
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"MEDICINE  IN  TRANSITION" 

We  Have  Been  Too  Good 

In  1984,  for  the  first  time,  Americans  will  be 
paying  one  billion  dollars  daily  for  health  care. 
How  did  we  get  there?  Several  factors  have 
been  incriminated  such  as  cost  based  reim- 
bursement, hospital  overbedding,  demographic 
changes,  surplus  of  some  physician  specialists, 
benefit  plans,  expensive  medical  technology 
and  the  American  appetite  for  accessible 
medical  care.  I am  fully  aware  of  the  impos- 
sibility of  making  any  sound  statements  on  the 
cost  of  health  care  in  a brief  dissertation,  but  I 
do  want  to  comment  on  the  relationship  of  cost 
to  our  medical  care,  preventive  medicine  and 
aging  population. 

In  1910,  The  Flexner  Report  was  the  stimulus 
for  bringing  medical  education  out  of  the  dark 
ages  and  revolutionizing  the  scientific  ap- 
proach to  medical  practice.  The  results  have 
been  fantastic.  Since  1900,  the  death  rate  in 
this  country  has  been  cut  in  half  and  twenty- 
eight  years  have  been  added  to  the  life 
expectancy  at  birth.  We  had  only  six  million 
people  over  sixty-five  in  1936  when  Social 
Security  was  instituted.  We  have  twenty-seven 
million  now  and  it  is  projected  that  in  the  year 
2000,  there  will  be  33  million,  and  in  the  year 
2040,  50  million  people  over  sixty-five.  Where 
did  these  folks  come  from?  They  are  the 
people  who  did  not  die  in  infancy  at  birth 
and/or  with  prematurity.  They  didn’t  die  from 
smallpox,  whooping  cough,  diphtheria  in  child- 
hood, or  polio,  typhoid,  infectious  diseases  and 
appendicitis  in  their  youth.  In  the  prime  of  life, 
these  folks  didn’t  die  from  tuberculosis, 
syphilis  or  myocardial  infarction.  In  fact,  most 
all  of  the  leading  causes  of  death  have  shown  a 
significant  decrease  over  the  last  decade.  The 
decline  in  accidental  death,  however,  was  quite 
fortuitous  as  the  Arab  sheiks  had  no  realization 
of  the  thousands  of  American  lives  they  would 
save  with  their  oil  embargo.  The  death  rate 
from  myocardial  infarction,  the  leading  cause 
of  death,  has  fallen  more  than  30%  over  the 
past  two  decades.  This  is  just  short  of 
spectacular.  We  have  coronary  care  units, 
mobile  heart  units,  bypass  surgery,  improved 
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drugs  and  improved  habits,  less  smoking, 
healthier  diets,  and  exercise.  Death  rate  from 
stroke,  the  second  leading  cause  of  death,  has 
also  had  a similar  remarkable  decline.  Non- 
productivity  has  been  averted  and  quality  of 
life  preserved  for  most  with  a large  healthy 
population  over  sixty-five.  This  has  all  been 
accomplished  through  the  finest  and  most 
accessible  health  care  delivery  system  a 
populace  of  the  world  has  ever  known. 

What’s  the  gripe?  Cost.  Approximately  one 
third  of  personal  health  expenditures  is  for 
12%  of  the  population,  those  over  sixty-five. 
One  half  of  all  expenditures  are  accounted  for 
by  less  than  15%  of  those  over  sixty-five  and 
most  in  their  final  weeks  of  life.  By  year  2040, 
our  populace  over  sixty-five  will  be  nearly 
doubled  with  eight  million  over  eighty-five.  I 
might  add,  these  folks  are  all  living  now  and 
enjoying  the  benefits  of  this  medical  system. 
This  estimate  of  populace  over  sixty-five  is 
without  considering  a major  medical  break- 
through which  is  very  unlikely.  Just  extrapolat- 
ing the  costs  without  a major  breakthrough, 
one  looks  at  two  thirds  of  the  expenditures  for 
approximately  24%  of  the  population  in  year 
2040.  This  will  be  a cause  for  concern  to  put  it 
mildly. 

If  we  could  wipe  out  cardiovascular  diseases, 
the  average  life  expectancy  from  birth  would 
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increase  from  seventy-five  years  to  eighty- 
eight  years.  Take  the  next  common  cause  of 
death,  cancer;  who  knows  how  many  more 
years  would  be  added  to  life  expectancy  at 
birth.  What’s  more,  medicine  is  getting  ever 
closer  to  solving  the  riddle  of  these  diseases. 
When  they  are  solved,  immediate  health 
expenditures  would  markedly  fall  foreshadow- 
ing any  previous  breakthroughs  such  as  polio 
and  tuberculosis,  but  future  health  expendi- 
tures would  be  remarkably  increased.  Un- 
fortunately, as  we  get  older,  we  don’t  just  fly 
away,  but  a part  at  a time  fails  like  the  old 
automobile.  As  we  approach  the  ultimate  life 
expectancy,  there  will  be  many  parts  that  fail, 
for  the  cells  of  the  human  organism  at  the 
extremes  of  life  just  stop  replicating. 

One  may  say  I am  against  old  folks.  Of 
course  not,  for  I am  rapidly  approaching  the 
golden  age  as  we  all  are.  These  folks  have  built 
this  nation  contributing  forty  to  fifty  years 
each  of  productivity  and  have  contributed  to 
the  well  being  of  this  great  nation.  They 
deserve  and  should  have  their  needs  cared  for. 
That  has  been  the  American  way,  but  society 
and  the  politicians  have  not  answered  the 
question  of  how  we  pay  for  these  ever 
increasing  expenditures.  Am  I against  pre- 
ventive medicine?  Again,  of  course  not,  as  I 
preach  it  every  day  to  my  patients  — no 
smoking,  proper  diet  and  exercise.  The  quality 
of  life  that  preventive  medicine  and  medical 
care  has  given  the  American  populace  has 
never  been  known  in  the  world  before.  But  I do 
take  exception  to  preventive  medicine  as  a cost 
containment  measure  as  advocated  by  many. 
One  can  readily  see,  as  medicine  gets  better, 
the  expenditures  become  higher  as  we  cannot 
repeal  human  morbidity  or  mortality  with 
wellness.  But  high  quality  of  life  — oh  yes,  this 
is  what  preventive  medicine  and  medical  care 
had  done. 


I don’t  have  any  solutions,  but  I haven’t  seen 
or  heard  anyone  else  that  does,  short  of 
rationing.  Cost  management  approaches  are 
the  most  commonly  discussed  and  instituted. 
Indeed,  if  today  we  could  put  together  the 
most  efficient  system  conceivable,  we  could 
probably  save  up  to  15%  of  the  total  expendi- 
tures — not  small  potatoes!  This  is  where  the 
physician  has  to  be  the  leader.  No  one  else  is 
trained  and  able  to  innovatively  develop  less 
costly  but  effective  medical  care.  We  cannot 
lose  control  of  this  function  although  there  are 
many  external  pressures  for  control  of  medical 
services  other  than  the  physician.  All  cost 
management  approaches,  however,  would  be 
only  short  term,  as  there  would  soon  be  an 
upturn  into  future  expenditures  with  an  ever 
increasing  aging  population.  Other  than  cost 
management  approaches,  the  expenditures  for 
health  care  are  beyond  what  we  as  physicians 
can  control.  Many  feel  medicine  can  deliver 
more  than  society  can  afford,  and  many  forces 
are  vigorously  attacking  the  current  health 
delivery  system.  These  forces  are  intent  on 
shrinking  the  system,  not  yet  called  that,  but 
indeed  it  is  rationing.  Here  the  physician  has 
little  control  alone;  but  in  concert  with 
politicians  and  society,  these  problems  and 
their  solutions  are  facing  us  and  must  be 
answered  for  our  society. 

We,  as  physicians,  must  follow  our  instincts 
of  heritage  and  in  a most  cost  effective 
framework  keep  on  preventing  disease,  injury, 
and  premature  death,  assuring  quality  within 
life  and  prolonging  life,  but  not  prolonging 
dying.  We  are  going  to  need  to  have  tough 
hides  as  we,  with  other  providers,  will  be  the 
scapegoats.  Unfortunately,  all  our  effort  doesn’t 
remove  us  as  a scapegoat,  but  physician  effort 
is  a must  and  the  story  has  to  be  told.  Medicine 
has  just  been  too  good! 

Herbert  E.  Reese,  M.D. 
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WOMAN  OF  THE  YEAR 
Wanda  Shopp 

WOMAN  OF  THE  YEAR  is  given  to  honor 
a woman  who  not  only  has  been  an  active 
Auxiliary  member,  but  a woman  who  has  also 
made  many  contributions  of  service  to  her 
community. 

“I  am  not  surprised”,  said  Bryce  Shopp, 
when  his  wife  Wanda  was  chosen  to  be  the 
WOMAN  OF  THE  YEAR.  He  alone  knows  the 
time  and  efforts  that  she  gives  to  her 
undertakings.  Besides  being  a supportive  wife 
of  a very  busy  family  practice  physician,  she 
has  found  the  time  to  raise  their  seven 
children:  Charles  is  24,  Alexsis  23,  Bruce  18, 
Shannon  15,  Reagan  14,  Adrian  11,  and  Jade 
is  age  9. 

Wanda  is  a member  of  Western  Quad 
Medical  Auxiliary,  which  she  organized  7 years 
ago.  She  has  been  active  in  all  of  their  health 
related  projects.  She  has  held  dinners  for  50 
and  more  people,  and  has  had  style  shows  for 
200  people  in  her  home  to  benefit  the  Health 
Gallery. 

She  has  been  a State  Medical  Auxiliary 
officer  for  the  past  5 years,  working  from 
second  vice  up  to  President,  and  as  an  Advisor. 
She  was  a National  delegate  for  5 years  to  the 
convention  in  Chicago.  This  made  it  necessary 
to  make  many  long  drives  from  her  home  in 
Imperial  to  meetings. 

In  her  community  Wanda  has  worked  with 
Rainbow  Girls,  been  active  in  Eastern  Star, 
was  Supervisor  of  Grand  Chapter  for  2 years. 
Grand  Page  and  Grand  Adah  of  Grand  Chapter, 
and  was  an  officer  of  the  Daughters  of  the  Nile 
in  Hastings.  She  helped  organize  Freedoms 
Foundation  in  Imperial,  and  Guest  and  Founder 
Day  meeting  in  her  home  with  Betsy  Becker  of 
Denver,  Colorado.  Wanda  organized  AAUW 
with  a starting  of  15  members  in  Chase 
County,  and  served  as  President  for  2 years. 

In  her  church  she  has  worked  with  youth 
groups,  been  President  of  her  Circle,  V.Pres.  of 


Womens  Society,  and  is  serving  her  4th  year 
as  Administrative  Board  member. 

Wanda  has  served  on  Boards  of  the  City 
Planning  Commission  and  the  Chase  County 
Arts  Council  of  Nebraska. 

Degrees  are  many  for  Wanda.  She  earned  an 
AA  degree  from  Colorado  Womens  College, 
BS  degree  from  the  University  of  Nebraska, 
and  a Degree  in  Interior  Decorating  from  Ray 
Vogue  Design  College  in  Chicago. 

Wanda  teaches  Home  Economics  classes  in 
decorating  and  clothing  construction.  She 
planned  and  designed  their  own  large  home  for 
family  living.  She  has  been  very  active  in  real 
estate  and  in  their  own  development  of 
Imperial  Heights.  She  has  planned  and  dec- 
orated other  homes  in  Estes  Park,  Colorado 
and  Palm  Springs,  California  and  rents  these 
homes  on  a seasonal  basis. 

Wanda  enjoys  traveling,  reading,  music,  and 
is  now  taking  painting  and  tennis  lessons.  She 
takes  pride  in  all  family  activities  and  enjoys 
the  time  spent  with  their  two  mothers  in  the 
Imperial  Manor. 

The  Nebraska  Medical  Association  Auxiliary 
is  very  pleased  to  honor  Wanda  Shopp  as  our 
WOMAN  OF  THE  YEAR. 

by  Ardis  Grace 


WOMAN  OF  MERIT 
Shirley  Johnson 

The  MERIT  AWARD  is  given  to  an 
Auxiliary  member  who  has  given  extraordinary 
time  and  service  to  the  Auxiliary. 

Medical  Auxiliary  has  been  a major  project 
for  many  years  for  Shirley  Johnson  of  Lincoln. 
Besides  being  a Board  Member  for  the 
Lancaster  Medical  Auxiliary,  she  has  also  been 
chairman  of  Programs,  Projects,  Philanthropic, 
AMA-ERF  and  Health  Galleries. 

At  the  state  level  Shirley  was  State  President 
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in  1981-82,  has  served  as  Chaplain,  and  is 
currently  the  Secretary. 

Nationally  she  is  a member  of  the  Nominat- 
ing Committee  and  is  serving  on  the  National 
Drug  & Child  Abuse  Committee. 

Being  the  wife  of  Dr.  Palmer  Johnson  and 
the  mother  of  Cindy  and  Karen  has  naturally 
involved  Shirley  in  community  affairs.  She  has 
been  a Board  Member  of  Lincoln  General 
Hospital  since  1965,  as  well  as  being  active  in 
the  Hospital  Auxiliary  of  which  she  was 
president  from  1978-82.  Shirley  is  especially 
proud  of  “Buckle  Babies  for  Safety”  which 
started  while  she  was  president,  and  won  State 
and  National  awards.  She  is  also  active  in  PTA, 


U.  N.  Medical  School 

Dr.  Layton  F.  Rikkers  has  been  named 
chairman,  department  of  surgery,  University  of 
Nebraska  Medical  Center  effective  July  1, 
1984,  according  to  Dr.  Alastair  Connell,  dean, 
College  of  Medicine. 

Dr.  Rikkers  is  currently  acting  chairman  of 
the  division  of  general  surgery,  University  of 
Utah;  associate  professor  of  surgery  at  the 
University  of  Utah  School  of  Medicine;  and 
general  surgical  consultant  to  Shriners  Hospital 
for  Crippled  Children,  Salt  Lake  City. 

He  is  conducting  grant-funded  research  into 
two  areas:  hepatic  physiology  in  trauma  and 


Church  Activities,  Tour  Guide  for  Wm.  Jen- 
nings Bryan  Home,  Cancer  Society,  Friends  of 
Museum,  (SCIP)  School  Community  Inter- 
vention Program  and  (TWYCA)  Talking  with 
your  children  about  alcoholism. 

Shirley  has  been  appointed  by  the  Mayor  to 
be  on  a task  force  for  the  Nebraska  Commis- 
sion for  Children  and  Youth.  She  has  also  been 
a Panhellenic  Representative  for  her  sorority 
(Alpha  XI  Delta)  for  17  years,  and  has  served 
as  Alumni  President. 

The  Nebraska  Medical  Association  Auxi- 
liary is  proud  to  present  the  MERIT  AWARD 
to  Shirley  Johnson. 

by  Ardis  Grace 


News 

sepsis  plus  surgical  treatment  of  variceal 
hemorrhage. 

He  was  a recipient  in  1981  and  1982  of  the 
Distinguished  Professor  for  Excellence  in 
Teaching  Award  from  the  University  of  Utah 
School  of  Medicine. 

Dr.  Rikkers  received  his  B.S.  from  the 
University  of  Wisconsin  and  his  medical 
degree  from  the  Stanford  University  School  of 
Medicine. 

He  holds  membership  in  a variety  of 
professional  and  scientific  organizations  and 
has  published  numerous  books  and  articles  on 
a variety  of  surgical  subjects. 
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Letter  to  the  Editor 

PLANNING  AN  AMA-ERF 
CONTRIBUTION? 

Instead  of  making  a direct  contribution  to 
the  foundation,  please  send  it  to  your  county, 
area  or  state  AMA-ERF  Auxiliary  chairper- 
sons. It  will  help  them  to  reach  their  goals  and 
served  as  added  inspiration  in  their  fund- 
raising efforts. 

Don’t  forget  to  designate  how  you  would  like 
your  contributions  to  be  used:  which  medical 
school?  student  assistance  fund? 

Thank  you  for  helping  us  to  help  all  of  you. 

Mrs.  Frank  P.  Stone,  Chairperson 
AMA-ERF  Committee 
NMAA 

2620  Woodleigh  Lane 
Lincoln,  NE  68502 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Craig  Nolte,  M.D.  — (Born  1942,  died  April 
19,  1984)  — Medical  Specialty  — Family 
Practice.  Doctor  Nolte  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1966.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Doctor  Nolte  is  survived 
by:  wife,  Patricia;  sons,  David  and  Richie, 
both  of  Lincoln  and  daughter,  Allyson  of 
Berkeley,  CA;  brother,  Ned,  Ft.  Worth,  TX; 
and  parents,  Walter  and  Bette  Nolte,  Lin- 
coln. 

Harlan  L.  Papenfuss,  M.D.  — (Born  November 
6,  1924,  died  April  26,  1984)  — Medical 
Specialty  — Pathology,  Forensic.  Doctor 
Papenfuss  was  a graduate  of  Creighton 
University  School  of  Medicine  in  1948.  He 


was  a member  of  the  American  Medical 
Association,  Nebraska  Medical  Association 
and  was  a Past  President  of  the  NMA. 
Doctor  Papenfuss  is  survived  by  his  wife, 
Nola;  two  sons,  Dr.  Stephen  of  Omaha  and 
Brian,  Lincoln;  two  daughters,  JoAnn, 
Charlesviox,  Michigan;  and  Minda,  Lincoln; 
his  mother,  Mrs.  Theresa  Papenfuss,  Winona, 
Minn.;  and  five  grandchildren. 

J.  J.  Hanigan,  M.D.  — (Born  July  19,  1919  — 
died  May  11,  1984)  — Medical  Specialty  — 
General  Practice.  Doctor  Hanigan  was  a 
graduate  of  Creighton  University  School  of 
Medicine  in  1946.  He  was  a member  of  the 
Nebraska  Medical  Association.  He  is  survived 
by  his  wife,  Jan;  three  sons  and  five 
daughters. 
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Welcome  New  Members 


Gerald  F.  Bunting,  M.D. 
4600  Valley  Rd. 
Lincoln,  NE  68510 


Brian  B.  Stamper,  M.D. 
8300  Dodge  St. 
Omaha,  NE  68114 


Terence  K.  Foote,  M.D. 
2115  N.  Kansas,  Box  8 
Hastings,  NE  68901 

Katherine  A.  Keifer,  M.D. 
211  W.  33rd 
Kearney,  NE  68847 

Michael  G.  Levine,  M.D. 
8300  Dodge  St. 

Omaha,  NE  68114 

Edwin  B.  Pascual,  M.D. 
109  N.  15th  St. 

Norfolk,  NE  68701 

Rajesh  V.  Raikar,  M.D. 
10060  Regency  Circle 
Omaha,  NE  68114 

Gus  N.  Rushanaedy,  M.D. 
VA  Hospital 
Lincoln,  NE  68510 


Chris  E.  Wilkinson,  M.D. 

2107  Box  Butte  Ave. 

Alliance,  NE  69301 

Todd  French,  M.D. 

Wayne,  NE  68787 

Carol  Scott,  M.D.  (reinstated) 

210  Regency  Pkwy.,  #10 
Omaha,  NE  68114 

Kent  W.  Kronberg,  M.D. 

720  No.  87th 
Omaha,  NE  68114 

Richard  Bergstrom,  M.D.  (reinstated) 
Memorial  Hosp.  of  Dodge  Co. 
Fremont,  NE  68025 

Gregory  Hurlbut,  M.D. 

3201  Pioneers  Blvd.,  #304 
Lincoln,  NE  68502 
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Coming  Meetings 


1984  FALL  SESSION  — Sept.  13-15 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  - 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  - 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27 
Lincoln  Cornhusker. 


CREIGHTON  UNIVERSITY 

CREIGHTON  PREMIERE  ROUNDS,  July 
14,  1984,  Room  6712,  Saint  Joseph  Hospital, 
Creighton  University  campus.  DYSPHAGIA 
— Tom  R.  DeMeester,  M.D.,  Professor  of 
Surgery  and  Chairman;  Donal  F.  Magee, 
Ph.D.,  M.D.,  Professor  of  Physiology  and 
Chairman;  Joseph  M.  Holthaus,  M.D.,  Pro- 
fessor of  Medicine,  Moderator.  (Monthly 
8:00-9:00  A.M.)  For  information:  CME 
office  (402)  280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  Aug.  15- 
23  and  Aug.  23-31,  1984,  Stockholm, 
Sweden.  Course  Director:  Michael  H. 

Sketch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

FAMILY  MEDICINE  UPDATE,  Sept,  1-2, 
1984,  Okoboji,  Iowa.  Course  Director:  Fred 
J.  Pettid,  M.D.  For  information:  CME  office 
(402)  280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  Sept.  4- 
12  and  Sept.  12-20,  1984,  Oxford,  England. 
Course  Director:  Michael  H.  Sketch,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

SPECIAL  PROBLEMS  IN  DERMA- 
TOLOGY, Nov.  25-30,  1984,  Nassau, 


Bahamas.  Program  Co-Directors:  Ramon 
Fusaro,  M.D.,  Ph.D.  and  Edward  A.  Krull, 
M.D.,  Henry  Ford  Hospital.  For  information: 
CME  office  (402)  280-2550. 

INFECTIOUS  DISEASES/METABOLIC 
BONE  DISEASE,  Ixtapa,  Mexico.  Series  of 
week-long  seminars  beginning  Nov.  28,  1984 
and  ending  Apr.  10,  1985.  Program  Director: 
W.  Eugene  Sanders,  Jr.,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

PRACTICAL  CARDIOLOGY,  Dec.  1-8,  1984, 
Freeport,  Bahamas.  Program  Director: 
Joseph  D.  Lynch,  M.D.  For  information: 
CME  office  (402)  280-2550. 

UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AM  A Cat,  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 

THIRD  ANNUAL  KU  SUMMER  MEDICAL 
SYMPOSIUM,  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN  - August  2-5, 
1984.  Sponsors:  University  of  Kansas  College 
of  Health  Sciences  and  Hospital,  Division  of 
Health  Care  Outreach  and  Continuing  Edu- 
cation; University  of  Kansas  School  of 
Medicine  — Wichita,  Division  of  Post- 
graduate Education;  KU  Alumni  Association 
and  Medical  Alumni  Association.  Location: 
The  Broadmoor  Hotel  and  Convention 
Center,  Colorado  Springs,  Colorado.  Credit: 
12  hrs.  AM  A Category  I;  12  hrs.  AAFP;  12 
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hrs.  AOA  Category  2-D.  Fee:  $325.  Contact: 
Jan  Johnston,  Office  of  Continuing  Educa- 
tion, University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City,  KS 
66103,  (913)  588-4480. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
September  6-7,  November  29-30,  1984  and 
February  21-22,  June  13-14,  1985.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 

BASIC  AND  CLINICAL  ELECTRORETI- 
NOGRAPHY  (ERG),  ELECTROOCU- 
OGRAPHY  (EOG),  AND  VISUAL  EVOKED 
RESPONSE  RECORDING  — September 
14,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Fee:  $140.  Credit:  AMA  Cat.  I 

- 7 hrs.  Speakers:  R.  S.  Crockett,  Ph.D., 
Theodore  Lawwill,  M.D.,  Werner  K.  Noell, 
M.D. 

REHABILITATION  AND  CONTINUING 
CARE  IN  CANCER  - September  27-28, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Doubletree  Hotel,  10100 
College  Blvd.,  Overland  Park,  Kansas. 
Credit:  AMA,  AAFP,  CNE,  SW.  Fee:  TBA. 

RESEARCH  DAY  — October  5,  1984.  Spon- 
sor: University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I - 7 hrs.  Fee:  TBA. 

39TH  ANNUAL  INTERNAL  MEDICINE 
SYMPOSIUM  — October  18-19,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  Kansas. 
Credit:  AMA  Cat.  I,  AAFP.  Fee:  TBA. 

MEDICINE  AND  RELIGION:  THE  FAMILY 

— October  23-24,  1984.  Sponsor:  Univer- 


sity of  Kansas  Medical  Center.  Sponsor: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE,  SW.  Fee:  TBA. 

ANNUAL  DIABETES  SYMPOSIUM  - 
November  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE.  Fee:  TBA. 

LEUKEMIA  SOCIETY  ANNUAL  SYM- 
POSIUM — November  9,  1984.  Sponsor: 
University  of  Kansas  Medical  Center  and 
The  Leukemia  Society  of  American,  Inc., 
Metropolitan  Kansas  City  Chapter.  Loca- 
tion: Alameda  Plaza  Hotel,  Wornell  at  Ward 
Parkway,  Kansas  City,  Missouri.  Credit: 
AMA  Cat.  1,  AAFP.  Fee:  TBA. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Boulevard 
Ixtapa,  Ixtapa,  Mexico.  Credit:  30  hrs.  AMA 
Cat.  I,  30  hrs.  AAFP,  30  hrs.  ACOG.  Fee: 
$250. 


UNIVERSITY  OF  COLORADO 

For  additional  information  on  the  following 
University  of  Colorado  meetings  contact:  The 
Office  of  Postgraduate  Medical  Education, 
The  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone:  (303)  394- 
5241. 

20TH  ANNUAL  INTERNAL  MEDICINE 
PROGRAM  — July  9-13,  1984.  Place: 
YMCA  of  the  Rockies,  Estes  Park,  Colorado. 
Hours:  25  Category  I AMA  hours,  25 
prescribed  AAFP  credit  hours,  25  Category 
2-D  hours. 

ASPEN  SUMMER  SKIN  SEMINAR  — July 
10-14,  1984.  Place:  Given  Institute  ofPatho- 
biology,  Aspen,  Colorado.  Hours:  16  Cate- 
gory I AMA  hours,  16  Category  I AAD 
hours. 
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DYNAMIC  PSYCHOTHERAPY  — July  30  - 
August  3,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  18 
Category  I AM  A hours,  18  APA  hours. 

PEDIATRIC  SPORTS  MEDICINE  — August 
4-5,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  9V2  Cate- 
gory I AMA  hours,  9%  prescribed  AAFP 
credit  hours,  9V2  Category  2-D  AOA  hours. 

HIGH  ON  THE  FOOT  — August  8-9,  1984. 
Place:  Marriott  Mark  Resort,  Vail,  Colorado. 
Hours:  13  Category  I AMA  hours,  13 
prescribed  AAFP  credit  hours,  13  Category 
2-D  AOA  hours. 

27TH  ANNUAL  PEDIATRIC  PROGRAM  — 
August  6-9,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  21 
Category  I AMA  hours,  21  prescribed  AAFP 
credit  hours,  21  Category  2-D  hours. 

10TH  ANNUAL  PRIMARY  CARE  ORTHO- 
PEDICS — August  9-12,  1984.  Place:  Given 
Institute  of  Pathobiology,  Aspen,  Colorado. 
Hours:  21  Category  I AMA  hours,  21 
prescribed  AAFP  credit  hours,  21  Category 
2-D  AOA  hours. 

PRIMARY  CARE  OF  THE  BACK  — August 
12-14,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  14  Cate- 
gory I AMA  hours,  14  prescribed  AAFP 
credit  hours,  14  Category  2-D  AOA  hours. 


KIDNEY  DISEASE,  HYPERTENSION  AND 
DISORDERS  OF  FLUIDS  AND  ELEC- 
TROLYTES — August  14-18,  1984.  Place: 
Given  Institute  of  Pathobiology,  Aspen, 
Colorado.  Hours:  19  Category  I AMA  hours. 
19  prescribed  AAFP  credit  hours,  19  Cate- 
gory 2-D  AOA  hours. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  COURSE 
— August  27-31,  1984.  Place:  Denison 
Auditorium,  University  of  Colorado  School 
of  Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours. 

FAMILY  PRACTICE  REVIEW  — Septem- 
ber 10-15,  1984.  Place:  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Hours:  40  Category  I 
AMA  hours,  40  prescribed  AAFP  credit 
hours,  40  Category  2-D  AOA  hours. 


SCHEDULED  MEETINGS 

52ND  ANNUAL  POSTGRADUATE 
ASSEMBLY  — Omaha  Mid-West  Clinical 
Society,  October  29,  30,  31,  1984,  The  Red 
Lion  Inn,  Omaha.  For  information  contact: 
Miss  Lorraine  E.  Seibel,  Executive  Secre- 
tary, Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  #210-A,  Omaha,  NE 
68114. 


July  1984  Nebraska  Medical  Journal 


235 


Picture  Gallery 


1984  NMA  ANNUAL  SESSION 


Doctor  Carl  J.  Cornelius  addressing  the  House  of 
Delegates. 


Doctor  John  D.  Coe  addressing  the  House  of 
Delegates. 


Doctor  Jerald  R.  Schenken  addressing  the  House 
of  Delegates. 


Doctor  Louis  J.  Gogela  addressing  the  House  of 
Delegates. 


Doctor  Richard  A.  Blatny  addressing  the  House  of 
Delegates. 


Doctor  Richard  H.  Meissner  addressing  the  House 
of  Delegates. 


” - i 


Doctor  Dwaine  J.  Peetz  presiding  at  the  Medicine 
& Religion  Luncheon. 
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Medicine  & Religion  Luncheon  head  table. 


Clarke  Mundhenke,  D.Min.  addressing  the  Medi- 
cine & Religion  Luncheon. 


Doctor  Dwaine  J.  Peetz  addressing  the  House  of 
Delegates. 


Doctor  Dwaine  J.  Peetz  presenting  plaque  to 
Doctor  Orin  R.  Hayes  in  appreciation  of  his  service 
as  NMA  Secretary-Treasurer. 


Doctor  Orin  R.  Hayes  addressing  the  House  of 
Delegates. 


Doctor  C.  A.  McWhorter  presenting  the  Nominating 
Committee  report. 


Doctor  John  Fitzgibbons  escorting  1984-85  Presi- 
dent-Elect, Doctor  Francis  D.  Donahue  to  the 
podium. 


Doctor  Dwaine  J.  Peetz  presenting  Doctor  Francis 
D.  Donahue  with  President-Elect  badge. 
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Doctor  Francis  D.  Donahue  addressing  the  House 
of  Delegates. 


Doctor  Russell  L.  Gorthev  escorting  Doctor  Robert 
F.  Shapiro  to  the  podium  following  his  election  as 
Secretary-Treasurer. 


Doctor  Dwaine  J.  Peetz,  Doctor  John  F.  Fitz- 
gibbons,  Mr.  Scott  Carpenter  and  Doctor  Herbert  E. 
Reese  prior  to  Inaugural  Banquet. 


1984  Inaugural  Banquet. 


Doctor  Dwaine  J.  Peetz  presenting  Doctor  Shapiro 
with  Secretary-Treasurer’s  badge. 


1984  Inaugural  Banquet. 


Doctor  Robert  F.  Shapiro  addressing  the  House  of 
Delegates. 


1984  Inaugural  Banquet. 
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1984  Inaugural  Banquet. 


Doctor  John  F.  Fitzgibbons  presiding  at  the 
Inaugural  Banquet. 


1984  Inaugural  Banquet. 


Doctor  Dwaine  J.  Peetz  addressing  the  Inaugural 
banquet. 


1984  Inaugural  Banquet. 


1984  Inaugural  Banquet. 


Doctor  Dwaine  J.  Peetz  presenting  gavel  to 
Doctor  Herbert  E.  Reese. 


Doctor  Dwaine  J.  Peetz  presenting  President’s 
Medallion  to  Doctor  Herbert  E.  Reese. 
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Doctor  Dwaine  J.  Peetz  presenting  “It’s  Only  A 
Pumpkin”  plaque  to  Doctor  Herbert  E.  Reese. 


Doctor  Herbert  E.  Reese  presenting  plaque  of 
appreciation  to  Doctor  Dwaine  J.  Peetz. 


“Congratulations  to  Doctor  Reese” 


Doctor  Dwaine  J.  Peetz  is  recognized  by  the 
Inaugural  Banquet  audience. 


Doctor  Herbert  E.  Reese  addressing  the  Inaugural 
Banquet. 


Mr.  Scott  Carpenter  presenting  the  address  at  the 
Inaugural  Banquet. 


Doctor  Herbert  E.  Reese  presenting  Past  Presi- 
dent’s badge  to  Doctor  Dwaine  J.  Peetz. 


Nebraska  Medical  Association  Past  Presidents 
attending  the  Past  Presidents'  breakfast. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
April  27,  28  and  29,  1984 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Dwaine  J.  Peetz,  M.D.,  Neligh  - Chairman;  Herbert  E.  Reese,  M.D., 
Lincoln;  Orin  R.  Hayes,  M.D.,  Lincoln;  Allan  C.  Landers,  M.D.,  Scottsbluff; 
Donald  J.  Pavelka,  M.D.,  Omaha;  Russell  L.  Gorthey,  M.D.,  Lincoln;  Hiram 
Walker,  M.D.,  Kearney;  Harry  W.  McFadden,  M.D.,  Omaha;  Alvin  A. 
Armstrong,  M.D.,  Scottsbluff;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

(1)  FINANCES:  The  year  1983  again  ended  with  a 
negative  balance.  This  was  anticipated  due  to  the 
continued  reduction  of  cash  reserves  prior  to  the  1984 
dues  increase.  The  Board  foresees  an  operating  surplus  at 
the  close  of  this  year  due  to  the  1984  dues  increase. 

A budget  of  $461,060  has  been  approved  by  the  Board 
for  1984  which  represents  a 6.1%  increase.  The  Board  has 
continued  close  monitoring  of  expenditures  and  is 
optimistic  the  modest  1984  increase  will  meet  the 
financial  needs  of  the  Association.  1983  expenditures  in 
the  budget  were  exceeded  by  2.8%  or  $11,978.  NMA 
reserves  increased  in  1983  and  continued  a strong  growth 
pattern  which  began  in  1982.  Increased  valuation  of 
Association  investments  have  provided  sufficient  income 
to  meet  the  need  for  75%  funding  of  the  budget  as  of  the 
close  of  1983. 

Depreciation  funds  have  been  placed  in  reserves  to 
meet  future  costs  of  machine  and  equipment  needs  of  the 
headquarters.  As  previously  reported,  our  computer  and 
word  processing  equipment  is  being  actively  used  on  a 
daily  basis  and  has  permitted  increased  work  loads  at  the 
headquarters  office  to  be  handled  in  an  efficient  and  cost 
effective  basis. 

As  reported  to  the  House  previously,  the  majority  of 
NMA  income  continued  to  be  derived  from  dues 
(approximately  80%).  The  Board  continues  to  review  this 
important  issue  with  the  intent  to  send  to  the  House  in  the 
future  programs  that  not  only  provide  a valid  benefit  to 
the  memberhsip,  but  also  have  the  possibility  of  aug- 
menting our  income.  We  feel  this  is  a necessary  and 
important  activity  to  moderating  the  pressure  on  dues 
increases. 

In  the  opinion  of  the  Board,  the  Association  continues 
to  maintain  a strong  and  stable  financial  condition  which 
enables  operation  and  activities  as  directed  by  the  House. 
The  members  of  the  Board  are  appreciative  of  the 
opportunity  to  serve  the  Association  and  stand  ready  to 
carry  out  future  directives  in  an  efficient  and  effective 
manner. 

(2)  VOLUNTARY  FREEZE  ON  PHYSICIAN  FEES: 
Earlier  this  year,  the  Board  of  Trustees  of  the  American 
Medical  Association  adopted  a recommendation  that  all 
physicians  voluntary  freeze  their  fees  for  a one-year 
period  as  a cost  containment  measure.  NMA  President 
Dwaine  J.  Peetz  has  likewise  asked  Nebraska  physicians 
to  support  this  effort.  The  Board  notes  a resolution  to  this 
effect  has  been  submitted  by  the  Metropolitan  Omaha 
Medical  Society.  The  Board  recommends  endorsement  of 
this  resolution  by  the  House  of  Delegates. 


(3)  PEER  REVIEW  ORGANIZATION  (PRO):  The 
Board  calls  attention  of  the  House  to  the  report  of  the 
PRO  Committee  and  its  request  for  funding. 

The  Board  recommends  acceptance  of  the  report  which 
will  permit  the  loan  of  funds  for  planning  costs  of  the  PRO 
program.  This  is  an  equitable  method  of  financing  the 
costs  and  will  insure  repayment  of  any  funds  loaned 
through  the  NMA  or  NMF. 

(4)  HEALTH  GALLERIES:  This  project  was  initiated  to 
provide  a state-wide  program  of  health  education. 
Audiences  to  be  served  include  the  general  public, 
through  the  permanent  exhibits  in  the  Galleries  at  the 
University  of  Nebraska  State  Museum  in  Lincoln,  and 
students  in  elementary  schools  through  the  permanent 
Galleries  and  the  Mobile  Van  program.  The  Van  program 
offers  to  schools  the  services  of  a qualified  instructor  who 
uses  the  facilities  for  health  education  in  the  Van  to 
provide  hands-on  health  education  for  a two  to  five  day 
period.  The  current  program  calls  for  two  mobile  Vans  to 
be  operating  simultaneously  in  order  to  serve  rural  and 
outstate  Nebraska  schools. 

The  Health  Galleries  were  initially  opened  to  the  public 
in  May,  1952,  and  remained  virtually  unchanged  through 
the  years.  In  1976,  the  Auxiliary  of  the  Nebraska  Medical 
Association  was  asked  to  lead  a fund  drive  to  make  the 
Galleries  a major  state  education  resource.  On  January  9, 
1976,  a scale  model  of  the  proposed  Galleries  was 
unveiled.  The  University  of  Nebraska  Board  of  Regents 
endorsed  the  project.  The  Nebraska  Medical  Association 
House  of  Delegates  formally  endorsed  the  project  in  1976 
and  asked  members  to  contribute  financial  support.  Helen 
L.  Hayes  (Mrs.  O.R.)  served  as  chairperson  of  the  Health 
Gallery  Committee  for  the  Auxiliary.  Ian  Newman  was 
chairman  of  the  Health  Gallery  Committee  for  the 
Galleries.  Other  members  of  that  planning  committee 
were  Warren  Bosley,  M.D.,  Samuel  I.  Fuenning,  M.D., 
Mrs.  G.  D.  Francis,  Dr.  Allan  D.  Griesemer,  James  H. 
Gunnerson,  Robert  F.  Guthman,  Jr.,  Mrs.  Y.  S.  Moore, 
Mrs.  R.  D.  Sparks  and  Mrs.  J.  E.  Stitcher. 

The  fund  raising  effort  was  launched  and  carried 
forward  with  a great  deal  of  dedicated  effort  by  the 
members  of  the  Auxiliary.  A total  of  $345,000  was 
donated  for  the  project  on  a goal  of  $450,000.  Work  on  the 
Galleries  was  started  and  the  project  was  partially 
completed.  One  Mobile  Van  was  put  into  operation  and 
served  with  great  effectiveness  in  out-state  Nebraska.  The 
responses  from  students  and  teachers  indicated  this  is  an 
excellent  program  which  fills  a void  in  health  education  for 
the  schools  it  serves. 

From  the  late  1970’s  through  1982,  inflation  in  costs  for 
construction  of  the  Galleries  caused  the  costs  to  go  up 
sharply.  By  the  Spring  of  1983,  it  was  evident  that  in  order 
to  successfully  complete  the  program  for  the  Galleries 
with  the  initial  thrust  and  intent,  two  things  would  have  to 
happen:  (1)  The  fund  campaign  goal  would  have  to  be 
enlarged;  and  (2)  The  Mobile  Van  program  would  require 
two  Vans  rather  than  one  in  order  to  make  this  popular 
project  available  to  out-state  schools. 

Therefore,  a re-evaluation  was  made  with  the  participa- 
tion of  the  Auxiliary,  Dr.  Griesemer,  and  interested 
friends.  The  result  was  the  following  alterations  were 
made  in  the  funding  plans:  (1)  The  University  of  Nebraska 
Foundation  donated  $40,000  to  be  used  to  pay  the  cost 
for  the  planning  required  to  complete  the  project. 
(2)  A goal  of  $350,000  in  new  money  was  accepted  and 
established  as  the  goal  for  the  final  completion  of  the 
project. 

That  $350,000  is  to  be  used  as  follows: 

$138,500  for  the  Mobile  Van  Program.  This  includes 
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the  establishment  and  operation  of  two  Vans  for  a three- 
year  period,  at  which  time  it  is  planned  the  Vans  can 
continue  to  operate  on  a permanent  basis  through  charges 
for  services  and  some  outside  funding  through  Friends  of 
the  Museum,  a fund  raising  organization. 

$211,500  is  to  be  spent  to  complete  the  four  subject 
areas  not  yet  built:  Structure,  Feeding,  Control  and 
Survival.  The  process  of  Adaptation,  originally  planned  as 
a separate  Gallery,  will  be  incorporated  into  each  of  these 
four  areas.  The  three  existing  Galleries,  Transition,  Ceres 
and  The  Learning  Center,  will  continue  to  function  as 
projected  and  will  integrate  the  Adaptation  theme  as 
much  as  possible  into  their  programming.  Rush  Studios  of 
Chicago,  the  designers,  are  completing  the  design  based 
on  the  above  parameters. 

This  plan,  which  is  summarized  in  a letter  to  the 
Nebraska  Medical  Foundation  dated  January  24,  1984, 
represents  a considerable  reduction  in  the  costs  of  the 
current  plans  as  originally  established.  Dr.  Allan  Griese- 
mer,  Interim  Director  of  the  University  of  Nebraska  State 
Museum,  is  the  signer  of  the  letter  summarizing  the  plans. 

Consistent  with  this  plan,  the  fund  campaign  has 
worked  diligently  to  reach  the  new  goal  so  that  this  project 
can  be  completed  and  wrapped  up.  To  date,  we  have  had 
the  following  results  from  the  fund  campaign: 

(1)  $138,500  has  been  committed  by  the  Kiewit 
Foundation  to  finance  the  Mobile  Van  program,  with  the 
condition  that  matching  funds  of  $138,500  be  raised  from 
the  medical  community  and  business  entities  related 
thereto,  such  as  medical/dental  clinics,  laboratories, 
insurance,  suppliers  of  medical  equipment  and  pharma- 
ceutical firms.  The  deadline  given  by  Kiewit  for  us  to  raise 
the  matching  funds  is  December  31,  1985.  No  funds 
raised  prior  to  1984  may  be  counted  toward  this  match. 

(2)  An  additional  $55,000  has  been  raised  in  cash  gifts 
and  pledges.  $5,000  of  that  money  is  in  a pledge  from 
Internorth  Corporation  and  is  conditional  on  successful 
attainment  of  the  total  goal,  and  will  be  paid  at  the  time 
we  attain  the  goal. 

$5,000  of  the  $55,000  raised  can  be  counted  as  match 
money  for  the  Kiewit  gift. 

Thus  our  status  is  this: 

(1)  We  need  to  raise  an  additional  $133,500  to  match  the 
Kiewit  gift. 

(2)  We  need  to  raise  an  additional  $18,000  of  non-Kiewit 
match  funds  to  reach  the  total  goal  of  $350,000. 

(3)  We  have  applications  pending  to  several  foundations 
whose  gifts  would  not  count  as  Kiewit  match.  We 
anticipate  hearing  from  these  applications  in  the  next 
three  months. 

(4)  We  feel  we  can  attract  some  additional  donations  in 
the  $5,000  range  from  Omaha  sources,  based  on  the 
Intemorth  gift  as  a lead-in. 

(5)  Our  major  problem  is  to  match  the  Kiewit  gift.  We 
need  assistance  and  suggestions  to  help  achieve  that  goal. 

To  date  the  members  of  the  Nebraska  Medical 
Association  and  the  Auxiliary  have  provided  an  unusually 
generous  amount  of  support  for  this  project,  considering 
the  overall  circumstances.  However,  even  further  assist- 
ance from  members,  their  families,  or  from  widows  of 
physicians  who  wish  to  memorialize  them,  is  needed.  An 
approach  to  establish  ten  memorials  of  $15,000  each  for 
physicians  and/or  their  families  is  the  approach  we  are 
now  taking.  We  are  also  contacting  pharmaceutical  firms, 
as  well  as  medically  related  firms  and  foundations,  seeking 
support  for  the  Kiewit  match. 


The  Board  wishes  to  call  special  attention  to  this  effort 
and  the  most  commendable  support  and  workload 
assumed  by  the  Medical  Auxiliary  to  successfully  complete 
this  health  education  project. 

The  endorsement  of  this  Association  through  the  House 
of  Delegates  carries  a responsibility  upon  every  physician 
to  support  this  excellent  health  education  project.  Both 
the  Health  Gallery  located  at  Morrill  Hall  in  Lincoln  and 
the  Mobile  Health  Van  program  that  visits  schools  in 
greater  Nebraska  can  be  visible  signs  of  medicine’s 
ongoing  interest  in  health  education. 

This  project  has  progressed  significantly  since  its 
inception  and  we  cannot  falter  when  we  are  so  close  to 
reaching  the  financial  goal. 

The  Board  urges  reaffirmation  of  this  project  and  the 
total  support  of  all  physicians  through  contributions  to 
bring  this  program  to  a successful  conclusion.  Your 
contributions  are  deductible  and  should  be  sent  to  the 
Nebraska  Medical  Foundation  in  care  of  the  NMA 
Headquarters  Office. 

Miscellaneous  Information 

The  Board  has  taken  action  on  the  matter  of  mandatory 
assignment  under  Medicare  and  contact  has  been  made 
with  the  Nebraska  Congressional  Delegation. 

The  Board  activated  the  Councilor  District  Nominating 
Committee  as  provided  in  the  By-Laws. 

Membership  figures  as  of  April  12,  1984: 

1984  1983 

(as  of  12/31/83) 


NMA  Active 1406  1539 

AMA  Active 976  1065 

NMA  Students 124  156 

NMA  House  Officers 2 12 


REPORT  OF  DELEGATE  TO  A.M.A., 
INTERIM  MEETING 

The  interim  meeting  of  the  AMA  House  of  Delegates 
met  at  the  Biltmore  Hotel  in  Los  Angeles,  December  4-7, 
1983.  There  was  a total  of  351  delegates  seated.  281  of 
these  represented  state  medical  associations,  61  repre- 
sented national  medical  specialty  societies,  and  9 section 
and  service  delegates  representing  the  residents,  students, 
and  governmental  physicians. 

The  House  considered  36  reports  from  the  Board  of 
Trustees,  33  reports  from  the  various  Councils,  and  128 
Resolutions.  Many  of  these,  while  timely,  were  of  lesser 
importance  as  it  relates  to  Nebraska,  so  my  report  will 
consist  of  a few  actions  in  some  detail.  Any  of  the 
remaining  reports  or  resolutions  are  available  for  whoever 
wishes  to  discuss  them. 

Although  one  of  the  most  pertinent  subjects  at  this  time 
is  the  DRG’s,  there  was  only  informational  material 
presented,  essentially  a status  report  on  the  implementa- 
tion of  this  already  passed  legislation.  I had  the 
impression  that  after  some  experience  has  been  obtained 
in  this  prospective  financial  technique,  there  will  be 
considerable  discussion. 

(1)  MARGARET  HECKLER,  SECRETARY  HEALTH 
AND  HUMAN  SERVICE 

The  opening  session  of  the  AMA  was  addressed  by 
Health  and  Human  Service  Secretary,  Margaret  Heckler, 
who  stated  that  the  federal  government  is  depending  upon 
the  physicians  to  protect  patients  from  abuses  which 
might  occur  under  Medicare’s  new  payment  plan.  She  felt 
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that  inflation  in  the  medical  area  could  not  continue  and 
urged  health  care  competition  plans. 

She  added  that  since  physicians  make  the  final 
decisions  under  the  new  DRG  system,  they  can  safeguard 
the  quality  of  medical  care.  She  mentioned  that  physicians 
cannot  be  indifferent  to  cost  containment  if  they  want  to 
prevent  a centralized  type  of  cost  control  in  which  the 
physician  would  have  no  input. 

Her  presence  at  the  meeting  indicated  that  the  AMA 
does  indeed  have  access  to  this  Administration.  She  did 
mention  that  analysts  had  projected  a failure  of  the 
Medicare  system  unless  the  costs  were  cut  by  30%  and 
the  revenues  increased  by  43%.  She  assured  the  House 
that  neither  she  or  President  Reagan  would  permit 
the  programs  demise  and  that  neither  increases  in  the 
revenue  or  cost  cuts  were  acceptable. 

(2)  NEBRASKA  RESOLUTIONS 

The  Nebraska  Resolution  on  Zero  Based  Budgeting 
and  Administrative  Costs  for  Medicare  and  Federal 
Health  Facilities. 

This  Resolution  requested  that  the  AMA  recommend  to 
the  government  that  the  cost  of  administering  the 
prospective  payment  system  for  Medicare  be  zero-based. 
Nebraska  also  asked  that  similar,  if  not  identical, 
regulation  of  all  federal  health  care  facilities. 

The  reference  committee  and  the  House  accepted  the 
first  resolve,  but  deleted  that  part  which  applied  to  the 
federal  hospitals. 

The  second  Nebraska  Resolution  asked  that  the  AMA 
seek  legislation  which  would  extend  the  provision  of  the 
Tax  Equity  and  Fiscal  Responsibility  Act  (TEFRA)  of 
1982  and  the  Social  Security  Amendments  of  1983  to  all 
federal  medical  institutions. 

The  House  offered  and  accepted  a Substitute  Resolu- 
tion that  the  AMA  seek  legislation  which  would  extend  to 
all  non-medical  federal  medical  institutions  those  pro- 
visions of  the  Tax  Equity  and  Fiscal  Responsibility  Act  of 
1982  relating  to  utilization  and  quality  of  medical  care. 

There  was  no  specific  objections  to  either  of  these 
Resolutions,  but  it  was  interesting  to  hear  the  VA  people 
tell  how  they  couldn’t  possibly  conform  to  all  the 
regulations  to  which  the  private  sector  must  submit. 

(3)  STUDENT  AND  RESIDENT  BOARD  SEATS 

As  a follow  up  to  House  action  at  the  1983  Annual 
Meeting,  the  House  approved  the  Constitutional  amend- 
ment proposed  then  to  provide  positions  on  the  Board  of 
Trustees  for  a medical  student  and  Resident  Physician. 

The  Resident  will  be  a voting  member  of  the  Board  and 
the  student  will  be  a non-voting  member.  The  terms  will 
be  two  years,  with  a maximum  of  three  terms  for  the 
Resident  member. 

The  Resident  will  be  elected  at  the  1984  Annual 
Meeting.  The  Resident  Physician  Section  has  endorsed 
two  candidates.  Ronald  Davis,  Illinois  and  Michelle  Anne 
Brown,  California. 

The  medical  student  member  will  be  appointed  by  the 
Board  on  an  annual  basis.  The  Medical  School  Section 
has  endorsed  three  candidates,  Alice  Chenault,  Alabama; 
A1  Osbahr,  North  Carolina;  and  Keith  McManus,  North 
Carolina. 

(4)  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 

At  the  completion  of  the  Interim  Session  in  Los 
Angeles,  or  within  five  days  following  its  adjournment,  it 
appeared  that  the  controversy  surrounding  the  proposed 


language  for  the  medical  staff  standards  of  the  JCAH 
would  be  laid  to  rest.  I emphasize  the  “appeared”  because 
it  has  been  such  a contentious  subject  since  it  was  first 
broached  by  Report  MM  of  the  Board  of  Trustees 
submitted  at  the  1980  Annual  session.  In  1951,  the  JCAH 
was  founded  by  American  Medical  Association,  American 
College  of  Surgeons,  American  College  of  Physicians, 
American  Hospital  Association,  and  Canadian  Medical 
Association. 

To  refresh  our  memories,  the  JCAH  (Joint  Commission 
on  Accreditation  of  Hospitals)  is  made  up  of  twenty-two 
members.  Seven  from  the  American  Hospital  Association, 
one  from  the  American  Dental  Association,  two  from  the 
American  College  of  Physicians,  three  from  the  American 
College  of  Surgeons,  one  from  the  public,  and  seven  from 
the  American  Medical  Association.  The  AMA  members 
are  Rufus  K.  Broadaway,  William  S.  Hotchkiss,  W.  J. 
Lewis,  Alan  R.  Nelson,  William  Y.  Rial,  Herbert  A.  Ritter, 
and  James  D.  Todd.  It  is  quite  clear  that  the  AMA 
commissioners  represent  only  one-third  of  the  commis- 
sion and  can  exercise  considerable  influence,  but  cannot 
be  assured  of  a majority  when  voting. 

The  concern  of  most  members  of  the  AMA  as  evidenced 
at  the  1983  Annual  Meeting  was  the  revision  of  the 
medical  staff  chapter  of  the  JCAH  Accreditation  Manual 
for  Hospitals.  This  prompted  a resolution  (116)  which 
was  adopted  last  June  which  outlined  six  principles  as  a 
basis  for  any  revision  of  the  medical  staff  chapter.  It  also 
directed  the  AMA  commissioners  to  request  a delay  in 
any  changes  until  comments  could  be  obtained  from 
delegates,  medical  societies,  hospital  medical  staffs, 
hospitals  and  medical  specialty  organizations. 

The  six  principles  very  briefly  were,  (1)  continue  the 
term  “Medical  Staff’  in  the  title  of  the  chapter  and 
throughout  the  manual,  (2)  delete  any  reference  to  limited 
licensed  practitioners  now  contained  in  the  1983  Ac- 
creditation Manual  for  Hospitals,  (3)  consider  qualified 
licensed  limited  practitioners  in  accordance  with  state  law 
and  when  approved  by  the  executive  committee,  (4) 
provide  that  executive  committee  be  selected  by  members 
of  the  medical  staff  and  that  a majority  must  be  licensed 
doctors  of  medicine  or  osteopathy,  (6)  assure  that 
continued  quality  of  care  and  credentialing  of  physicians 
and  other  licensed  practitioners  be  under  supervision  of 
doctors  of  medicine. 

With  this  background  information,  it  becomes  apparent 
that  the  JCAH  is  being  caught  between  the  decreased 
federal  spending,  health  care,  and  the  rising  numbers  of 
limited  practitioners  who  are  competing  for  the  federal 
health  dollar. 

Underlying  all  this,  the  fact  that  state  laws  guarantee 
access  to  hospitals  for  the  limited  licensed  practitioner. 
Federal  laws  guarantee  that  these  state  laws  must  be 
enforced,  and  the  JCAH  has  been  required  to  invite 
limited  licensed  practitioners  into  their  medical  staff 
bylaws  or  be  liable  to  the  courts. 

The  worst  possible  solution  would  be  to  abdicate  the 
physicians  responsibility  and  allow  a separate  medical 
staff  composed  only  of  physicians,  and  then  also  a clinical 
staff  composed  only  of  self  governing  limited  licensed 
practitioners.  Because  in  this  instance  then,  the  physicians 
could  exercise  no  control,  nor  could  they  monitor  the 
limited  licensed  practitioners.  During  the  earlier  phases  of 
this  discussion,  the  AMA  commissioners  suggested  the 
term  “organized  staff’,  rather  than  “medical  staff’,  as  a 
compromise.  This  further  inflamed  those  who  objected  to 
the  change  in  the  terminology. 

All  of  this  was  further  complicated  and  magnified  by  the 
fact  that  at  the  AMA’s  suggestion,  the  HMSS  (Hospital 
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Medical  Staff  Section)  was  organized  at  the  1983  Annual 
Meeting,  and  that  Section  met  just  before,  and  in 
concurrence,  with  the  Interim  AMA  Meeting  in  Los 
Angeles.  Hence  these  delegates  more  specifically  repre- 
sented the  organized  medical  staffs  across  the  country 
and  were  particularly  fearful  of  the  changes  and  their  fear 
of  further  contracts,  the  HMSS  expressed  concern  that 
the  cost  containment  activities  initiated  by  the  hospital 
was  becoming  “the  tail  that  wagged  the  medical  staff 
dog”.  That  excessive  consumption  of  hospital  resources 
not  be  considered  in  reappointment  and  that  all  staff 
members  be  given  a fair  and  objective  hearing. 

So  after  prolonged  debate,  not  only  by  the  delegates, 
but  between  the  House  and  Board  of  Trustees,  as  a 
compromise,  an  Alabama  amendment  was  adopted. 
Resolved,  that  it  be  the  policy  of  the  AMA  that  hospital 
admitting  privileges  be  granted  in  accordance  with  state 
law  and  in  accordance  with  criteria  for  standards  of 
medical  care  established  by  the  individual  hospital 
medical  staff.  This  was  adopted  when  the  delegates 
concluded  that  a national  policy  would  not  work  for  local 
problems. 

Following  the  Interim  AMA  Meeting  by  5 days,  the 
JCAH  approved  final  language  for  the  Medical  Staff 
Chapter  of  the  Accreditation  Manual  for  Hospitals. 
Included  in  the  final  wording  was  an  amendment  proposed 
by  the  AMA  commissioners  based  on  the  substitute 
Alabama  Resolution  noted  before  here. 

The  new  standards  become  effective  July  1,  1984, 
although  they  will  not  affect  Accreditation  decisions  until 
January  1,  1985.  The  new  standards  do  include  the  six 
principles  concerning  JCAH  standards  adopted  by  the 
AMA  House  of  Delegates  at  its  1983  Annual  Meeting. 

(5)  USUAL,  CUSTOMARY,  AND  REASONABLE 

vs  INDEMNITY  PAYMENTS  (Physicians 

Freedom  to  Establish  their  Fees) 

At  the  AMA  meeting  prior  to  this  one,  (Annual,  1983) 
the  Council  on  Medical  Service  submitted  Report  D which 
discussed  the  problems  for  physicians  in  the  use  of  UCR 
concept  to  establish  their  fees.  The  Council  felt  these 
problems  could  ultimately  result  in  the  quality  of  medical 
care  being  controlled  by  third  party  payors,  rather  than  by 
a negotiation  between  the  patient  and  the  physician.  Also, 
although  care  was  taken  not  to  mention  it  specifically,  it 
was  suggested  that  by  endorsing  the  UCR  concept 
physicians  had  abrogated  their  prerogative  for  setting 
their  own  fees.  Instead  of  the  physicians  setting  their  own 
fee  schedule,  the  carriers  have  done  this  for  them. 

It  suggested  that  this  loss  of  control  could  be  regained  if 
the  Indemnity  method  of  payment  was  re-established  and 
then  by  deciding  the  fees,  the  physicians  would  no  longer 
be  under  the  control  of  the  third  party  carriers.  All  of  this 
has  resulted  from  increasing  discussion  in  both  private 
and  public  sectors  on  the  subject  of  physician  payment 
mechanisms. 

The  continued  strong  demand  for  comprehensive  first 
dollar  coverage,  plus  the  pressure  to  control  spending  for 
health  services,  had  resulted  in  increased  attempts  by 
both  public  and  private  payors  to  control  the  total  amount 
of  payment  for  physicians  services. 

This  was  brought  into  sharp  focus  in  the  waning  days  of 
the  first  session  of  the  98th  Congress  when  bills  were 
submitted  to  roll  back  of  Medicare  fees  to  June,  1983,  and 
another  to  require  all  doctors  working  in  hospitals 
receiving  Medicare  to  accept  Medicare  payments.  Al- 
though both  of  these  bills  were  thwarted  during  the  days 
before  adjournment,  most  observers  believe  they  will  be 
presented  again. 


Following  the  submission  of  Report  D (Annual,  1983) 
the  House  requested  that  all  medical  societies,  specialty 
societies,  and  interested  groups  and  individuals  respond 
to  their  suggestion.  As  of  last  November,  just  prior  to  the 
Interim  Meeting,  14  state  medical  associations,  15 
component  societies,  several  specialty  societies,  and  14 
individual  physicians  had  responded. 

The  majority  of  respondees  favored  the  change  to  an 
Indemnity  Payment  system.  However,  there  was  a 
significant  group  who  recommended  that  neither  the  UCR 
or  Indemnity  be  supported  as  the  exclusive  method  of 
determining  third  party  payment  levels,  but  that  both  be 
recommended  as  appropriate  methods. 

So  it  must  be  born  in  mind,  that  the  AMA  policy  has  not 
been  neutral  toward  the  method  of  establishing  third 
party  payment  methods.  It  has  supported  and  endorsed 
the  UCR  method  for  the  last  18  years,  and  now  with  the 
CMS  report,  is  reconsidering  and  no  longer  supporting 
that  concept.  At  any  rate,  this  present  Report  B of  the 
Council  of  Medical  Service,  along  with  six  resolutions 
from  various  parts  of  the  country  emphasized  the  interest 
and  importance  of  this  issue. 

After  long  discussion,  the  House  amended  Report  B 
stating  that  the  AMA  recognize  the  validity  of  a pluralistic 
approach  to  third  party  reimbursement  methodology  and 
that  Indemnity  reimbursements,  as  well  as  UCR  have 
positive  aspects  which  merit  further  study. 

The  House  also  reaffirmed  the  policy  of  freedom  for 
physicians  to  choose  the  method  of  payment  for  their 
services,  and  to  establish  fair  and  equitable  fees.  They 
also  modified  one  of  the  amendments  to  allow  an 
Indemnity  type  fee  schedule  for  the  catastrophic  coverage. 

They  further  suggested  a neutral  public  policy  and  fair 
market  competition  among  alternative  health  care  de- 
livery and  financing  systems.  It  is  anticipated  that  this 
subject  will  again  be  addressed  and  a report  issued  at  the 
Annual  1984  Meeting. 

(6)  INSANITY  DEFENSE 

One  item  which  perhaps  obtained  more  publicity  than 
any  other  during  this  session  was  the  endorsement  of  the 
House  of  Delegates  for  a change  in  the  present  insanity 
defense.  The  House  called  for  a replacement  of  the 
present  conventional  insanity  defense  with  new  statutes 
that  would  permit  a defendant  to  be  acquitted  on  insanity 
grounds  only  if  his  mental  disease  prevented  him  from 
committing  the  criminal  act  with  the  requisite  state  of 
mind,  or  mens  rea.  Mens  rea  is  defined  as  criminal  intent 
and  goes  back  to  ancient  Roman  law  which  felt  that  those 
incapable  of  forming  criminal  intent,  including  the  infant 
and  the  insane,  should  not  be  held  responsible  for  their 
acts. 

Today  most  jurisdictions  use  the  traditional  more 
conventional  definition  of  insanity,  which  permits  de- 
fendants to  plead  insanity  and  be  acquitted  by  providing 
evidence  that  at  the  time  of  the  crime  that  the  criminal 
lacked  the  capacity  to  either  appreciate  the  criminality  of 
his  acts  or  conform  his  conduct  to  the  requirement  of  the 
law.  This  then  allows  the  travesty  of  thousands  of  crimes 
of  rape,  arson,  murder,  felonious  assault,  and  armed 
robbery  in  which  defendants  are  acquitted  after  pleading 
insanity. 

For  a variety  of  reasons,  there  has  been  public 
disenchantment  in  recent  years,  and  since  1975,  several 
states  have  enacted  legislation  to  modify  or  abolish  it.  The 
June,  1982  acquittal  by  jury  of  John  Hinckley  served  to 
focus  national  attention  on  the  insanity  defense  and 
revived  the  long  standing  controversy  over  its  proper  role. 
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The  AMA  considered  this  matter  in  depth,  and  after 
viewing  a twenty-seven  page  report  prepared  by  a 
committee  on  medical-legal  problems,  came  up  with  the 
following  recommendation.  That  the  AMA  support,  in 
principle,  the  abolition  of  the  special  defense  of  insanity  in 
criminal  trials,  and  its  replacement  by  statutes  providing 
for  acquittal  when  the  defendant  as  a result  of  mental 
disease  or  defect  lacked  the  state  of  mind  (mens  rea) 
required  as  an  element  of  the  offense  charged. 

It  was  interesting  that  there  was  criticism  of  this  by 
representatives  of  the  American  Bar  Association  and  also 
from  the  American  Psychiatric  Association.  One  member 
of  the  American  Psychiatric  Association  stated  that  this 
would  indicate  that  the  AMA  was  “swimming  against  the 
tide”,  and  that  we  might  be  perceived  as  extremist. 
However,  the  report  was  adopted. 

(7)  FOREIGN  MEDICAL  GRADUATES 

A recurring  problem,  which  seems  to  be  getting  more 
controversial  again  arose  and  stimulated  considerable 
debate.  Unfortunately  the  debate  did  not  provide  any 
solution  to  this  ever  recurring  problem.  The  matter  is  the 
AMA  policy  on  graduates  of  foreign  medical  schools.  A 
report  was  prepared  by  the  Council  on  Medical  Education 
and  presented  to  this  Interim  session  of  the  House.  This 
report  was  in  response  to  two  resolutions  which  had  been 
presented  at  the  previous  Annual  AMA  Meeting  June, 
1983.  Resolution  40  asks  the  AMA  to  return  to  its  1979 
policy  on  the  education  of  foreign  medical  graduates  in 
United  States  training  programs,  to  seek  to  influence 
immigration  policy  in  accordance  with  the  1979  AMA 
policy,  and  to  appraise  the  American  Association  of 
Medical  Colleges  of  the  problems  presented  by  these 
foreign  medical  graduates. 

Resolution  41  called  upon  the  AMA  to  adopt  a policy 
which  discourages  programs  designed  to  assist  and 
facilitate  the  further  influx  of  foreign  medical  graduates. 

The  Council  on  Medical  Education  in  addressing  these 
two  California  resolutions  set  out  to  review  the  immigra- 
tion laws,  outline  AMA  policies  in  regard  to  these  foreign 
graduates,  examine  the  immigration  policies,  and  address 
the  resolution. 

Although  not  all  of  their  information  was  pertinent  to 
the  problems,  some  interesting  facts  were  presented.  The 
total  number  of  immigrants  who  can  enter  the  country 
each  year  is  280,000.  Refugees  are  considered  separately 
from  immigrants  and  currently  not  more  than  50,000  may 
enter  each  year. 

The  number  of  FMGs  who  may  enter  the  United  States 
on  exchange  visitor  visas  is  not  determined  by  Congress. 
Rather,  it  is  determined  by  the  number  of  residency 
positions  that  can  be  devoted  to  qualified  FMGs  seeking 
residency  training,  but  planning  to  leave  when  the  training 
is  complete.  PL  94-484  requires  exchange  visitor  FMGs  to 
return  to  their  own  countries  for  a period  of  at  least  two 
years  before  they  can  apply  for  immigrant  visas. 

This  whole  problem  apparently  arose  during  the  1960’s 
when  there  was  a perceived  shortage  of  physicians  in  the 
U.S.A.  Subsequently  the  Health  Professionals  Educa- 
tional Assistant  Act  (PL  94-484)  stated  there  was  no 
longer  a physician  shortage.  The  report  went  on  to  state 
that  the  AMA  supported  some  of  the  principles  incor- 
porated in  the  current  federal  law  (94-484)  which  has  been 
partially  responsible  for  the  decline  in  physician  immi- 
grants since  1976.  In  1976,  6,184  foreign  national  FMGs 
immigrated  to  the  United  States,  by  1979  the  number  had 
decreased  to  3,040. 

The  report  finally  concluded  that  the  AMA  should 
continue  to  support  the  Education  Commission  for 


Foreign  Medical  Graduates  (ECFMG)  procedures  for 
evaluating  graduates  of  foreign  medical  schools  for  entry 
into  the  U.S.  residency  programs;  and  to  reaffirm  AMA 
policy  opposing  preferential  immigration  for  graduates  of 
foreign  schools. 

In  spite  of  the  lengthy  development  of  the  report 
recommendations,  it  was  not  considered  by  the  House  as 
an  adequate  response  to  the  two  California  resolutions 
and  it  was  referred  back  to  the  Board  of  Trustees  for 
further  study  and  reconsideration  at  the  next  meeting. 

My  impression  in  hearing  the  lengthy  discussion  in  this 
regard,  was  that  the  Council  on  Medical  Education,  and 
indeed  the  Board  of  Trustees,  have  not  fully  appreciated 
the  concern  that  the  average  physician  has  over  the  large 
influx  of  foreign  medical  graduates.  This  has  been 
accentuated  now  because  of  the  decrease  in  patient 
volume  because  of  the  increased  number  of  physicians. 
When  there  was  less  competition,  there  was  no  concern 
about  foreign  trained  physicians,  but  now  they  pose  a 
threat  which  is  apparently  real. 

Here  in  Nebraska  this  seems  remote,  but  both  the  East 
and  West  coast  are  acutely  aware  of  it.  There  is  another 
conflict  which  hasn’t  been  resolved,  and  that  has  been  the 
continued  support  of  large  numbers  of  FMGs  by  the  large 
metropolitan  coastal  hospitals  who  are  dependent  on  a 
steady  influx  of  these  graduates  to  staff  their  hospitals.  It 
is  hard  for  us  to  realize  that  there  are  78,000  FMGs  in  the 
United  States  of  which  3,000  can  speak  no  English. 

This  matter  deserves  our  continued  attention  and  was 
emphasized  by  an  editorial  in  the  February,  1984  NMA 
Journal.  We  intend  to  be  fair  and  receptive  to  FMGs  but 
our  mission  is  not  to  supply  practice  opportunities  to  the 
exclusion  of  our  U.S.A.  medical  graduates. 

Conclusion 

The  Nebraska  delegation  consists  of  Dr.  Carl  Cornelius 
and  Dr.  John  D.  Coe  as  delegates.  Dr.  Louis  Gogela  and 
Dr.  Blaine  Roffman,  as  alternate  delegates  from  the  state 
association.  In  addition,  we  have  Dr.  Jerald  Schenken, 
alternate  delegate  from  the  College  of  American  Path- 
ologists and  also  the  vice-chairman  of  the  Legislative 
Council.  Dr.  Maurice  Frazier,  delegate  from  the  Radio- 
logical Society  of  North  America,  and  Dr.  Robert  Long, 
delegate,  Association  of  Life  Insurance  Medical  Directors 
of  America.  Rockford  G.  Yapp,  HI,  Medical  Student 
Section. 

At  this  meeting  also  an  amendment  was  proposed  to  the 
AMA  bylaws  which  would  provide  that  at  the  discretion  of 
each  constituent  medical  association,  the  current  presi- 
dent may  be  seated  as  an  alternate  delegate.  I would 
endorse  this  action  and  suggest  that  the  NMA  take 
appropriate  action  to  avail  the  Association  of  this  privilege 
when  it  becomes  available. 

I thank  you  for  serving  as  your  American  Medical 
Association  delegate. 

Respectfully  submitted, 

John  D.  Coe,  M.D. 

Delegate  to  the  AMA 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

I am  pleased  to  report  another  year  of  progress  at  the 
University  of  Nebraska  College  of  Medicine.  We  continue 
to  increase  the  quality  of  teaching  for  our  students  in 
medical  school  and  residency  and  to  improve  the  quality 
and  breadth  of  our  scholarship. 
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It  is  now  apparent  that  the  more  rigorous  quality  control 
in  scholastic  evaluation  implemented  by  the  faculty  three 
years  ago  is  having  a marked  effect.  Student  performance 
by  all  measures  is  greatly  improved  and  student  discipline 
in  the  best  sense  of  the  word  is  of  a high  order.  Students 
are  increasingly  creative  and  engaging  in  increased 
amounts  of  research  activity  over  a broad  range  of 
interests.  The  revised  second  year  curriculum  including  a 
well  devised  integrated  introduction  to  clinical  medicine 
has  been  vigorously  implemented  and  well  received. 

The  commissioning  of  the  Swanson  Building,  formerly 
the  Childrens  Memorial  Hospital,  largely  as  a research 
facility  has  proceeded  on  schedule  providing  much 
needed  expansion  of  research  space.  Research  activities 
continue  to  advance  with  increasing  numbers  of  papers, 
increasing  federal  grant  funding  and  increasing  national 
recognition.  While  the  Swanson  Building  will  provide 
much  needed  new  space,  at  the  present  rate  of  develop- 
ment, we  again  will  see  serious  constraints  on  research  due 
to  lack  of  space  in  relatively  short  time.  We  are  looking 
closely  at  strategic  options  in  this  respect.  Our  sister  unit, 
the  Eppley  Institute,  is  also  rapidly  developing  under  the 
direction  of  Dr.  Ed  Bresnick  and  that,  together  with 
increased  activities  in  the  Colleges  of  Pharmacy  and 
Nursing,  has  resulted  in  greatly  increased  federal  research 
funding. 

Administrative  changes  at  the  Meyer  Childrens  Re- 
habilitation Institute  have  resulted  in  closer  consolidation 
with  the  College  of  Medicine  allowing  use  of  this  fine 
facility  for  education  of  students  and  residents  from  the 
primary  care  specialties.  In  addition,  consolidation  of  the 
faculty  at  Meyer  with  the  faculty  of  the  School  of  Allied 
Health  in  the  College  of  Medicine  has  allowed  for  the 
development  of  an  educational  program  in  Speech 
Pathology  and  considerable  strengthening  of  the  Physical 
Therapy  Program. 

Our  main  concern  is  to  maintain  our  teaching  and 
research  base  in  the  current  competitive  environment.  As 
it  became  clear  that  various  alternate  health  delivery 
programs  were  moving  into  the  Omaha  area  with  or 
without  the  University,  we  paid  close  attention  to  options 
in  this  respect.  Firstly,  our  interest  in  this  area  relates  to 
the  critical  need  to  ensure  a long  term  teaching  and 
research  base  especially  in  ambulatory  medicine.  Second- 
ly, we  must  ensure  access  to  alternate  health  care 
programs  to  undertake  essential  operational  research  so 
as  to  provide  data  for  definitive  evaluations  of  options  in 
health  care  delivery. 

The  College  of  Medicine  believes  that  alternate 
delivery  systems  should  not  disrupt  existing  practice 
patterns,  provide  freedom  of  choice  on  the  part  of  the 
patient,  and  retain  fiscal  flexibility  for  the  physician.  Most 
importantly,  we  are  stressing  that  if  the  practicing 
physician’s  morale  is  to  be  maintained,  operational 
responsibility  for  health  care  must  remain  in  the  hands  of 
the  physicians.  There  may  be  a number  of  ways  of 
achieving  these  goals  and  we  believe  that  the  College 
should  be  in  the  forefront  of  efforts  to  protect  traditional 
clinical  freedoms  and  quality  of  medical  care  while 
encouraging  realistic  and  effective  measures  in  cost 
containment. 

Respectfully  submitted, 

Alastair  M.  Connell,  M.D. 

Dean 

REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  Creighton  School  of  Medicine  during  the  current 
academic  year  has  continued  to  increase  its  emphasis  on 


excellence  in  academic  programs  as  well  as  expansion  of 
scholarly  activities  on  the  part  of  its  faculty  members. 

A significant  step  toward  the  realization  of  both  these 
goals  was  made  with  the  addition  of  Dr.  James  T.  Cassidy, 
who  is  joining  our  faculty  May  1,  as  professor  and 
chairman  of  the  Department  of  Pediatrics.  Dr.  Cassidy, 
who  has  appointments  as  professor  of  pediatrics  and 
communicable  diseases,  as  well  as  professor  of  medicine, 
at  the  University  of  Michigan  Medical  School,  is  nationally 
renowned  for  his  major  contributions  to  the  understanding 
of  childhood  rheumatic  diseases  as  well  as  to  their 
treatment  and  rehabilitation.  His  qualities  of  leadership 
and  professional  expertise  as  an  educator,  a scientist  and 
a physician  will  benefit  the  entire  community. 

Other  administrative  transitions  are  under  way.  Nomi- 
nating committees  are  considering  the  credentials  of 
possible  successors  to  Dr.  N.  Patrick  Kenney  as  chairman 
of  radiology;  Dr.  Michael  Haller  as  chairman  of  family 
practice;  and  Dr.  George  Clifford  as  chairman  of  medicine. 

All  three  have  requested  to  be  relieved  of  the 
administrative  responsibilities  attendant  to  their  chair- 
manships and  will  devote  full  time  to  their  other  faculty 
responsibilities.  Doctors  Kenney  and  Clifford  have  each 
served  12  years  as  chairman.  Dr.  Haller  is  associate  dean 
for  clinical  affairs,  a position  of  increasing  responsibility. 
He  has  twice  served  as  chairman  of  family  practice. 

Creighton  University  is  deeply  indebted  to  all  of  these 
chairmen  for  their  years  of  outstanding  leadership  and 
dedication  in  these  positions. 

Dr.  James  McGill  is  serving  as  acting  chairman  of 
radiology  and  Dr.  Eugene  Barone  as  acting  chairman  of 
family  practice  in  the  interim.  Dr.  Clifford  will  continue  as 
chairman  until  a successor  is  named. 

The  national  trend  of  declining  medical  student 
applications  has  not  been  reflected  at  Creighton  this  year. 
Applications  for  next  year’s  freshman  class  are  running 
several  hundred  ahead  of  applications  received  by  this 
time  a year  ago.  Tuition  at  the  Creighton  School  of 
Medicine  next  year,  $9,990,  wdll  remain  near  the  bottom  of 
tuitions  charged  among  the  nation’s  private  medical 
schools.  Our  class  size  will  remain  at  110  students. 

The  medical  school  was  able  to  provide  scholarships 
totaling  $111,000  for  deserving  students  this  year  and  our 
recently  instituted  summer  student  research  program 
included  1 1 students  who  received  stipends  for  their  work 
on  projects  with  faculty  researchers. 

School  of  Medicine  faculty  members  had  186  scientific 
papers  published  during  the  past  year  and,  through  the 
first  eight  months  of  the  current  year,  42  new  research 
grants  have  been  funded  for  faculty  members. 

The  Dr.  Scholl  Foundation  of  Chicago  has  established 
the  Dr.  William  M.  Scholl  Endowment  for  Medical 
Jurisprudence  at  Creighton  to  provide  legal  training  to 
School  of  Medicine  faculty  members  to  assist  them  in 
teaching  medical  law  and  ethics  to  our  health  science 
students.  Matthew  Severin,  Ph.D.,  professor  of  micro- 
biology and  associate  dean  for  student  affairs,  is  the  first 
recipient  of  the  grant  and  is  presently  enrolled  in  the 
Creighton  School  of  Law. 

Representatives  of  Saint  Joseph  Hospital,  Creighton 
University  and  American  Medical  International  are 
exploring  the  possibility  of  an  affiliation  between  our 
primary  teaching  hospital  and  the  health  care  manage- 
ment firm.  We  are  absolutely  committed  to  Saint  Joseph’s 
continuing  as  the  primary  teaching  hospital  for  our  health 
science  students  and  the  maintenance  of  its  Catholic 
tradition.  All  of  our  discussions  are  based  on  these 
premises  and  any  agreements  must  honor  them. 
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For  the  coming  year,  I will  be  serving  as  acting  vice 
president  for  health  sciences  at  Creighton  University  in 
addition  to  my  responsibilities  as  dean  of  medicine.  Dr. 
Robert  Heaney,  who  has  filled  the  vice  presidency  since 
1971,  has  been  named  the  John  A.  Creighton  University 
Professor,  an  endowed  professorship  established  at 
Creighton  last  year. 

I extend  my  appreciation  to  the  House  of  Delegates  for 
this  opportunity  to  report  on  the  activities  in  the 
Creighton  University  School  of  Medicine,  as  well  as  my 
thanks  to  the  Nebraska  Medical  Association  for  its 
continued  support  of  our  endeavors. 

Respectfully  submitted, 

Richard  L.  O’Brien,  M.D. 

Dean 


REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

L.  D.  Cherry,  M.D.,  Lincoln  - President;  Stanley  M.  Truhlsen,  M.D., 
Omaha;  Myron  E.  Samuelson,  M.D.,  Wymore;  L.  J.  Chadek,  M.D.,  West 
Point;  William  Chleborad,  M.D.,  Fremont;  Robert  Herpolsheimer,  M.D., 
Seward;  Robert  Quick,  M.D.,  Crete;  Thomas  Wallace,  M.D.,  Gordon; 
Warren  Bosley,  M.D.,  Grand  Island;  Richard  Cottingham,  M.D.,  McCook;  R. 
E.  Donaldson,  M.D.,  North  Platte;  R.  G.  Heasty,  M.D  , Scottsbluff;  Dwaine 
J.  Peetz,  M.D.,  Neligh;  Herbert  E.  Reese,  M.D.,  Lincoln;  Allan  C.  Landers, 
M.D.,  Scottsbluff. 

The  Nebraska  Medical  Foundation  continues  to  active- 
ly function  at  several  program  levels. 

The  student  loan  activity  has  increased  since  our  last 
report  and  we  have  added  twenty  seven  loans  in  the 
amount  of  $66,500,  for  an  overall  total  of  $1,264,330. 
Again  this  year,  the  Nebraska  Medical  Foundation  will 
present  several  scholarships  to  students.  These  scholar- 
ships are  in  the  amount  of  $2,000,  and  this  marks  the 
fourth  year  for  this  new  program  of  the  Foundation.  We 
are  most  pleased  with  this  activity  which  continues  to 
create  interest  and  participation  among  the  medical 
students  of  both  schools. 

Once  again  we  are  pleased  to  recognize  the  contribu- 
tions of  the  medical  profession  and  the  medical  auxiliary. 
A total  of  $8,083  has  been  received  this  year  from 
individuals  and  organizations  and  we  are  truly  appreciative 
of  this  ongoing  effort.  These  individual  contributions 
insure  the  continued  capability  of  the  Foundation  to  meet 
the  financial  needs  of  the  medical  student. 

We  are  pleased  to  report  the  rapid  growth  of  the 
Voluntary  Tumor  Registry  which  is  sponsored  and 
operated  through  the  Foundation.  After  three  years  of 
extensive  effort,  an  excellent  program  has  been  developed 
with  a large  number  of  hospitals,  especially  those  who 
provide  services  to  these  patients,  now  participating  in  the 
program.  It  is  the  intent  of  the  Registry  to  eventually  have 
all  Nebraska  hospitals  in  the  program. 

We  wish  to  thank  all  of  the  individuals  and  institutions 
who  are  participating  in  the  program.  It  is  a credit  to  the 
medical  profession  and  the  State  of  Nebraska  and  its 
citizens.  A specific  report  appears  elsewhere  in  the 
Handbook. 

In  conclusion,  the  Foundation  wishes  to  thank  all 
participants  and  contributors  in  our  programs  and  looks 
forward  to  your  continued  support. 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION  MEDICAL  STUDENT 
CHAPTER 

The  past  year  has  been  one  of  growth  and  expansion  in 


activities,  and  participation  for  the  chapter.  Eagerness  to 
become  involved  has  been  proven  by  members  of  the 
NMA-MSC  at  all  levels.  Last  year  Ed  Raines  served  as  a 
member  of  the  Publications  Committee  for  the  Metro- 
politan Omaha  Medical  Society.  Rockford  G.  Yapp,  HI, 
has  served  on  the  AMA  Council  for  Long  Range  Planning 
and  Development,  and  is  currently  serving  on  the 
Governing  Council  of  the  AMA-Medical  Student  Section, 
and  is  also  a delegate  to  the  AMA.  Val  Tommeraasen  has 
served  on  a reference  committee  at  the  AMA  interim  1983 
meeting.  Miles  Tommeraasen  served  as  the  Rules 
Committee  Chairman  at  AMA,  1-83,  and  has  been 
appointed  as  the  Chairman  of  the  State  Caucus  at  the 
annual  AMA  meeting  to  be  held  in  June. 

Activities  of  the  chapter  over  the  past  year,  in  addition 
to  our  monthly  meetings,  have  included:  a “My  Specialty” 
noontime  speaker  forum,  educating  students  as  to  the 
possibilities  in  different  fields  of  practice;  a program 
where  five  students  are  sponsored  by  the  Metropolitan 
Omaha  Medical  Society  to  attend  their  monthly  dinner 
meetings;  helping  the  Red  Cross  coordinate  medical 
volunteers  for  the  annual  Healthfair  of  the  Midlands;  an 
annual  Residency  Advising  Symposium  which  was  at- 
tended by  over  350  students  from  both  UNMC  and 
Creighton,  and  featured  Dr.  J.  S.  Graettinger,  Executive 
Vice-President  of  the  National  Residency  Matching 
Program,  as  the  keynote  speaker. 

The  chapter  is  currently  working  to  develop  a scholar- 
ship fund  which  rewards  students  based  on  extracurricular 
involvement,  and  activity  in  organized  medicine.  This  is  a 
long  term  project,  with  a goal  of  $40,000  in  an  endowed 
fund  with  the  University  Foundation. 

Future  projects  include  a Physician-Preceptor  program 
for  freshmen,  a stress  management  seminar,  and  a 
“Learning  at  Lunch”  small  business  course. 

The  chapter  is  grateful  to  the  members  of  the  NMA  for 
their  support  and  encouragement. 

Respectfully  submitted, 

Miles  C.  Tommeraasen 
President,  NMA-MSC 


REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Omaha  - Chairman;  Chris  Caudill,  M.D., 
Lincoln;  Monroe  Dowling,  M.D.,  Lincoln;  John  Fitzgibbons,  M.D.,  Omaha; 
Robert  Sidner,  M.D.,  Kearney;  Todd  Sorensen,  M.D.,  Scottsbluff;  Robert  F. 
Shapiro,  M.D.,  Lincoln;  Craig  Urbauer,  M.D.,  Lincoln;  Val  Tommeraasen, 
Omaha. 

The  Commission  on  Governmental  Affairs  has  had  one 
meeting  since  the  last  session  of  the  House  of  Delegates  of 
the  Nebraska  Medical  Association.  At  that  time,  we 
identified  the  most  crucial  issue  facing  American  medicine 
to  be  the  future  of  the  Social  Security  program  and 
especially  the  financial  stability  on  the  Medicare  program. 
We  reviewed  the  makeup  of  the  Medicare  program, 
especially  its  current  system  of  financial  support.  We  then 
reviewed  the  recommendations  on  the  Advisory  Council 
on  Social  Security  and  a variety  of  the  proposals  which 
were  to  be  considered  by  the  Congress  in  the  budget 
reconciliation  process  which  will  be  upcoming. 

The  following  recommendations  of  the  Advisory  Coun- 
cil on  Social  Security  were  generally  supported  by  the 
Commission.  These  included  opposition  to  increased  use 
of  general  revenues  to  finance  Medicare  Part  A,  support 
for  appropriately  monitored  inter-fund  borrowing  which 
included  specified  repayment  schedules,  support  for  a tax 
cap  on  employer-provided  health  benefit  plans,  ear- 
marking additional  federal  excise  taxes  on  alcohol  and 
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tobacco  for  the  Medicare  HI  Trust  Fund,  support  for 
gradually  increasing  the  age  of  eligibility  for  Medicare  to 
67,  opposition  to  further  extension  of  Medicare  coverage 
by  reason  of  medical  diagnosis,  support  for  the  concept  of 
a Part  A premium  support  for  the  development  of  a 
comprehensive  long-term  care  program,  support  for  a 
comprehensive  review  of  demonstration  projects  related 
to  preventive  services,  support  for  demonstration  voucher 
programs  within  the  Medicare  program,  support  for 
indexing  the  current  Part  B deductible  to  the  medical  care 
component  of  the  CPI,  support  for  development  of  a 
policy  within  the  Department  of  HHS  to  promote  the 
development  of  medical  technology,  and  support  for 
continued  efforts  to  improve  the  management  of  the 
Medicare  program. 

The  Commission  generally  is  opposed  to  the  following 
recommendations  of  the  Advisory  Council  on  Social 
Security: 

Maintain  current  levels  of  health  insurance  payroll 
taxes,  endorsement  of  the  principles  of  prospective 
payment  for  Medicare  inpatient  hospital  services  on  the 
basis  of  the  DRG  system,  removal  of  the  cost  of  training  of 
medical  personnel  from  Medicare  program,  recommend- 
ing that  Medicare  be  divided  into  participating  and  non- 
participating  physicians,  and  opposition  to  any  effort  to 
entitlement  to  Medicare  benefits  to  the  beneficiary’s 
financial  status. 

We  will  continue  to  monitor  recommendations  of  the 
Advisory  Council  on  Social  Security,  Senate  Finance 
Committee,  House  Ways  and  Means  Committee,  and  the 
American  Medical  Association. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley.  M.D..  Grand  Island  - Chairman;  S.  I.  Fuenning,  M.D., 
Lincoln;  John  C.  Goldner,  M.D..  Omaha;  Mark  Jones,  M.D..  Lexington;  Paul 
Phillips.  M.D..  Scottsbluff;  Eileen  Vautravers,  M.D..  Lincoln;  Jean  Ogbom 
Prettyman,  Omaha. 

This  Committee,  together  with  the  Auxiliary,  continued 
to  be  concerned  about  the  Health  Gallery,  especially  the 
outreach  program  conducted  through  vans,  carrying 
equipment  and  teaching  programs  to  schools  outside 
Lincoln.  At  the  present  time,  the  NMA,  with  the  Auxiliary, 
has  contributed  the  sum  of  $24,552  to  this  program  in  the 
recent  fund  solicitation  activity.  The  recent  fund  drive  has 
added  $235,301  to  the  Health  Gallery  Project.  Part  of 
these  dollars  must  be  matched.  Efforts  are  being 
continued  to  raise  funds,  and  foundations  have  been 
approached  for  grants.  Some  of  these  foundations  require 
matching  funds  for  the  grants  to  be  awarded,  which 
presents  both  a challenge  and  a problem.  The  Gallery 
would,  of  course,  appreciate  having  unrestricted  grant 
funds  which  could  be  applied  at  once.  This  Committee  has 
been  told  that  the  Health  Gallery  continues  to  develop 
programs  in  conjunction  with  schools  who  are  able  to  visit 
the  Gallery  as  part  of  their  health  education  programs, 
which  could  be  accomplished  for  schools  farther  away 
from  Lincoln  through  the  mobile  program.  The  Commit- 
tee recommends  that  all  members  of  NMA  be  encouraged 
to  continue  their  financial  support  of  the  Health  Gallery. 

This  Committee  recommends  that  we  continue  to 
encourage  the  Department  of  Education  to  implement 
provisions  of  the  ten-year-old  law  which  requires  health 
education  at  all  levels,  Kindergarten  through  12th  grade. 
The  Committee  recognizes  that  the  Department  may  have 
developed  requirements  in  this  area  and  that  health 
education  programs  in  schools  are  not  consistently  good. 
The  Committee  recommends  that  NMA  continue  to  work 
closely  with  the  Department  and  offer  support  and 


encouragement  in  the  development  of  programs  in  health 
education  and  in  requirements  for  their  implementation  in 
all  schools  in  Nebraska. 

The  Committee  believes  that  all  school  districts  and 
educational  sendee  units  in  Nebraska  should  be  en- 
couraged to  identify  a medical  consultant  to  the  super- 
intendent of  the  district.  The  Committee  recognizes  that 
this  would  probably  be  an  unpaid,  voluntary  position,  but 
we  believe  that  such  a relationship  would  permit  an 
effective  liaison  between  school  districts  and  the  medical 
community,  and  would  provide  the  chief  administrator  of 
the  district  a medical  consultant  to  assist  in  the  various 
aspects  of  a school  district  which  have  medical  implications 
— health  education  programs  in  the  schools,  health 
problems  relating  to  the  staff  of  the  district,  various 
school-wide  and  community  health  programs  and  prob- 
lems, and  other  areas.  At  a previous  session,  the  House  of 
Delegates  has  supported  this  concept  and  the  Committee 
suggests  it  be  reemphasized.  A few  school  districts  in 
Nebraska  have  such  consultants,  and  a few  others  may 
have  a medical  panel  or  medical  committee.  The 
Committee  recommends  that,  where  possible,  an  in- 
dividual consultant  be  identified  who  may  be  the 
chairman  of  such  a committee,  who  might  be  selected  by 
the  superintendent,  or  volunteer  to  perform  such  a 
function. 

The  Committee  plans  to  continue  its  relationship  with 
education  organizations,  such  as  NSEA,  the  Association 
of  School  Administrators,  the  State  School  Board 
Association,  and  others. 

The  Committee  believes  that  there  must  be  continuing 
encouragement  to  institutions  of  higher  education  to 
develop  programs  for  the  training  of  health  educators  and 
that  they  be  informed  of  NMA’s  desire  to  assist  them  in 
any  way  possible  in  the  development  of  these  programs, 
trying  to  emphasize  to  them  that  aside  from  individual 
benefits,  the  cost  of  health  care  in  our  society  requires 
that  our  people  be  well  informed  about  how  the  health 
care  system  can  be  best  used  and  how  each  individual, 
through  a recognition  of  preventive  health  measures,  can 
contribute  to  controlling  these  costs. 

The  Committee  recommends  to  the  House  of  Delegates 
that  this  report  be  accepted. 

REPORT  OF  THE  AD-HOC  COMMITTEE, 
PRO  IMPLEMENTATION 

Orin  R.  Hayes,  M.D.,  Lincoln  - Chairman;  David  Bacon.  M.D.,  Kearney; 
John  D.  Coe.  M.D.,  Omaha;  Stuart  P.  Embury,  M.D.,  Holdrege;  Dale 
Michels,  M.D.,  Lincoln;  Donald  Pavelka.  M.D.,  Omaha;  Richard  Raymond, 
M.D..  O’Neill;  Henry  D.  Smith,  M.D.,  Lincoln. 

The  PRO  Committee  was  formed  following  the  ap- 
proval by  the  House  of  Delegates  to  investigate  and  apply 
to  HCFA  to  be  the  operating  PRO  for  the  State  of 
Nebraska.  The  House  of  Delegates  further  directed  that 
no  Association  or  Foundation  funds  be  expended  in  this 
effort  and  that  start-up  monies  should  be  requested  from 
HCFA  since  Nebraska  had  never  been  awarded  monies 
for  a PSRO.  Subsequent  to  the  House  vote,  it  was  quickly 
determined  that  HCFA  was  not  going  to  allow  any  funds 
for  start-up  and  that  no  PSRO  could  use  their  monies  to 
convert  to  a PRO. 

The  PRO  Committee  realized  the  lack  of  experience  in 
federal  programs  and  have  interviewed  the  representatives 
of  the  South  Dakota  and  Kansas  Foundations  for  Medical 
Care  in  addition  to  a private  contractor  from  Minnesota. 
The  PSRO  organization  from  Iowa  and  Colorado  were 
also  considered  but  not  interviewed.  Formal  presentation 
by  the  KFMC  and  the  Minnesota  firm  were  made  to  the 
NMA  Board  of  Directors  and  a decision  to  engage  KFMC 
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as  an  overlay  program  was  made.  A planning  contract 
from  2/1/84  to  8/1/84  was  entered  into  in  behalf  of  the 
NFMC  in  the  amount  of  $52,296  divided  into  equal 
monthly  payments.  Since  the  NFMC  had  no  financial 
resources  to  pay  the  monthly  payments,  some  of  the 
Association  Officers  signed  personal  notes  for  the 
payments  as  they  became  due. 

The  NMA  Executive  Staff  and  various  members  of  the 
PRO  Committee  have  been  in  close  contact,  almost  daily, 
with  the  KFMC  and  we  have  been  very  pleased  with  the 
extremely  cooperative  attitude  of  the  KFMC  and  their 
timely  efforts  at  preparing  the  NFMC  Request  for 
Proposal  (RFP)  to  HCFA  which  was  due  in  the  HCFA 
office  by  April  27,  1984!  It  has  been  the  Committee’s  and 
Executive’s  opinion  that  we  made  a wise  and  economical 
choice  in  engaging  the  KFMC  as  an  overlay  program.  It  is 
now  the  intention  of  the  NFMC,  following  revision  of  the 
Articles  of  Incorporation  and  By-Laws,  to  enter  into  a 
negotiated  operational  contract  with  KFMC  for  a period 
of  two  years  that  will  include  data  collection  and 
processing,  training  of  personnel  at  all  levels  of  operation 
and  review,  preparation  of  objectives  and  criteria, 
projection  of  deadlines  and  costs,  and  to  suggest  the 
personnel  and  office  supplies  and  equipment  necessary  to 
carry  out  the  objectives  of  the  PRO  program  for  the  State 
of  Nebraska.  Once  the  PRO  is  in  place,  the  program  will 
be  financially  self-sustaining  and  will  provide  reimburse- 
ments to  the  NMA  for  the  services  of  the  NMA  Executives 
and  staff  and  will  permit  monies  for  repayment  of  a 
planning  loan  from  the  NMA  or  the  Foundation. 

HCFA  estimates  that  Nebraska  has  approximately 
110,000  Medicare  discharges  per  year.  The  National 
average  cost  of  each  case  is  approximately  $14.00  per 
review  which  converts  to  a total  two  year  contract  of 
approximately  $3,080,000.  From  this  amount,  monthly 
reimbursement  to  KFMC  will  be  made  and  the  NFMC 
office  and  staff  will  be  recruited  and  organized.  A target 
date  for  implementation  of  the  PRO  is  tentatively  set  for 
September  1,  1984,  with  an  operational  date  of  October  1, 
1984. 

As  of  this  date,  the  PRO  is  progressing  well  under  the 
umbrella  of  the  KFMC  and  we  anticipate  that  the  RFP 
will  be  accepted.  Our  notification  date  of  acceptance  by 
HCFA  will  probably  be  August  31,  1984,  the  day  before 
we’re  scheduled  to  begin  activity. 

The  NMA  and  PRO  Committee  have  had  excellent 
cooperation  from  Dr.  Robert  Long  of  Mutual  of  Omaha 
and  Dr.  Roger  Mason  of  BC-BS.  Technical  meetings 
between  each  of  these  organizations,  NMA  Executives, 
and  the  Project  Director  of  KFMC  have  been  very  helpful 
and  no  stumbling  blocks  have  arisen  in  these  negotiations. 

The  PRO  Committee,  with  the  approval  of  the  Board  of 
Directors  are  submitting  a resolution  to  the  House  of 
Delegates  seeking  rescinding  of  last  year’s  funding 
restrictions.  We  hope  the  members  of  the  NMA  will 
support  this  resolution  and  permit  the  Committee  to 
complete  the  formation  of  the  Nebraska  PRO. 

In  order  for  the  continued  formation  of  the  PRO  and  the 
need  for  a source  of  money,  the  Committee  feels  the 
following  resolution  is  necessary  and  urges  its  approval  by 
the  House  of  Delegates. 

RESOLUTION 

SUBJECT:  FUNDING  OF  THE  PLANNING  COSTS 
FOR  THE  NFMC 

FROM:  PRO  COMMITTEE  OF  THE  NMA 

WHEREAS,  Medicare  has  implemented  a system  of 
reimbursement  based  on  Diagnosis  Related  Groups 


(DRG)  by  a new  Prospective  Payment  System  (PPS),  and 

WHEREAS,  the  House  of  Delegates  of  the  NMA  voted 
to  permit  the  organization  to  file  an  application  to  operate 
a state-wide  Peer  Review  Organization  (PRO),  and 

WHEREAS,  the  House  of  Delegates  restricted  the 
Committee  from  using  NMA  or  Nebraska  Medical 
Foundation  funds  for  planning  and  filing  a RFP,  and 

WHEREAS,  officers  of  the  NMA  have  personally 
guaranteed  loans  in  the  amount  of  $18,775  for  incurred 
costs  to  carry  out  the  planning  as  directed  by  the  House  of 
Delegates;  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  rescind  the 
restriction  on  funds  of  the  NMA  or  NMF  enabling  the 
NMA  to  borrow  from  either  organization  and  relieve  the 
personal  guarantees  of  the  officers  and  permit  additional 
monies  to  be  obtained  in  completing  the  planning  contract 
cost  of  $52,296,  the  repayment  of  which  will  be  made  by 
proceeds  from  the  PRO  program. 


REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Rodney  Basler,  M.D., 
Lincoln;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Edward  E.  Gatz,  M.D.,  Omaha; 
Donald  T.  Glow,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Roger  P. 
Massie,  M.D.,  Plainview;  Donald  E.  Matthews,  M.D.,  Lincoln;  F.  Thomas 
Waring,  M.D.,  Fremont;  John  Beneke,  Omaha. 

During  the  past  year,  the  Commission  continued  to 
carry  on  several  programs  which  have  grown  in  effective- 
ness. Evidence  of  a continuing  interest  in  wellness-related 
information  continued  to  manifest  itself  among  the  news 
media.  As  wellness  and  prevention  continue  to  come  more 
and  more  into  the  spotlight  we  must  work  diligently  to 
meet  the  opportunity  presented  to  us.  We  are  currently 
packaging  a wellness/prevention  packet  of  information  for 
a formalized  and  special  issuance  to  the  news  media. 

Projects  we  continued  in  1983  included: 

1.  The  Commission  continued  issuing  the  monthly 
packet  of  Health  Tips  and  found  an  improving  response  to 
them.  An  average  of  45  newspapers  used  an  average  of 
108  articles  each  month  during  1983.  Our  annual  survey 
of  media  asking  for  their  opinion  of  the  Health  Tips 
produced  an  extremely  positive  response.  Sample  quota- 
tions: Crawford  Clipper,  “Excellent — please  continue 
sending;”  Auburn  Newspaper,  “Helpful;”  KJLT  Radio, 
North  Platte,  “The  spots  are  excellent.  We  use  most  of 
the  10  and  20  second  spots;”  Colfax  County  Press, 
Clarkson,  “We  use  your  service  every  week.  Thank  you;” 
KSID  Radio,  Sidney,  “We  use  them  regularly — keep  up 
the  good  work;”  Fairbury  Journal-News,  “Keep  them 
coming.  They  are  fine;”  Valentine  Newspaper,  “We  use 
many  of  the  tips.  Please  keep  them  coming;”  Lincoln  Star, 
“We  think  the  Health  Tips  are  a useful  item  for  our 
readers.  Please  continue  them;”  Lyons  Mirror-Sun, 
“Length  nice  to  use.  Copy  always  appropriate.  We  use 
them;”  KHAS  Radio,  Hastings,  “Fine  job.  Very  useful 
material  for  information  station  such  as  ours;”  KZUM  FM 
Radio,  Lincoln,  “Good  work.  We  use  NMA  PSA’s  daily;” 
Crofton  Journal,  “We  use  the  stories  as  filler,  but  get 
positive  feedback  often  from  readers;”  Stanton  Register, 
“We  use  the  fillers  all  the  time,  and  they  get  more 
comment  than  anything  else  we  use.  Thanks  and  keep  ’em 
coming.” 

2.  Longevity  of  Nebraskans  was  the  subject  of  our  1983 
“State  of  the  Health  of  the  State”  report  by  President 
Dwaine  J.  Peetz.  The  use  by  the  media  far  exceeded  that 
of  the  previous  years  and  the  comment  from  the  media 
was  positive.  Reports  which  provide  Nebraska  statistics 
and  data  continue  to  be  popular  with  the  media  in  the 
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state.  The  quotation  by  Doctor  Peetz  in  the  report 
regarding  health  education  — “Learning  what  we  can  do 
early  in  life  to  contribute  to  a healthier  late  life  for 
ourselves  is  one  of  the  great  challenges  facing  Nebraskans 
today”  — triggers  the  needs  for  more  health  education 
public  information  as  well  as  a strong  thrust  for  successful 
completion  of  the  Nebraska  Health  Galleries  Project  fund 
campaign. 

3.  The  packaged  series  of  30-second  public  service 
announcements  prepared  by  President  Dwaine  J.  Peetz 
were  distributed  to  the  more  than  70  Nebraska  radio 
stations  who  had  indicated  they  would  use  them.  While  it 
is  not  possible  to  report  exactly  what  the  use  was,  we  know 
from  some  sample  returns  from  radio  stations  that  we 
gained  a great  deal  of  public  service  time  on  our  Nebraska 
radio  stations  with  the  program. 

4.  Representatives  of  Lincoln  General  Hospital  ap- 
proached the  Commission  inviting  the  Association  to 
participate  in  a television  series  for  Nebraska  ETV.  The 
program  entitled,  “Health  Line”  is  a monthly  public 
television  series  utilizing  a live  call-in  format.  A Lincoln 
physician  serves  as  host  and  the  panel  of  physicians 
consists  of  a Lincoln  representative,  a representative  from 
Omaha,  and  a representative  from  Greater  Nebraska. 
From  all  indications,  this  appears  to  be  a valuable  public 
education  project  and  we  hope  members  of  the  Associa- 
tion have  had  the  opportunity  to  view  one  or  more  of  the 
programs.  Subject  matter  thus  far  has  consisted  of 
diabetes,  childbirth  and  prenatal  care,  depression  and 
stress,  and  cancer  and  oncology.  The  next  program  is 
scheduled  for  May  17  at  8:30  p.m.  (7:30  mountain  time) 
and  will  cover  the  subject  of  alcohol  and  drug  abuse. 


REPORT  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Joel  Johnson.  M.D..  Kearney  - Chairman;  R.  A.  Blatny,  M.D.,  Fairbury; 
John  D.  Coe.  M.D..  Omaha;  Jon  J.  Hinrichs,  M.D.,  Lincoln;  Arnold  Lempka. 
M.D.,  Omaha;  James  Ramsay,  M.D..  Atkinson;  R.  C.  Weldon,  M.D.. 
Nebraska  City;  Joseph  Stitcher,  M.D.,  Lincoln. 

A resolution  from  the  Metropolitan  Omaha  Medical 
Society  requesting  the  establishment  of  a Hospital 
Medical  Staff  organization  within  the  NMA  was  approved 
by  the  House  of  Delegates  at  the  1983  Fall  Session  and 
subsequently  referred  to  the  Commission  on  Association 
Affairs  for  consideration.  The  Commission  has  met  and 
discussed  this  proposal  in  some  length.  In  general, 
Commission  members  were  of  the  opinion  that  the 
establishment  of  such  an  organizational  entity  would 
assist  in  providing  a method  of  disseminating  information 
to  and  receiving  input  from  physicians  on  hospital-related 
issues. 

The  Commission  reviewed  information  from  other 
states,  the  AMA  and  the  guidelines  established  by  the 
Metropolitan  Omaha  Medical  Society.  This  information 
was  most  helpful  in  our  deliberations.  At  the  conclusion  of 
discussion,  a motion  was  made,  seconded  and  approved 
that  the  Commission  on  Association  Affairs  recommend 
the  establishment  of  a Commission  on  Hospital  Medical 
Staffs  in  the  NMA  By-Laws. 

Recommendation: 

The  Commission  on  Association  Affairs  recommends  to 
the  House  of  Delegates  that  the  By-Laws  be  amended  to 
provide  for  a Commission  on  Hospital  Medical  Staff.  It  is 
further  the  recommendation  of  the  Commission  that  the 
guidelines  developed  by  the  Metropolitan  Omaha  Medical 
Society  be  used  as  the  suggested  purpose.  These 
purposes  are: 

A.  To  obtain  and  disseminate  information  to  the  medical 


community  via  medical  staffs  relative  to  all  pertinent, 
common  problems. 

B.  To  increase  awareness  among  physicians  about  such 
issues  as  relationships  to  regulatory  agencies,  third- 
party  carriers,  accreditation  bodies,  administrators 
and  boards  of  trustees. 

C.  To  promote  interchange  of  ideas  between  physicians  in 
varying  practice  settings  and  to  define  and  identify 
areas  of  concern  and  interest. 

D.  To  provide  a body  of  medical  staff  solidarity  lending 
support  for  such  individual  or  unified  projects  as  may 
effect  medical  staffs  and/or  individual  physicians. 

E.  To  assure  the  position  of  the  physician  as  the  primary 
provider  of  health  care. 

F.  To  act  as  patients’  advocate  and  maintain  the  highest 
quality  of  care. 

The  Commission  also  feels  that  modification  of  or 
additional  purposes,  should  be  included  in  the  By-Laws  as 
the  organization  develops.  The  Commission  further 
recommends  appointment  of  membership  of  this  Com- 
mission should  be  made  by  the  President  of  the  NMA  with 
information  being  disseminated  state-wide,  prior  to 
appointments,  so  physicians  interested  in  serving  could 
make  this  fact  known  through  contact  to  the  NMA 
President. 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

C.  J.  Cornelius,  Jr..  M.D.,  Sidney  - Chairman;  Gordon  Adams,  M.D., 
Norfolk;  Lewiston  W.  Birkmann.  M.D.,  Lincoln;  James  Carson,  M.D., 
McCook;  Allen  Dvorak.  M.D.,  Omaha;  Dale  Ebers.  M.D.,  Lincoln;  Louis  J. 
Gogela,  Jr.,  M.D..  Beatrice;  Roger  Jacobs,  M.D..  Seward;  Duane  Krause, 
M.D..  Fremont;  Roger  D.  Mason,  M.D.,  Omaha;  Donald  Prince.  M.D., 
Minden;  C.  Lee  Retelsdorf.  M.D.,  Omaha;  Eugene  Sucha,  M.D.,  West  Point; 
Craig  Urbauer.  M.D.,  Lincoln;  Thomas  H.  Wallace,  M.D.,  Gordon;  Kelly 
McGinnis,  Omaha. 

Activity  on  the  Health  Planning  front  has  been  minimal 
since  the  Fall  Session.  A set  of  guidelines  for  reviewing 
applications  for  (1)  Nuclear  Magnetic  Resonance  and 
other  imaging  technologies,  and  for  (2)  New  Technologies 
in  general,  was  developed  and  after  public  hearing  was 
approved  by  the  State  Health  Coordinating  Council  for 
Health  Planning  and  by  the  Governor  for  inclusion  in  the 
State  Health  Plan.  Copies  of  these  guidelines  are 
appended  to  this  report.  The  Governor  recently  made  his 
appointments  to  the  SHCC.  The  four  NMA  members 
previously  serving  on  the  SHCC  will  continue,  i.e.,  Drs. 
Mason,  Bosley,  Krause  and  Cornelius.  A fifth  physician. 
Dr.  John  Campbell,  a staff  physician  from  the  Health 
Central  HMO,  was  also  appointed.  He  joins  two  other 
Health  Central  appointees  bringing  the  Health  Central 
HMO  representation  to  three. 

At  the  most  recent  meeting  of  the  SHCC,  it  was  decided 
to  develop  the  next  edition  of  the  Nebraska  State  Health 
Plan  in  a “plain  language”  type  format.  This  document 
would  be  based  on  statistical  data  which  would  be 
published  in  separate  volumes  so  that  the  text  would  not 
be  weighted  down  by  charts  and  tables  as  it  has  been  in 
the  past.  The  timetable  for  this  edition  has  not  been  set  as 
of  this  date  but  it  is  not  anticipated  that  the  draft  will  be 
ready  for  public  hearing  and  review  before  1985.  It  is 
further  anticipated  that  this  edition  will  be  more  tuned  to 
economic  realities  rather  than  to  utopian  ideas  and  wishes 
as  were  earlier  editions. 

There  has  been  some  progress  in  the  Board  of  Medical 
Examiners  study  of  Physicians'  Assistants  which  will  be  a 
topic  of  discussion  by  the  committee  at  this  meeting. 

By  our  Annual  Meeting  date,  the  Nebraska  Unicameral 
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will  probably  have  approved  legislation  which  permits  the 
Department  of  Social  Services  to  enter  into  PPO  type 
contracts  for  medical  services.  The  NMA  Board  of 
Directors  has  been  following  this  development  quite 
closely  and  will  be  reporting  on  Association  strategies  at 
this  meeting.  Your  Chairman  was  appointed  by  President 
Peetz  to  represent  the  NMA  and  has  attended  two 
meetings  of  the  Advisory  Committee  on  the  AMA’s 
Health  Policy  Agenda  for  the  American  People.  The  most 
recent  meeting  occurred  one  week  prior  to  this  Annual 
Session.  An  oral  report  on  this  project  can  be  made  either 
in  the  Reference  Committee  or  before  the  House  of 
Delegates,  as  the  NMA  President  desires. 

The  rather  sudden  apparent  proliferation  of  alternate 
delivery  systems  raises  a whole  new  set  of  problems  or 
opportunities  which  the  committee  will  be  addressing  in 
the  near  future  The  development  of  DRG  programs  by 
private  insurers  will  also  be  a subject  of  discussion. 

Guidelines  for 

Nuclear  Magnetic  Resonance  Scanners 

The  guidelines  suggested  below  were  developed  by  the 
Technical  Task  Force  on  Diagnostic  Radiology.  The 
guidelines  should  be  considered  temporary  and  they 
should  be  refined  when  more  complete  data  and  general 
information  are  available.  Because  of  the  dynamic  nature 
of  NMR  technology,  the  Task  Force  points  out  that  the 
guidelines  are  based  on  the  present  situation  and  that  the 
following  underlying  assumption  should  be  made: 

Nuclear  magnetic  resonance  imaging  offers  enormous 
potential  for  medical  diagnosis,  but  at  the  present 
time  it  is  not  possible  to  make  an  accurate  assess- 
ment of  the  demand  for  its  capabilities.  Thus,  it  is 
inappropriate  to  establish  statewide  or  regional  geo- 
graphic (time  or  distance)  accessibility  standards. 

Guidelines 

(1)  It  is  recommended  that  the  Nebraska  Radiation 
Advisory  Council  be  responsible  for  resolving  all 
safety  problems  related  to  NMR. 

(2)  The  first  priority  of  a NMR  unit(s)  is  to  provide 
patient  care,  but  it  is  critical  that  the  first  unit(s)  in 
Nebraska  be  available  for  formal  M.D.  training  (i.e.,  in 
residency  programs  and  continuing  medical  educa- 
tion). If  possible,  this  unit(s)  should  also  be  available 
to  train  technicians  and  physicists. 

(3)  Because  it  is  essential  to  use  the  initial  NMR  unit(s) 
to  educate  and  train  physicians,  technicians,  and 
other  personnel,  the  initial  units  should  be  affiliated 
with  teaching  institutions.  However,  this  does  not 
necessarily  mean  that  these  units  must  be  located  at 
university  hospitals. 

(4)  Some  patients  cannot  be  scanned  for  safety  reasons 
(e.g.,  critical,  highly  instrumented  patients  and  those 
with  metal  implants  and  pacemakers).  All  other 
patients  for  whom  an  NMR  scan  is  medically 
necessary  should  not  be  denied  a scan  because  the 
facility  has  limited  the  number  of  hours  the  NMR 
machine  can  operate.  In  essence,  NMR  imaging 
should  be  available  24  hours  a day,  seven  days  a week 
on  an  emergency  (on-call)  basis.  NMR  facilities 
should  also  have  adequate  scheduled  hours  to  avoid 
an  excessive  backlog  of  cases. 

(5)  Facilities  with  NMR  units  should  report  basic 
utilization  data  (e.g.,  patient  origin  data  by  diagnostic 
category)  to  the  Nebraska  Department  of  Health. 

(6)  In  terms  of  qualifications,  persons  supervising  the 
operation  of  NMR  scanners  should  be  M.D.s.  These 
physicians  should  have  enough  training  in  imaging  to 
determine  which  diagnostic  imaging  modality  is  most 
appropriate  for  each  patient. 


(7)  The  intial  installation  of  a NMR  unit(s)  should  be 
affiliated  with  an  institution  where  other  imaging 
modalities  (e.g.,  CT  scanner,  nuclear  medicine,  and 
ultrasound)  are  available  for  comparative  studies. 

(8)  Projected  utilization  data  are  only  to  be  considered 
estimates  at  this  time. 

Proposed  Guidelines  for 
New  Technological  Developments 

Since  the  1982-1987  Nebraska  State  Health  Plan  does 
not  establish  any  standards  for  developments  in  new 
technology,  the  following  guidelines  were  developed  by  a 
task  force  created  by  the  Plan  Development  Committee  of 
the  Statewide  Health  Coordinating  Council.  The  purpose 
of  the  guidelines  is  to  establish  procedures  that  will  result 
in  an  orderly  and  efficient  phase-in  of  technological 
innovations.  They  are  not  intended  to  act  as  a barrier  to 
medical  progress  or  to  reduce  the  quality  of  medical  care. 
The  guidelines  apply  to  new  equipment  and  new 
techniques  involving  patient  diagnosis  and  treatment,  but 
they  do  not  apply  to  new  products  classified  as  Class  III 
experimental  devices  by  the  Food  and  Drug  Administra- 
tion (FDA).  The  guidelines  also  do  not  apply  to  the 
acquisition  of  equipment  to  be  used  solely  for  research  or 
institutional  health  services  to  be  offered  solely  for 
research.  The  term  “solely  for  research”  includes  patient 
care  provided  on  an  occasional  and  irregular  basis  and  not 
as  part  of  a research  program.  (This  definition  was  taken 
from  the  1980  Health  Planning  Amendments  - PL  96- 
538.)  The  definitions  of  key  terms  (new  technological 
equipment,  innovative  programs,  and  reasonable  charges) 
are  defined  in  the  Appendix. 

Guidelines 

1.  Although  specific  professional  standards  cannot  be 
formulated,  operators  of  new  technological  equipment 
and  innovative  programs  must  demonstrate  that  they  are 
adequately  trained  and  qualified.  Demonstration  of 
competence  may  include  appropriate  residency  training, 
formal  continuing  medical  education  courses,  and  in- 
formal training.  The  facility  must  also  demonstrate  the 
ability  to  employ  adequate  numbers  of  trained  technical 
staff  and  support  personnel  to  work  in  conjunction  with 
the  operator. 

2.  Facilities  or  operators  of  new  technological  equip- 
ment and  innovative  programs  must  demonstrate  that  the 
new  equipment  or  program  is  needed  by  the  population  of 
an  area  or  the  state.  Estimates  of  need  must  be  based 
upon  the  number  of  patients  who  will  use  the  service 
classified  by  diagnostic  category. 

3.  Before  acquiring  new  technological  equipment  of 
initiating  a new  program,  the  facility  or  operator  must 
have  complementary  services  available  for  support  and 
evaluation  purposes  and  must  show  the  capability  for 
evaluating  performance  and  for  disseminating  the  results. 

4.  Facilities  or  operators  of  new  technological  equip- 
ment of  innovative  programs  must  report  basic  utilization 
and  demographic  data  (e.g.,  patient  origin  data  by 
diagnostic  category)  to  the  Nebraska  Department  of 
Health  to  permit  an  evaluation  of  the  technology  and  to 
facilitate  regional  and  statewide  planning. 

5.  Potential  patients  should  have  access  to  the  new 
service  and  the  facility  or  operator  should  provide 
maximum  service  in  the  most  cost  effective  manner.  In 
essence,  a new  service  should  be  available  24  hours  a day, 
seven  days  a week  on  an  emergency  (on-call)  basis. 

6.  When  a facility  or  operator  acquires  new  technological 
equipment  and  innovative  programs,  provision  should  be 
made  for  participation  in  research,  resident  training,  and 
continuing  medical  education  for  physicians  and  tech- 
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nicians.  Further,  the  new  and  innovative  service  must  be 
evaluated  by  a technical  panel  appointed  by  the  Director 
of  Health. 

7.  A new  service  must  be  offered  at  reasonable  charges 
(professional  and  facility),  especially  where  only  one  or  a 
few  facilities  and  operators  will  have  an  opportunity  to 
acquire  new  technological  equipment  and  innovative 
programs  early  in  their  development. 

8.  Whenever  possible,  the  facility  or  operator  must 
acquire  new  equipment  or  initiate  new  programs  in 
conjunction  with  other  hospitals.  If  such  sharing  in  the 
acquisition  or  development  is  not  possible,  the  facility  or 
operator  must  establish  a multi-hospital  referral  system. 

9.  Acquisition  of  a single  new  technological  device  or 
initiation  of  a new  program  at  a single  location  in  the  state 
may  be  justified  for  education,  research,  and  patient  care. 
Additional  units  shall  not  be  acquired  until  clinical  data 
from  actual  use  is  analyzed  and  a determination  of 
statewide  need  is  undertaken.  Data  for  evaluation  from 
actual  clinical  use  may  include  clinical  data  from  units 
operating  in  other  states. 

Appendix 

Definition  of  Terms 

New  Technological  Equipment  means  equipment 
which  is  potentially  useful  for  diagnostic  or  therapeutic 
purposes  when  the  equipment  is  determined  by  the 
Health  Department  to  be  equipment  which  introduces 
new  technology  in  the  diagnosis  and/or  treatment  of  new 
disease  and  the  technology  is  so  new  and  its  usefulness 
not  yet  well  enough  established  to  permit  a specific  plan 
of  need  for  Nebraska  to  be  developed. 

Acquisition  of  such  equipment  (by  purchase,  lease,  gift, 
or  otherwise)  shall  constitute  a “substantial  change  in  the 
scope  or  in  the  functional  operation  of  the  facility.” 

Innovative  Programs  means  construction  or  modifi- 
cation projects  which  introduce:  (a)  techniques  of  patient 
treatment  for  diagnostic,  therapeutic,  or  maintenance 
purposes  that  are  so  new  or  are  not  well  enough 
established  to  provide  a specific  plan  of  need  to  be 
developed  for  Nebraska;  or  (b)  equipment  which  in- 
stitutes methods  of  technology  which  alter  those  physical 
plan  operations  of  the  facility  that  are  not  directly  related 
to  patient  care,  when  such  equipment  is  so  new  that  the 
effectiveness  and  efficiency  of  operation  have  not  as  yet 
been  established. 

Reasonable  Charges  are  those  that  are:  (a)  adequate 
to  meet  the  costs  that  must  be  incurred  by  efficiently  and 
economically  operated  providers  to  provide  services  in 
conformity  with  applicable  State  and  Federal  laws, 
regulations,  and  quality  and  safety  standards;  and  (b) 
adequate  to  assure  that  recipients  have  reasonable  access 
to  the  service. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Robert  F.  Shapiro,  M.D.,  Lincoln  - Co-Chairman;  Craig  Urbauer,  M.D., 
Lincoln--  Co-Chairman;  Judith  Butler,  M.D..  Superior;  James  H.  Dunlap, 
M.D.,  Norfolk;  Vernon  F.  Garwood,  M.D.,  Lincoln;  Ronald  Klutman,  M.D., 
Columbus;  Max  W.  Linder.  M.D.,  Lincoln;  John  T.  McGreer,  III,  M.D., 
Lincoln;  Bruce  Miller,  M.D.,  Lincoln;  Richard  A.  Raymond,  M.D.,  O’Neill; 
Blaine  Y Roffman.  M.D.,  Omaha;  Charles  S.  Wilson,  M.D.,  Lincoln;  F F. 
Paustian,  M.D , Omaha;  Jerald  R.  Schenken,  M.D.,  Omaha;  Miles 
Tommeraasen,  Omaha;  Kim  Meyer,  Omaha. 

The  just  finished  short  sixty-day  session  of  the 
Nebraska  Unicameral  has  been  a vexing  and  frustrating 
period  for  the  Association’s  Legislative  Commission.  It 
was  an  admixture  of  easy  victory,  sometimes  painful 
compromise,  and  one  near  disasterous  defeat  with  the 


resolution  of  the  problem  coming  just  hours  before  this 
report  was  written. 

The  total  number  of  bills  directly  related  to  health  care 
matters  was  not  large,  but  they  were  of  considerable 
importance. 

Developing  legislator  support  for  all  of  our  priority  issues 
was  complicated  by  the  fact  that  support  from  some  of  the 
Senators  was  varied.  The  same  Senator  who  would 
support  us  on  one  issue  would  oppose  us  on  another  issue. 
This  forced  us  to  deal  delicately  with  the  Senators,  since 
one  could  not  afford  to  push  so  hard  on  one  issue  that  you 
compromised  the  other  issue.  Unrelated  bills  became 
inexticably  linked  and  it  was  difficult,  even  impossible  in 
the  case  of  the  Optometric  bill,  to  get  the  issue  considered 
on  its  merit  or  lack  thereof. 

Unusual  “outside”  issues  also  had  their  impact  on  this 
legislative  session. 

Since  the  Association  publishes  a listing  of  all  of  the 
bills  and  their  disposition,  this  report  will  only  address 
and  highlight  those  bills  which  required  our  greatest 
attention. 

Even  though  LB  561,  the  Optometric  bill,  ultimately 
required  the  most  work,  we  expected  LB  692  to  be  the 
main  bill  of  the  session  and  cause  us  the  greatest  problem. 
LB  434,  the  original  Malpractice  bill  has  worked  well.  Our 
excess  liability  fund  is  robust  and  has  only  rarely  been 
tapped  and  then  only  recently  after  eight  years.  Never- 
theless, because  of  inflation  it  was  necessary  to  raise  the 
recovery  limits.  We  initially  proposed  a eight  hundred 
thousand  dollar  limit,  but  political  necessity  compelled 
the  one  million  dollar  figure.  The  other  major  change  was 
to  make  the  review  panels  optional  at  the  plaintiff s 
discretion.  There  were  minor  housekeeping  changes  and 
an  adjustment  in  the  statute  of  limitations  to  bring  the  bill 
in  line  with  a recent  Supreme  Court  decision.  The  trial 
attorneys  would  have  preferred  no  lid  or  one  at  the  two  or 
five  million  dollar  level.  We  had  extraordinarily  strong 
support  for  the  bill.  It  passed  easily,  handily  resisting  any 
attempts  to  kill  or  weaken  it.  It  was  signed  by  the 
Governor. 

LB  561,  the  Optometric  bill,  led  us  a merry  chase 
through  the  whole  session  leading  up  to  a “miracle” 
turnaround  on  the  next  to  the  last  day  of  the  session. 
Unfortunately  this  bill  was  caught  up  in  vote  trading  on 
several  occasions.  On  the  last  day  of  the  session,  a vote  to 
reconsider  (courtesy  vote)  passed  and  the  bill  received  the 
necessary  25  votes.  There  had  been  strong  and  effective 
lobbying  by  the  optometrists.  They  had  portrayed  the 
problem  as  a turf  battle  amongst  professionals.  The  issue 
was  brought  to  a conclusion  with  the  Governor  vetoing  the 
bill.  Many  thanks  to  the  many  physicians  in  every  district 
who  worked  on  this  bill  and  to  the  untiring  efforts  of  our 
administrative  staff  and  Dave  Buntain,  our  new  lobbyist. 

LB  724  and  LB  761  are  respectively  the  Nurse 
Practitioner  and  Nurse  Midwife  bills.  It  can  be  and  was 
argued  that  such  paramedical  persons  were  not  needed  at 
this  time  or  perhaps  not  even  in  the  future.  Even  if  we 
were  to  assume  that  posture,  these  types  of  legislation 
would  not  go  away  in  the  present  cost  oriented  and 
competition  oriented  environment  which  now  exists. 

LB  724  came  about  as  the  result  of  a collaborative 
effort  on  the  part  of  a task  force  which  included  all 
involved  parties  and  which  spent  three  years  on  the 
project.  It  was  as  good  a bill  as  could  be  fashioned. 

On  the  other  hand,  LB  761  emanated  from  consumers. 
All  but  two  states,  Nebraska  and  North  Dakota,  already 
license  Nurse  Midwives.  With  great  effort  and  com- 
promise, we  were  able  to  forge  LB  761  into  a bill  with 
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similar  constraints  and  controls  as  are  found  in  LB  724. 
Nurse  Practitioners  and  Nurse  Midwives  will  work  in 
collaboration  with  appropriate  physicians.  They  will  not 
be  independent  practitioners  and  there  will  be  no 
scheduled  home  deliveries.  The  bills  passed  and  were 
signed  into  law. 

The  last  bill  I will  discuss  is  LB  903.  This  bill,  one  of  the 
group  of  Cost  Containment  bills,  was  opposed  primarily 
by  the  Nebraska  Hospital  Association  and  secondarily  by 
the  Association.  UB  82  is  the  uniform  billing  form  to  be 
used  by  all  hospitals.  There  is  a raft  of  information  on  this 
form.  All  the  hospitals  were  to  bill  uniformly  and  all  the 
data  was  to  go  to  the  state  which  would  make  the 
information  available  to  the  public.  Better  comparison 
shopping  for  health  care  by  consumers  was  the  ostensible 
goal.  According  to  the  hospitals,  it  would  be  costly  and 
redundant  since  the  information  is  already  available  to  the 
state.  Our  concern  was  primarily  that  of  patient  con- 
fidentiality because  of  the  information  available  on  each 
form.  The  bill  was  finally  killed. 

Other  bills  in  this  series  related  to  competitive 
purchasing  by  the  Social  Services  Department  for 
Medicaid. 

Lastly,  a subcommittee  of  our  Commission  worked  to 
develop  the  Malpractice  Seminar  held  Thursday  after- 
noon. Our  thanks  to  St.  Paul  for  creating  the  extra 
incentive  to  come.  They  say  it  is  more  than  worth  their 
while. 


Board  of  Councilors 

The  Annual  Session  meeting  of  the  Board  of  Councilors 
was  held  on  April  27,  1984,  at  the  Marriott  Hotel,  Omaha, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Stanley  Truhlsen.  The  following  members  were  present: 
Drs.  Stanley  Truhlsen,  L.  D.  Cherry,  Myron  E.  Samuel- 
son,  Wm.  Chleborad,  Robert  Herpolsheimer,  Robert 
Quick,  Thomas  Wallace,  Warren  Bosley,  R.  E.  Donaldson, 
Dwaine  J.  Peetz,  Herbert  E.  Reese,  and  Allan  Landers. 

Dr.  Truhlsen  called  for  approval  of  the  minutes  of  the 
Fall  Session  meeting  of  the  Board  of  Councilors,  and 
these  were  approved  as  printed  in  the  December  issue  of 
the  Nebraska  Medical  Journal. 

The  reports  and  resolutions  contained  in  the  Handbook 
were  considered  by  the  Board  of  Councilors. 

The  requests  for  Life  Membership  were  considered. 
The  Board  of  Councilors  were  informed  that  a request  had 
been  received  from  the  Hall  County  Medical  Society  for 
Life  Membership  for  Dr.  Elroy  A.  Brugh  of  Grand  Island. 
The  Councilors  approved  the  requests  for  Life  Member- 
ship with  the  addition  of  Dr.  Brugh. 

There  was  discussion  concerning  requirements  for  Life 
Membership,  and  it  was  suggested  that  these  require- 
ments be  reviewed  at  a future  meeting. 

Cases  that  had  been  received  since  the  Fall  Session 
were  reviewed  by  the  Board  of  Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  Annual  Meeting  of  the  House  of 
Delegates  was  held  on  April  27,  1984,  at  the  Marriott 
Hotel,  Omaha,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Harry  McFadden. 

Roll  call  showed  79  delegates  present,  and  the  meeting 
was  declared  in  session. 

The  following  50- Year  Practitioners  were  recognized  by 
the  House  of  Delegates: 

Louis  V.  Brennan,  M.D.,  Falls  City 
R.  E.  Garlinghouse,  M.D.,  Lincoln 
L.  H.  Hoevet,  M.D.,  Chadron 
C.  D.  Howard,  M.D.,  Blair 
J.  Whitney  Kelley,  M.D.,  Omaha 
A.  J.  Merrick,  M.D.,  Fremont 
Evald  Prems,  M.D.,  Holdrege 
Robert  J.  Stein,  M.D.,  Lincoln 

The  following  50- Year  Practitioners  were  not  present: 
L.  E.  Dickinson,  M.D.,  McCook 
H.  A.  McConahay,  M.D.,  Holdrege 
W.  Howard  Morrison,  M.D.,  Omaha 
Francis  L.  Simonds,  M.D.,  Omaha 

The  Necrology  was  read  by  Dr.  Allan  Landers. 

The  following  oral  reports  were  presented: 

Gregg  Wright,  M.D.,  Director  of  the  State  Department 
of  Health,  provided  the  House  with  a discussion  including 
information  regarding  the  reorganization  of  the  21 
Divisions  of  the  Department  into  five  Bureaus.  They  are 
the  Bureau  of  Examining  Boards,  which  includes  all 
individual  licensure;  the  Bureau  of  Health  Protection 
combining  regulatory  functions  and  institutions;  the 
Bureau  of  Medical  Services  and  Grants;  the  Bureau  of 
Community  Health  Services  including  disease  control; 
and  the  Bureau  of  Health  Planning  and  Data  Management. 
Also  included  in  Dr.  Wright’s  presentation  was  discussion 
of  his  personal  goals. 

Dwaine  J.  Peetz,  M.D.,  President  of  the  NMA 
F.  Wm.  Karrer,  M.D.,  Chairman,  Nebraska  Tumor 
Registry 

Richard  Tempero,  M.D.,  D.D.S.,  representative  of  the 
Nebraska  Dental  Association 
Alastair  Connell,  M.D.,  Dean,  University  of  Nebraska 
Medical  Center 

Richard  O’Brien,  M.D.,  Dean,  Creighton  University 
School  of  Medicine 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
1983  Fall  Session,  and  these  were  approved  as  printed  in 
the  December  issue  of  the  Nebraska  Medical  Journal. 

The  following  Nominating  Committee  was  selected: 
1st  District  — Dr.  C.  McWhorter,  Omaha 
2nd  District  — Dr.  Howard  Dinsdale,  Lincoln 
3rd  District  — Dr.  George  Voigtlander,  Pawnee  City 
4th  District  — Dr.  Gary  Smith,  Newman  Grove 
5th  District  — Dr.  A.  H.  Bergman,  Fremont 
6th  District  — Dr.  Richard  Pitsch,  Seward 
7th  District  — Dr.  R.  E.  Penry,  Hebron 
8th  District  — Dr.  Richard  Raymond,  O’Neill 
9th  District  — Dr.  Gordon  Francis,  Grand  Island 
10th  District  — Dr.  George  Lytton,  Hastings 
11th  District  — Dr.  Donald  Fischer,  North  Platte 
12th  District  — Dr.  C.  J.  Cornelius,  Sidney 

The  following  Reference  Committee  assignments  were 
made: 
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REFERENCE  COMMITTEE  #1 
Annual  Audit 

Resolution  #2  — Metropolitan  Omaha  — NMA 
Meetings 

Board  of  Directors,  Item  #1  — Finances 
Board  of  Directors,  Item  #5  — Miscellaneous 
Information 

Board  of  Directors,  Item  #6  — 1984  Budget 

REFERENCE  COMMITTEE  #2 
Report  of  the  Delegate  to  the  A.M.A. 

Report  of  the  Commission  on  Public  Affairs 
Resolution  #1  — Metropolitan  Omaha  — AMA 
Voluntary  Freeze  on  Physician  Fees 
Board  of  Directors,  Item  #2,  Voluntary  Freeze  on 
Physician  Fees 

Resolution  #5  — Metropolitan  Omaha 

REFERENCE  COMMITTEE  #3 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  Nebraska  Medical  Association  Medical 
Student  Chapter 

Board  of  Directors,  Item  #4,  Health  Galleries 

REFERENCE  COMMITTEE  #4 
Life  Membership  Requests 
Report  of  the  Nebraska  Medical  Foundation 
Report  of  the  Commission  on  Legislation  and  Legal 
Affairs 

Resolution  #4  — Gage  County  — Attending  Physician 
Attestation  on  Prospective  Payment  System 
Discharges 

REFERENCE  COMMITTEE  #5 
Report  of  the  Commission  on  Governmental  Affairs 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Committee  on  Health  Planning 

REFERENCE  COMMITTEE  #6 
Report  of  the  Ad-Hoc  Committee  on  PRO 
Implementation 

Resolution  #3  — Washington-Burt  County  — Ad- 
ministration of  Oxygen  in  Nursing  Homes 
Board  of  Directors,  Item  #3,  PRO 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning. 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Vice  Speaker,  Dr.  Alvin  Armstrong. 
Roll  call  showed  72  delegates  present  and  the  meeting 
was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  by  the  House. 

The  minutes  of  the  Board  of  Councilors  were  approved 
by  the  House. 

Mrs.  Glen  Lau,  Immediate  Past  President  of  the  NMA 
Auxiliary,  presented  the  AMA-ERF  checks  to  Dr. 
Connell,  Dean  of  the  University  of  Nebraska  College  of 
Medicine  and  to  Dr.  O’Brien,  Dean  of  the  Creighton 
University  School  of  Medicine. 

The  Nebraska  Medical  Foundation  scholarship  checks 
were  presented  by  Dr.  Cherry,  President  of  the  Founda- 
tion, to  Anne  M.  Kenny  from  the  University  of  Nebraska 
Medical  Center,  and  to  Kenneth  A.  Morhain  from  the 
Creighton  University  School  of  Medicine. 

Mr.  Miles  Tommeraasen,  President  of  the  NMA-MSC, 
told  the  House  that  the  Chapter  had  initiated  a special 
service  award  to  be  presented  each  year  to  a physician. 
This  years  award  was  given  to  Dr.  Jerald  Schenken. 


Reports  of  the  Reference  Committees  were  called  for 
and  the  following  were  presented. 

Reference  Committee  #1 

Reference  Committee  #1  considered  the  Annual  Audit 
Report  and  Items  #1,  #5  and  #6  of  the  Report  of  the 
Board  of  Directors.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  ANNUAL  AUDIT 

The  Annual  Audit  Report  was  reviewed  by  Mr.  Neff.  All 
questions  about  the  report  were  satisfactorily  answered 
and  the  financial  statements  explained.  It  was  pointed  out 
that  with  the  start  of  a new  year,  a cash  balance  will 
henceforth  be  possible.  The  letter  from  the  Auditors, 
Dana  F.  Cole  & Co.  was  considered  and  no  problems  were 
noted. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THE  ANNUAL  AUDIT  REPORT.  This  was  adopted  by 
the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #1 

The  report  of  the  Board  of  Directors  was  reviewed  and 
this  was  a report  on  the  financial  statement.  This  was 
found  to  be  entirely  satisfactory.  It  was  noted  that  the 
return  from  investments  was  excellent. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  adopted 
by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #5 

In  this  report,  the  figures  showed  a drop  in  the 
membership  of  the  Association  in  the  past  year  as  well  as 
a drop  in  the  number  of  members  joining  the  AMA.  It  is 
felt  by  the  Committee  the  Board  should  continue  their 
efforts  throughout  the  year  to  enroll  those  members  who 
have  dropped  or  at  the  present  time  do  not  have  a 
membership  and  make  note  of  any  obvious  reason  for  this 
decrease. 

MR.  SPEAKER,  I RECOMMEND  APPROVAL  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  adopted 
by  the  House. 

(4)  BOARD  OF  DIRECTORS  REPORT,  ITEM  #6, 
REVIEW  OF  THE  1984  BUDGET 

Mr.  Neff  provided  considerable  input  into  this.  It  was 
felt  the  budget  is  conservative  and  realistic.  The  general 
feeling  of  the  Committee  is  that  this  budget  is  entirely 
satisfactory. 

MR.  SPEAKER,  I RECOMMEND  THE  ACCEPT- 
ANCE OF  THIS  SECTION  OF  OUR  REPORT.  This 
was  adopted  by  the  House. 

(5)  RESOLUTION  #2  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — NMA  MEETINGS 

This  resolution  reads  as  follows: 

WHEREAS,  the  NMA  meeting  schedule  is  split  over 
a weekend  has  provided  some  problems  in  arranging 
attendance,  and 

WHEREAS,  even  though  the  scientific  organizations 
possibly  have  benefited  from  increased  attendance,  and 

WHEREAS,  the  actual  attendance  of  NMA  functions 
has  not  benefited  appreciably; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
give  consideration  to  changing  the  format  of  the  annual 
meeting  to  more  conveniently  schedule  the  House  of 
Delegates'  sessions 
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Considerable  testimony  was  heard  regarding  the  pro- 
posed change  in  the  format  of  the  NMA  Annual  Meeting. 
It  is  quite  obvious  that  a format  that  would  be  satisfactory 
for  everyone  is  probably  not  possible  considering  the 
complicated  nature  of  the  meeting,  although  the  majority 
of  the  discussants  felt  the  format  should  not  be  changed,  it 
was  felt  by  all  that  the  Scientific  Sessions  Committee 
could  possibly  review  this  in  depth  with  the  hope  that 
some  improvement  could  take  place.  If  necessary,  the 
membership  could  be  polled  as  to  their  feelings  regarding 
this. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  THE  REPORT.  This  was  adopted 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REFERENCE  COMMITTEE  #1  REPORT  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Francis  Donahue,  M.D.,  Omaha,  Chairman 
Gordon  Adams,  M.D.,  Norfolk 
Richard  Cottingham,  M.D.,  McCook 


Reference  Committee  #2 

Reference  Committee  #2  considered  three  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  DELEGATE  TO  THE  AMA, 
INTERIM  MEETING 

The  Committee  wishes  to  thank  Doctor  Coe  for  a very 
fine  and  informative  report.  We  wish  to  emphasize  several 
portions  of  the  report: 

a.  The  Nebraska  resolutions  were  accepted  by  the  AMA 
House  of  Delegates.  The  part  which  applied  to  federal 
hospitals,  was  deleted. 

b.  The  new  standards  of  the  1984  Accreditation  Manual 
for  Hospitals  did  contain  the  six  principles  favorable  to 
medicine  listed  in  the  report. 

c.  An  amendment  was  proposed  to  the  AMA  By-Laws 
which  would  provide  that  at  the  discretion  of  each 
constituent  medical  association,  the  current  President 
may  be  seated  as  an  alternate  delegate. 

MR.  SPEAKER,  WITH  THESE  COMMENTS,  I 
MOVE  THE  ADOPTION  OF  THIS  SECTION  OF  OUR 
REPORT.  This  was  adopted  by  the  House. 

(2)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

The  Committee  heard  considerable  discussion  on  the 
report,  which  was  all  favorable. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  RESOLUTION  #1  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — AMA  VOLUNTARY 
FREEZE  ON  PHYSICIAN  FEES 

REPORT  OF  THE  BOARD  OF  DIRECTORS  - 
ITEM  #3 

These  were  considered  together,  and  the  resolution 
reads  as  follows: 

RESOLVED,  that  the  Nebraska  Medical  Association 

support  the  American  Medical  Association’s  call  for  a 

voluntary  one-year  freeze  on  physician  fees  and  urge 

all  its  members  to  support  this  position. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(4)  RESOLUTION  #5  — METROPOLITAN 

OMAHA  MEDICAL  SOCIETY 
Considerable  discussion  was  heard  concerning  this 
resolution,  all  in  favor  of  the  resolution  which  reads  as 
follows: 

WHEREAS,  Governor  Robert  Kerrey,  with  his  veto 
of  Legislative  Bill  561,  demonstrated  his  concern  for 
appropriate  medical  treatment  of  persons  with  eye 
disease,  and 

WHEREAS,  Governor  Kerrey  opposed  extending  the 
scope  of  practice  of  optometrists  into  the  area  of 
therapeutic  treatment  of  eye  diseases  and  disorders 
without  the  necessary  and  proper  supervision,  and 

WHEREAS,  Governor  Kerrey  recognized  that  LB 
561  would  have  granted  persons  with  limited  or 
nonexistent  clinical  experience  in  the  treatment  of  eye 
diseases,  the  authority  to  diagnose  and  treat  any 
abnormal  condition  of  the  human  eye  or  eyelids, 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Associaiton  congratulates  and  com- 
mends Governor  Kerrey  for  his  wisdom,  judgement,  and 
concern  for  appropriate  health  care  in  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Russell  L.  Gorthey,  M.D.,  Lincoln, 
Chairman 

Donald  Prince,  M.D.,  Minden 
Richard  Pitsch,  M.D.,  Seward 


Reference  Committee  #3 

Reference  Committee  #3  considered  five  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  NEBRASKA  UNIVERSITY 
COLLEGE  OF  MEDICINE 

The  Committee  considered  the  report  by  Doctor 
Connell,  Dean  of  the  school  reporting,  but  heard  no 
testimony.  The  Reference  Committee  recommends  ac- 
ceptance of  the  report  as  written  and  thanks  Doctor 
Connell  for  this  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  Committee  considered  the  report  by  Doctor 
Richard  O’Brien,  Dean,  and  received  no  further  testimony. 
The  Committee  recommends  acceptance  of  the  report  as 
written  and  thanks  Doctor  O’Brien  for  this  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION. 

Your  Reference  Committee  considered  this  report  and 
heard  no  testimony  in  regard  to  it. 

RECOMMENDATIONS: 

1.  Acceptance  of  the  report  as  written. 
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2.  Suggests  that  further  consideration  be  given  by  the 
Health  Committee  to  their  precepts  as  set  forth  in  the 
third  paragraph  of  this  report. 

3.  Ask  that  the  Committee  then  devise  a proposed  plan 
of  action  to  solve  the  dilemma  they  envision  and  report  to 
the  next  meeting  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION  MEDICAL  STUDENT  CHAPTER 

A short  discussion  was  held  with  the  officers  of  the 
Student  Chapter  at  the  University  of  Nebraska.  They 
pointed  out  that  they  had  been  to  meetings  of  the  AMA 
and  felt  that  they  gained  insight  for  directing  their 
organization  from  these  meetings.  They  are  currently 
working  on  a scholarship  fund,  a physician-preceptor 
program  for  freshmen,  a stress  management  seminar  and 
a “Learning  at  Lunch”  which  is  a business  course.  Your 
Reference  Committee  wishes  to  (1)  encourage  these 
students  to  continue  their  efforts,  and  (2)  to  commend 
them  for  their  progress  in  helping  their  organization  grow. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #4 

Your  Reference  Committee  heard  testimony  regarding 
the  need  for  funds  to  use  as  matching  funds  for  those 
offered  by  the  Kiewit  Foundation. 

RECOMMENDATION: 

Acceptance  of  the  report  as  written.  The  Committee 
points  out  that  continued  work  by  the  Board  of  Directors 
will  be  needed  to  solve  this  problem  and  we  suggest  that 
after  further  consideration,  they  report  again  to  the  House 
of  Delegates  at  the  Fall  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Robert  Morgan,  M.D.,  Alliance,  Chairman 
Robert  Kruger,  M.D.,  Omaha 
Robert  Anderson,  M.D.,  Holdrege 


Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  LIFE  MEMBERSHIP  REQUESTS. 

Item  #1  consisted  of  the  requests  for  Life  Membership. 
A list  of  eligible  Nebraska  Medical  Association  members 
was  submitted  as  follows: 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Gerald  Kuehn,  M.D.,  Hastings 
BUFFALO  COUNTY  MEDICAL  SOCIETY 
F.  L.  Richards,  M.D.,  Kearney 
L.  Dean  Lane,  M.D.,  Kearney 
Evald  Prems,  M.D.,  Holdrege 
HALL  COUNTY  MEDICAL  SOCIETY 
Elroy  A.  Brugh,  Grand  Island 
Fred  W.  Harb,  M.D.,  Cairo 


LANCASTER  COUNTY  MEDICAL  SOCIETY 
L.  G.  H.  Lewis,  M.D.,  Lincoln 
Donald  Purvis,  M.D.,  Lincoln 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
John  W.  Gatewood,  M.D.,  Omaha 
William  T.  Kemp,  M.D.,  Omaha 
Robert  E.  Lovgren,  M.D.,  Omaha 
George  Robertson,  M.D.,  Omaha 
Samuel  Swenson,  M.D.,  Omaha 
R.  C.  Therien,  M.D.,  Omaha 
OTOE  COUNTY  MEDICAL  SOCIETY 
C.  J.  Formanack,  M.D.,  Syracuse 
PLATTE-LOUP  VALLEY  MEDICAL  SOCIETY 
Ronald  Anderson,  M.D.,  Columbus 
H.  D.  Kuper,  M.D.,  Columbus 
SARPY  COUNTY  MEDICAL  SOCIETY 
G.  Prentiss  McArdle,  M.D.,  Omaha 
SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Willard  G.  Seng,  M.D.,  Oshkosh 

These  candidates  were  all  approved  by  the  Board  of 
Councilors  and  found  to  be  eligible  for  Life  Membership. 
We  commend  them  for  their  long  years  of  service  in  the 
care  of  their  patients. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House  of  Delegates. 

(2)  REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION 

The  second  report  was  that  of  the  Nebraska  Medical 
Foundation  chaired  by  Doctor  L.  D.  Cherry  of  Lincoln. 
This  report  was  accepted  as  written.  Note  should  be  made 
of  the  fact  that  the  Foundation  continues  its  excellent 
work  in  supporting  loans  to  medical  students  and  assisting 
them  with  their  medical  education.  The  Voluntary  Tumor 
Registry  is  sponsored  and  operated  through  the  Nebraska 
Medical  Foundation.  Special  note  should  be  made  of  the 
fine  work  done  by  Doctor  William  Karrer  in  promoting, 
developing  and  carrying  forward  this  excellent  program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Item  #3  was  the  report  of  the  Commission  on 
Legislation  and  Legal  Affairs.  A great  deal  of  effort  was 
expended  by  this  Commission  on  legislative  bills  relating 
to  medicine.  In  this  group  was  LB  561,  known  as  the 
Optometric  bill.  This  possible  precedent-setting  bill 
eventually  was  vetoed  by  the  Governor.  However,  the  joint 
effort  of  many  Nebraska  Medical  Association  members  all 
working  for  a common  goal  helped  to  develop  the  final 
result.  LB  692  amended  the  malpractice  law.  After  careful 
preparatory  work  by  the  Commission,  this  bill  passed  the 
Legislature  without  difficulty  because  it  provided  appro- 
priate changes  answering  the  needs  of  our  patients. 
Experience  gained  from  numerous  contacts  made  by 
many  NMA  members  with  various  legislators  suggested 
the  need  for  a legislative  workshop. 

The  Reference  Committee  recommends  that  a legisla- 
tive workshop  for  NMA  members  be  considered  in  the 
near  future. 

In  the  body  of  the  original  report,  there  was  an 
inadvertent  omission  of  any  reference  to  the  significant 
amount  of  work  performed  on  behalf  of  the  Commission 
by  the  Auxiliary  of  the  NMA.  Many  of  these  ladies 
devoted  countless  hours  of  effort  in  contacting  state 
senators  and  they  effectively  helped  express  the  positions 
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of  the  Nebraska  Medical  Association  to  the  Unicameral. 
These  efforts  are  recognized  and  appreciated.  The  NMA 
anticipates  a continuing  cordial  association  with  the 
Auxiliary  in  this  regard. 

Lastly,  the  Reference  Committee  wishes  to  extend  a 
vote  of  thanks  to  the  entire  Commission  on  Legislation 
and  Legal  Affairs  for  their  tireless  efforts  throughout  the 
year.  In  addition  to  these  Commission  members,  many 
other  NMA  members  were  involved  with  the  legislative 
matters.  All  should  be  commended  for  their  cooperation, 
interest  and  work. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #4  — GAGE  COUNTY  MEDICAL 
SOCIETY  — ATTENDING  PHYSICIAN 
ATTESTATION  ON  PROSPECTIVE  PAYMENT 
SYSTEM  DISCHARGES 

Resolution  #4  was  the  last  item  submitted  to  Reference 
Committee  #4.  This  resolution  submitted  by  the  Gage 
County  Medical  Society  had  as  its  subject,  “Attending 
Physician  Attestation  on  Prospective  Payment  System 
Discharges.”  This  resolution  read  as  follows: 

WHEREAS,  Mutual  of  Omaha  as  contractor  for 
Medicare  without  prior  explanation,  distributed  a letter 
stating  the  following  requirement  published  in  the 
Federal  Register  on  January  3,  1984  (Vol.  49,  No.  1, 
Page  318)  became  effective  as  of  February  2, 1984.  This 
states  the  attending  physician  must,  shortly  before,  at 
or  shortly  after  discharge  (but  before  a claim  is 
submitted)  attest  to  in  writing  the  principal  diagnosis, 
secondary  diagnosis  and  names  of  procedures  per- 
formed. The  following  statement  must  immediately 
proceed  the  physician’s  signature  (I  certify  that  the 
identification  of  the  principal  and  secondary  diagnosis 
and  the  procedures  performed  are  accurate  and 
complete  to  the  best  of  my  knowledge.  Notice: 
Intentional  misrepresentation,  concealment,  or  falsifica- 
tion of  this  information  may  in  the  case  of  a Medicare 
beneficiary,  be  punishable  by  imprisonment,  fine,  or 
civil  penalty.) 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  register  a strong  objection  to  the  insulting 
inference  that  our  medical  community  is  so  rampant 
with  fraudulent  physicians  that  this  attestation  must  be 
put  on  each  chart  for  the  attending  physician  to  sign. 

After  considerable  discussion,  the  resolution  was 
rewritten  as  follows: 

WHEREAS,  physicians  are  persons  of  integrity,  and 

WHEREAS,  physicians  have  always  assumed  re- 
sponsibility for  the  proper  and  accurate  documentation 
of  their  patients’  record,  and 

WHEREAS,  the  mandatory  signing  of  each  patient 
chart  of  the  following  statement  promulgated  by  the 
federal  government,  to-wit: 

I certify  that  the  identification  of  the  principal  and 
secondary  diagnosis  and  the  procedures  performed 
are  accurate  and  complete  to  the  best  of  my 
knowledge.  Note:  Intentional  misrepresentation,  con- 
cealment or  falsification  of  this  information  may  in 
the  case  of  a Medicare  beneficiary,  be  punishable 
by  imprisonment,  fine  or  civil  penalty. 

is  inherently  insulting  and  demeaning  to  the  entire 
medical  profession; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
object  strenuously  to  the  requirements  for  signing  this 
degrading  statement,  and  be  it  further 


RESOLVED,  that  this  objection  be  presented  to  the 
AMA  by  the  NMA  Delegate,  and  be  it  further 

RESOLVED,  that  this  objection  be  forwarded  to  the 
Nebraska  delegation  in  Congress  for  action  in  this 
regard  on  their  part. 

The  Reference  Committee  recommends  the  revised 
resolution  be  forwarded  by  the  NMA  Delegate  to  the 
AMA  and  the  Nebraska  delegation  in  Congress. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Schenken  moved  that  the  first  RESOLVED  be  amended 
by  adding  the  words,  “and  improper”  between  the  words 
“degrading”  and  “statement”.  It  would  then  read, 
“THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
object  strenously  to  the  requirements  for  signing  this 
degrading  and  improper  statement,  and  be  it  further”. 
This  was  adopted  by  the  House.  Dr.  Blatny  discussed  his 
concern  regarding  adequate  reimbursement  for  hospital 
stays  under  the  Prospective  Payment  System.  He  moved 
that  a resolution  dealing  with  this  subject  be  drafted  for 
introduction  at  the  AMA  meeting.  This  was  adopted  by 
the  House.  This  section  of  Reference  Committee  #4 
report  was  adopted  as  amended  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE  AS  AMENDED.  This  was  adopted  by  the 
House. 

Respectfully  submitted, 

Richard  Svehla,  M.D.,  Omaha,  Chairman 
R.  A.  Blatny,  M.D.,  Fairbury 
Craig  Urbauer,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  three  reports. 
The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

The  Committee  heard  testimony  concerning  the  forma- 
tion of  a Commission  on  Hospital  Staff  within  the  NMA. 
Committee  members  were  of  the  opinion  that  the 
establishment  of  such  an  organizational  entity  would 
assist  in  providing  a method  of  disseminating  information 
to  and  receiving  input  from  physicians  on  hospital  related 
issues. 

We  recommend  to  the  House  of  Delegates  that  the  By- 
Laws  be  amended  to  provide  for  a Commission  on 
Hospital  Medical  Staff.  It  is  further  the  recommendation 
of  this  Committee  that  the  guidelines  developed  by  the 
Metropolitan  Omaha  Medical  Society  be  used  as  a 
suggested  statement  of  purpose.  These  are: 

a.  To  obtain  and  disseminate  information  to  the  medical 
community  via  medical  staff  relative  to  all  pertinent, 
common  problems. 

b.  To  increase  awareness  among  physicians  about  such 
issues  as  relationships  to  regulatory  agencies,  third- 
party  carriers,  accreditation  bodies,  administrators 
and  board  of  trustees. 

c.  To  promote  interchange  of  ideas  between  physicians  in 
varying  practice  settings  and  to  define  and  identify 
areas  of  concern  and  interest. 

d.  To  provide  a body  of  medical  staff  solidarity  lending 
support  for  such  individual  or  unified  projects  as  may 
effect  medical  staffs  and/or  individual  physicians. 

e.  To  assure  the  position  of  the  physician  as  the  primary 
provider  of  health  care. 
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f.  To  act  as  patients’  advocate  to  maintain  the  highest 
quality  of  care. 

The  Commission  also  feels  that  modification  of,  or 
addition  of  purposes,  should  be  allowed  in  the  By-Laws  as 
the  organization  develops.  The  Commission  further 
recommends  appointment  of  membership  of  this  Com- 
mission should  be  made  by  the  President  of  the  NMA  with 
information  being  disseminated  statewide  prior  to  ap- 
pointments, so  physicians  interested  in  serving  could 
make  this  fact  known  through  contact  to  the  NMA 
President. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  A 
motion  was  made  by  Dr.  Fitzgibbons  that  an  Ad-Hoc 
Committee  be  appointed  to  carry  out  the  functions 
outlined  until  such  time  as  the  By-Law  change  was 
adopted  by  the  House.  This  was  adopted  by  the  House, 
and  this  section  of  Reference  Committee  #5  report  was 
adopted  as  amended. 

(2)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

The  Committee  considered  the  report  of  the  Com- 
mission on  Governmental  Affairs.  This  Commission 
reviewed  the  makeup  of  the  Medicare  program,  especially 
its  current  system  of  financial  support.  They  then 
reviewed  the  recommendations  of  the  Advisory  Council 
on  Social  Security  and  a variety  of  proposals  which  were 
to  be  considered  by  the  last  Congress,  etc.  The  majority  of 
discussion  in  Reference  Committee  related  to  the 
principles  of  prospective  payment  for  Medicare  inpatient 
hospital  services  on  the  basis  of  the  DRG  system.  The 
preponderance  of  testimony  was  directed  to  concerns  that 
the  DRG  system  might  possibly  have  marked  detrimental 
effect  on  quality  patient  care.  Thus,  we  recommend  that 
the  Board  of  Directors  take  action  to  educate  citizens  and 
NMA  members  concerning  this  potential  crisis  in  hospital 
financial  stability  and  the  delivery  of  quality  medical  care. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Mr. 
Schenken  moved  that  this  report  be  amended  by  adding 
the  following  after  the  words  “.  . . delivery  of  quality 
medical  care”,  “with  emphasis  on  the  impact  on  rural 
hospitals  and  to  communicate  those  concerns  with 
appropriate  recommendations  to  the  Governor  and  our 
Congressional  delegation”.  This  was  seconded  and  during 
discussion.  Dr.  Shaffer  indicated  the  need  for  some 
mechanism  of  monitoring  physician  concerns  about  DRGs 
affect  on  patient  care.  Dr.  Schenken’s  motion  was  adopted 
by  the  House,  and  this  section  of  Reference  Committee 
#5  report  was  adopted  as  amended. 

(3)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

Reference  Committee  #5  considered  the  report  of  the 
Committee  on  Health  Planning.  We  would  like  to 
commend  Doctor  Cornelius  and  the  Committee  for  their 
efforts  in  this  area  as  well  as  their  detailed  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REFERENCE  COMMITTEE  #5  REPORT  AS  A 
WHOLE  AS  AMENDED.  This  was  adopted  by  the 
House. 

Respectfully  submitted, 

Charles  Damico,  M.D.,  Hastings,  Chairman 
William  Chleborad,  M.D.,  Fremont 
R.  C.  Weldon,  M.D.,  Nebraska  City 


Reference  Committee  #6 

Reference  Committee  #6  considered  two  reports  and 
one  resolution.  The  Committee  submits  the  following 
report  and  recommendations. 

(1)  RESOLUTION  #3  — WASHINGTON-BURT 
COUNTY  MEDICAL  SOCIETY  — ADMINISTRA- 
TION OF  OXYGEN  IN  NURSING  HOMES 

This  resolution  read  as  follows: 

WHEREAS,  terminal  care  of  elderly  patients  often 
requires  the  use  of  oxygen  for  the  comfort  of  the  patient, 
and 

WHEREAS,  terminal  care  of  patients  often  occurs  in 
locations  other  than  hospitals  and/or  skilled  nursing 
homes,  and 

WHEREAS,  oxygen  is  often  self  administered  on  a 
home  bound  basis  or  even  to  ambulatory  patients 
without  licensed  medical  attendants  in  constant  at- 
tendance, and 

WHEREAS,  the  Nebraska  State  Licensure  regula- 
tions for  nursing  homes  prohibits  the  use  of  oxygen  for 
longer  than  24  hours  in  other  than  “skilled”  (ICFI) 
Nursing  Homes; 

BE  IT  RESOLVED,  that  the  state  agency  respon- 
sible for  nursing  home  regulations  be  requested  to  allow 
the  administration  of  oxygen  without  restriciton  in 
nursing  homes  at  all  levels  of  care  under  the  supervision 
of  a licensed  physician. 

A representative  from  the  County  Medical  Society 
stated  that  more  information  has  been  given  on  this 
matter,  and  he  requested  that  the  resolution  be  withdrawn. 
The  Reference  Committee  recommends  withdrawal  of 
Resolution  #3  to  be  introduced  at  a later  meeting  of  this 
House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  THE  AD-HOC  COMMITTEE, 

PRO  IMPLEMENTATION 

REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  3,  PRO 

Reference  Committee  #6  considered  the  report  of  the 
Ad-Hoc  Committee,  PRO  Implementation  and  Section  3 
of  the  Report  of  the  Board  of  Directors  of  the  organization 
(PRO).  This  report  includes  the  resolution  dealing  with 
funding  of  the  planning  costs  for  the  Nebraska  Foundation 
for  Medical  Care.  The  Reference  Committee  heard 
considerable  discussion  of  these  items.  There  were 
searching  questions  by  those  attending  the  hearing 
regarding  the  mechanism  of  funding  of  the  proposed  PRO 
and  the  involvement  of  the  Ad-Hoc  Committee  with  the 
Kansas  Foundation  for  Medical  Care.  The  Chairman  and 
one  of  the  members  of  the  Ad-Hoc  Committee  were 
present  to  offer  explanations  and  discussions  of  these 
questions,  especially  the  costs  of  developing  the  applica- 
tion and  its  submission,  as  well  as  how  the  proposed  PRO 
would  develop  financing.  Although  three  discussants  were 
opposed  to  the  resolution,  a few  other  discussants  pointed 
out  that  although  they  had  objected  to  involving  the 
NMA  and  the  Nebraska  Medical  Foundation  with  this 
funding,  they  are  now  supportive.  Several  speakers  were 
concerned  about  an  apparent  failure  to  keep  concerned 
members  informed  about  the  development  of  this 
application  and  its  proposed  implementation.  They  asked 
for  a better  information  system.  The  Reference  Commit- 
tee recommends  adoption  of  the  report  of  the  Ad-Hoc 
Committee,  PRO  Implementation  and  Section  3 of  the 
report  of  the  Board  of  Directors  (PRO). 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

Reference  Committee  #6  further  recommends  that  as 
plans  proceed  for  implementation  of  the  PRO,  all 
concerned  members  be  kept  fully  informed  in  a regular 
fashion,  perhaps  as  a regular  paragraph  in  the  pink  sheet 
or  a special  newsletter  as  deemed  appropriate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Warren  Bosley,  M.D.,  Grand  Island, 
Chairman 

Richard  Meissner,  M.D.,  Omaha 
David  Dyke,  M.D.,  Lincoln 


There  was  discussion  concerning  the  resolution  re- 
garding adequate  reimbursement  for  hospital  stays  under 
the  Prospective  Payment  system.  There  was  concern  that 
this  resolution  would  not  be  one  approved  by  the  House  of 
Delegates.  Dr.  Bosley  moved  that  this  resolution  be 
drafted  at  this  time  for  approval  at  the  third  session  of  the 
House.  This  was  adopted  by  the  House. 

There  being  no  further  business,  the  House  was 
recessed. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  called 
to  order  by  the  Vice  Speaker,  Dr.  Armstrong.  Roll  call 
showed  52  delegates  present,  and  the  meeting  was 
declared  in  session. 

The  Vice  Speaker  called  for  approval  of  the  minutes  of 
the  second  session,  and  these  were  approved. 

A plaque  was  presented  to  Dr.  Orin  R.  Hayes,  outgoing 
Secretary-Treasurer,  in  appreciation  for  his  service  as 
Secretary-Treasurer  and  as  a member  of  the  Board  of 
Directors. 

Dr.  Armstrong  called  for  the  report  of  the  Nominating 
Committee.  Dr.  McWhorter,  Chairman,  presented  the 
following  suggestions  of  the  Nominating  Committee  for 
consideration  of  the  House  of  Delegates: 

1.  The  meetings  of  the  Nominating  Committee  be  better 
publicized  to  the  House  and  the  members  of  the  NMA. 

2.  The  Committee  suggests  that  three  meetings  of  the 
Nominating  Committee  be  reduced  to  two. 

3.  The  Nominating  Committee  believes  there  should  be 
consideration  of  a redistricting  of  the  Board  of 
Councilors. 

4.  The  Nominating  Committee  suggests  that  the  meetings 
of  the  Nominating  Committee  be  held  at  a place  with 
better  access  to  the  members  of  the  House  of 
Delegates  and  other  members  of  the  Association. 

The  following  slate  of  officers  was  presented  to  the 
House  of  Delegates: 


President-Elect  — 

Francis  Donahue,  M.D.,  Omaha 
Board  of  Directors,  At-Large  — 

L.  Dwight  Cherry,  M.D.,  Lincoln 
Delegate  to  the  AMA  — 

John  D.  Coe,  M.D.,  Omaha 
Alternate  Delegate  to  AMA  — 

Blaine  Y.  Roffman,  M.D.,  Omaha 
Secretary-Treasurer  — 

Robert  F.  Shapiro,  M.D.,  Lincoln 
Councilors  — 

1st  District  - Stanley  Truhlsen,  M.D.,  Omaha 
2nd  District  - Howard  Dinsdale,  M.D.,  Lincoln 
3rd  District  - C.  T.  Frerichs,  M.D.,  Beatrice 
4th  District  - Roger  Massie,  M.D.,  Plainview 
10th  District  - George  Lytton,  M.D.,  Hastings 
Council  on  Professional  Ethics  — 

Stanley  Truhlsen,  M.D.,  Omaha 

The  Chair  referred  the  recommendations  of  the 
Nominating  Committee  to  the  Board  of  Directors.  There 
were  no  further  nominations  from  the  floor,  and  a 
unanimous  ballot  was  cast  for  the  slate  of  officers 
presented. 

Dr.  Dinsdale  moved  that  the  NMA  malpractice  assess- 
ment surplus  be  retained  by  the  Association  in  an 
interest-bearing  account  and  be  applied  as  needed  in  the 
future  to  other  potential  legislative  problems  of  similar 
importance.  This  motion  was  approved  by  the  House. 

Dr.  Cornelius  presented  the  following  resolution  which 
had  been  drafted  for  introduction  at  the  AMA  House  of 
Delegates: 

SUBJECT:  APPEAL  MECHANISM  FOR  DISPUTED 
DRG’S  AND  REIMBURSEMENT  FOR  PRIMARY 
DIAGNOSIS 

WHEREAS,  DRG  assignment  and  reimbursement 
decisions  under  the  Prospective  Payment  System  as 
determined  by  the  PRO  or  fiscal  intermediary  may  be 
different  from  that  determined  by  the  records  depart- 
ment in  a given  hospital  and  may  result  in  a reduced 
payment  for  a given  case,  and 

WHEREAS,  the  principal  diagnosis  in  the  DRG 
determination  must  be  the  diagnosis  for  which  the 
patient  was  admitted  rather  than  the  major  event 
occurring  during  the  patient’s  hospital  stay  often 
resulting  in  a sizeable  shortfall  in  reimbursement  for 
medically  necessary  hospital  services,  and 

WHEREAS,  there  currently  exists  no  mechanism  for 
appealing  these  decisions; 

THEREFORE,  BE  IT  RESOLVED,  that  the  AMA 
support  or  work  towards  the  development  of  an  appeals 
mechanism  for  disputed  DRG  assignment,  and 

BE  IT  FURTHER  RESOLVED,  the  AMA  seek 
changes  in  the  Prospective  Reimbursement  legislation 
which  would  provide  reimbursement  for  events  arising 
during  hospitalizaton  which  adds  significantly  to  a 
patient’s  requirements  for  medical  service. 

(Formerly  called  Primary  Diagnosis) 

This  resolution  was  approved  by  the  House  of 
Delegates. 

There  being  no  further  business,  the  House  was 
adjourned. 
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(Continued  from  page  226) 

of  any  practitioner  whose  license  has  been 
removed  by  a state  licensing  board. 

GAO  reviewed  the  proposal  at  a May 
hearing  of  the  Senate  Special  Committee  on 
Aging  where  all  witnesses  — including  the 
Inspector  General  of  the  Department  of  Health 
and  Human  Services  and  a representative  of 
the  American  Medical  Association  — sup- 
ported the  proposal’s  concept. 

HHS  Inspector  General  Richard  Kusserow 
said  his  office  is  drawing  up  legislation  to 
expand  HHS’  authority  against  sanctioned 
providers.  AMA  Board  of  Trustees  Member 
John  J.  Ring,  M.D.,  reported  that  the  AMA  is 
expanding  its  dissemination  to  medical  licen- 
sure boards  of  license  revocation  notices 
received  for  the  AMA  Physician  Masterfile. 

Other  suggested  remedies  such  as  requiring 
states  to  report  disciplinary  actions  to  a 
national  clearinghouse  or  denying  controlled 
substances  permits  to  physicians  who  are 
disciplined  by  licensure  boards  or  who  leave  a 
jurisdiction  while  an  investigation  is  pending. 

The  GAO  based  its  recommendation  on  a 
study  that  traced  health  practitioners  whose 
licenses  were  revoked  in  Michigan,  Pennsyl- 
vania or  Ohio  between  1977  and  1982.  Of  the 
328  sanctioned  practitioners,  (which  included 
osteopaths,  pharmacists,  podiatrists,  chiro- 
practors, and  dentists  in  addition  to  144 
physicians),  58%  had  lost  their  license  due  to 
quality  of  care  problems  such  as  malpractice, 
alcohol  and  drug  abuse  or  immoral  conduct. 
Twenty-three  percent  involved  drug  law  viola- 
tions. 

A little  more  than  a third  of  the  practitioners 
held  a license  in  at  least  one  other  state  and  39 
of  these  (including  24  physicians)  enrolled  in 
Medicare  and  Medicaid  in  another  state. 

* * * 

OMB  vs  HCFA:  Battle  Lines  Drawn 

A long-brewing  battle  between  the  Health 
Care  Financing  Administration  and  the  Office 
of  Management  and  Budget  has  prompted 
HCFA  head  Carolyne  Davis  to  charge  that 


OMB  is  “usurping”  her  agency’s  authority  over 
Medicare  waivers  and  demonstrations. 

The  waivers  and  demonstrations  permit 
Medicare  to  participate  in  state  hospital  rate- 
setting programs  and  other  payment  experi- 
ments. Medicare  law  gives  authority  to  grant 
waivers  to  the  Department  of  Health  and 
Human  Services  where  it  is  Davis'  agency 
which  makes  the  initial  decision  to  award  or 
deny  a waiver. 

For  the  past  two  years,  however,  OMB  has 
used  various  tactics  — including  denial  of  the 
necessary  forms  for  evaluating  demonstrations 
— to  hold  up  demonstrations.  Since  January, 
the  Budget  Office  has  required  HCFA  to 
submit  for  its  approval  any  waiver  applications 
involving  more  than  $1  million  a year. 

HCFA  protests  resulted  in  an  interim 
agreement  in  which  OMB  has  30  days  to  reach 
a decision  on  Medicaid  research  waivers,  10 
days  for  policy  waivers  such  as  home  and 
community  based  services  and  90  days  for 
program  waivers.  Davis  regards  the  OMB  role 
as  “fundamentally  inappropriate,”  however, 
and  in  a memo  to  OMB  early  in  May  she 
accused  the  Budget  Office  of  “usurption  of 
HCFA’s  role.” 

The  most  obvious  casulty  to  date  has  been  a 
HCFA-approved  experiment  with  social  HMOs 
that  OMB  has  held  up  with  various  demands 
for  analysis.  Still  to  come  is  the  major  battle 
involving  waivers  from  Medicare’s  new  pro- 
spective pricing  system  for  state  rate-setting 
programs.  The  PPS  law  requires  HHS  to 
exempt  from  the  federal  plan  from  state 
programs  that  meet  certain  criteria,  including 
the  expectation  that  they  will  not  cost  more 
than  the  federal  system. 

Regulations  to  implement  the  PPS  waivers 
have  not  yet  been  issues,  however,  despite 
repeated  Congressional  inquiries.  Critics 
charge  that  the  waiver  authority  is  being  held 
hostage  in  the  battle  between  HCFA  and 
OMB,  and  they  claim  that  the  Administration 
wants  to  deny  PPS  waivers  to  any  states  other 
than  the  four  that  already  have  them. 

* * * 
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Medicare  Budget  Bills 
Ready  for  Conference 

Senate  approval  of  a deficit  reduction  bill 
and  a fiscal  1985  budget  resolution  in  May 
have  cleared  the  way  for  a House-Senate 
conference  and  final  action  on  the  measures. 

Among  the  provisions  to  be  taken  up  in 
conference  is  a Senate-endorsed  physician  fee 
freeze.  The  proposal  would  freeze  Medicare’s 
customary  and  prevailing  fee  limits  for  all 
physicians  for  one  year.  Prevailing  fee  limits 
would  remain  frozen  for  a second  year  for 
those  physicians  who  don’t  agree  to  take  all 
claims  on  assignment. 

The  final  Senate  measure  claims  Medicare 
savings  of  $8.2  billion  over  the  next  four  years. 
In  addition  to  the  fee  freeze,  calculated  to  save 
$1.5  billion  over  four  years,  the  measure  would 
increase  Part  B premiums  to  save  around  $2 
billion  and  curtail  Medicare  hospital  payments 
to  save  $1  billion. 

In  the  House  bill,  Medicare  savings  would  be 
$833  million  over  the  next  three  years.  The 
House  rejected  a freeze  and  mandatory  as- 
signment on  physician  services  to  hospital 
inpatients.  The  House  measure  also  does  not 
include  the  continued  freeze  on  prevailing  fees 
for  physicians  who  don’t  take  assignments, 
reduced  payments  to  hospital  or  increased 
beneficiary  cost-sharing. 

Both  the  House  and  Senate  measures  set  up 
fee  schedules  for  payments  to  clinical  labs  and 
call  for  a study  of  pacemaker  reimbursement. 
The  House  plan  would  move  up  to  July  1985 
the  date  by  which  the  Department  of  Health 
and  Human  Services  must  report  on  the 
“advisability  and  feasibility”  of  a diagnosis 
related  group  payment  system  for  physicians. 
* * * 

Medicare  Goes  HMO 

Nearly  two  years  after  enactment  of  a law 
setting  up  a prospective  payment  option  for 
Medicare  HMO  enrollees,  the  regulations  to 
implement  the  law  have  been  released  by  the 
Department  of  Health  and  Human  Services. 


The  new  plan  will  cost  the  federal  government 
nearly  $100  million  in  its  early  years  but  long- 
range  savings  are  expected. 

The  proposed  regulations,  which  reportedly 
were  delayed  due  to  Office  of  Management 
and  Budget  cost  concerns,  were  outlined  at  an 
HHS  press  conference  May  22  and  will  be 
issued  in  final  form  this  fall. 

Under  the  proposal,  HMOs,  preferred  pro- 
vider organizations  (PPOs)  and  other  alterna- 
tive delivery  arrangements  would  have  the 
option  to  continue  under  the  cost-based 
arrangements  most  HMOs  now  have  with 
Medicare;  or  they  could  move  to  a prospectively- 
determined,  capitated  payment. 

Under  prospective  payment,  Medicare 
would  pay  the  HMO  up  to  95%  of  the  adjusted 
average  per  capita  cost  for  Medicare  bene- 
ficiaries in  the  fee-for-service  system.  The  new 
plans  are  expected  to  reduce  or  eliminate 
Medicare’s  current  cost-sharing.  Beneficiaries 
would  continue  to  pay  Medicare’s  monthly 
Part  B premium,  now  at  $14.60  a month, 
however,  and  could  be  charged  a new  monthly 
HMO  premium  as  well.  That  premium  is 
expected  to  vary  from  about  $20  to  $50  a 
month. 

About  775,000  or  2.5%  of  all  Medicare 
beneficiaries  are  now  enrolled  in  HMOs.  Most 
of  these  are  in  21  demonstration  plans  where 
reimbursement  is  similar  to  that  in  the  new 
regulations. 

HHS  Secretary  Margaret  Heckler  predicted 
that  another  600,000  Medicare  beneficiaries 
would  enroll  in  HMOs  within  the  next  three  or 
four  years.  She  said  the  new  payment  ar- 
rangement will  “mean  more  complete  medical 
coverage  with  lower  out-of-pocket  costs”  for 
beneficiaries  and  “long-term  savings  for  the 
Medicare  program”  as  well.  She  acknowledged, 
however,  that  the  plan  is  expected  to  cost 
Medicare  about  $30  million  in  its  first  year  of 
operation  and  $65  million  in  the  second. 
Indeterminate  savings  are  anticipated  in  the 
third  year  of  the  plan. 

* * * 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 


Herbert  E.  Reese,  M.D.,  Lincoln President 

Francis  D.  Donahue,  M.D.,  Omaha President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln  Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 


William  L.  Schellpeper Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Francis  D.  Donahue,  M.D.,  Vice-Chairman Omaha 

Robert  F.  Shapiro,  M.D.,  Secretary Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Donald  J.  Pavelka.  M.D Omaha 

L.  D.  Cherry,  M.D Lincoln 

Hiram  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  Johnson,  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D Fairbury 

Paul  E.  Collicott,  M.D Lincoln 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  Lempka,  M.D Omaha 

Joseph  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  Rumbolz,  M.D.,  Chairman Omaha 

John  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  Bosley,  M.D Grand  Island 

James  Carson,  M.D McCook 

Patrick  Clare,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  Clare.  M.D.,  Chairman Lincoln 

Stanley  Bach.  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  Newman,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Wm.  Michael  W’alsh,  M.D Omaha 

George  F.  Sullivan.  R.P.T Lincoln 

Wayne  WTagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Kenton  Shaffer,  M.D,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

William  Rumbolz,  M.D Omaha 

Bruce  Taylor,  M.D Lincoln 

Larry  W’ilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  Bausch,  M.D Lincoln 

Stacie  Bleicher,  M.D Lincoln 

Robert  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Klaus  Hartmann,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

W’illiam  Long,  M.D Omaha 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Chris  Caudill,  M.D Lincoln 

Monroe  Dowling,  M.D Lincoln 

John  Fitzgibbons,  M.D Omaha 

David  E.  Jenny,  M.D Alma 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Craig  Urbauer,  M.D Lincoln 

Charles  S.  W’ilson,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  M.D.,  Chairman Lincoln 

Charles  S.  Wilson,  M.D.,  Vice-Chairman Lincoln 

Dwaine  J.  Peetz,  M.D.,  Advisor  & Counselor Neligh 

Michael  Breiner,  M.D Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

F.  F.  Paustian.  M.D Omaha 

Mylan  VanNewkirk,  M.D Scottsbluff 

Dennis  G.  O’Leary.  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  Harry,  M.D.,  Chairman Lexington 

Robert  Bass,  M.D Elkhom 

W’arren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D * Omaha 

W’illiam  Lundak,  M.D Lincoln 

Michael  L.  McCoy,  M.D Lincoln 

John  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

.AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Gard,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips,  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  W’aring,  M.D Fremont 


SCIENTIFIC  SESSIONS  COMMITTEE 


Michael  Breiner,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D Omaha 

Richard  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Glen  F.  Lau,  M.D Lincoln 

John  R.  Luckasen,  M.D Omaha 

Donna  K.  Nelson,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

Richard  Tempero,  M.D Omaha 

Donald  E.  Wraltemath,  M.D Lincoln 


AD-HOC,  HEALTH  GALLERIES  COMMITTEE 


Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Mrs.  Orin  R.  Hayes Lincoln 

Orin  R.  Hayes,  M.D Lincoln 

Mrs.  Glen  Lau Lincoln 

Glen  F.  Lau,  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 
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C.  J.  Cornelius,  Jr.,  M.D.,  Chairman. 

Gordon  Adams,  M.D 

Lewiston  W.  Birkmann,  M.D 

James  Carson,  M.D 

Chris  Caudill,  M.D 

Allen  Dvorak,  M.D 

Dale  Ebers,  M.D 

Louis  J.  Gogela,  Jr.,  M.D 

Roger  Jacobs,  M.D 

Duane  Krause,  M.D 

Roger  D.  Mason,  M.D 

John  F.  Porterfield,  M.D 

Donald  Prince,  M.D 

C.  Lee  Retelsdorf,  M.D 

Eugene  Sucha,  M.D 

Thomas  H.  Wallace,  M.D 

AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Dale  Ebers,  M.D.,  Chairman Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 

AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 

James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMITTEE  ON  HEALTH  PLANNING 

Sidney 
Norfolk 
Lincoln 
McCook 
Lincoln 
Omaha 
Lincoln 
Beatrice 
Seward 
Fremont 
Omaha 
Lincoln 
Minden 
Omaha 
West  Point 
Gordon 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpv. 

Second  District:  Councilor:  Howard  A. 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  W'illiam 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown.  Cherry,  Holt,  Keya  Paha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 

Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur.  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  ... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

JScotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington- Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

.James  Miller,  Hastings Terence  Newman,  Hastings 

. Kenneth  Peters,  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks,  Alliance  John  Floyd,  Alliance 

Michael  Hanich,  Kearney Robert  Urban,  Kearney 

Victor  Thoendel,  David  City Gerald  Luckey,  M.D.,  David  Citv 

Kichard  Brendel,  Platfsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney - Clinton  Dorwart,  Sidney 

R.  H.  Scherer,  West  Point Thomas  Tibbels,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Wayne  K.  Weston,  Lexington John  Ford,  Lexington 

Rodney  Koerber,  Fremont William  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice.  . . . Louis  J.  Gogela,  Jr.,  Beatrice 

D.  R Cronk.  Grand  Island Gordon  Francis,  Grand  Island 

Marvin  Bauhard,  Aurora Paul  F.  Meyer,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

C.  L.  Urbauer,  Lincoln E.  R.  Schwenke,  Lincoln 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Otto  Wullschleger,  Norfolk G.  Tom  Surber,  Norfolk 

John  F.  Fitzgibbons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk . . G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  K.  Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E Tuma,  Crete Robert  E.  Tuma,  Crete 

Thomas  Heywood,  Papillion Harry  E Keig,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Richard  Engelbart,  Scottsbluff  . ..  Milton  Johnson,  Scottsbluff 

Richard  Fitsch,  Seward Paul  Hoff,  Seward 

Carroll  Verhage,  Geneva Chas.  F.  Ashbv,  Geneva 

Norberto  Silva,  Falls  City David  Borg,  Falls  City 

David  A.  Allerheiligen,  McCook  . . . E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg.  York 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $ 10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln.  Nebraska  68508. 


EMERGENCY  MEDICINE:  Part-time  and  locum 
tenens  positions  available  in  10  emergency  depart- 
ments located  throughout  Nebraska.  Competitive 
income,  professional  liability  insurance  and  flexible 
scheduling  provided.  Respond  in  confidence  to:  Jan 
Bird,  Spectrum  Emergency  Care,  Inc.,  Chase  Stone 
Center,  Ste.  1070,  Colorado  Springs,  CO  80903; 
1-800-525-3681. 

PRIMARY  CARE  PHYSICIANS  — CONSID- 
ERING AN  HMO?  HealthAmerica  Corporation 
offers  rewarding  and  challenging  opportunities  in 
internal  medicine,  family  practice,  and  pediatrics, 
in  the  Omaha  area.  HealthAmerica  is  one  of  the 
country’s  leading  HMO  management  and  develop- 
ment companies,  currently  operating  prepaid  health 
plans  nationwide,  with  a total  membership  of  more 
than  420,000.  You  can  experience  a satisfying 
personal  and  professional  lifestyle  as  a part  of  a 
successful,  rapidly-growing  organization.  For  more 
information,  respond  with  curriculum  vitae  to: 
Richard  M.  Cooper,  M.D.,  Senior  Vice  President, 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer.) 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


FAMILY  PRACTITIONER:  Needed  to  join 
group  of  three  Family  Physicians  in  Cozad,  Ne- 
braska — Population  4,500.  Modem  clinic  and 
thirty-bed  hospital.  May  work  as  an  employee  until 
partnership  is  desired.  Salary  is  negotiable.  Ex- 
cellent schools  and  recreation.  Located  on  1-80  in 
Central  Nebraska.  Please  contact  R.  A.  Sitorius, 
M.D.  or  R.  D.  Jensen,  M.D.,  1803  Papio  Lane, 
Cozad,  Nebraska  69130  — (308)  784-3535. 

PHYSICIANS  WANTED:  Central  Nebraska 
community  serving  20,000  has  openings  for  primary 
care  physicians.  Excellent  health  care  facility. 
Community  offers  excellence  in  quality  of  life  and 
education.  Contact  Corrine  Pedersen,  Box  524, 
Broken  Bow,  Nebraska  68822.  (308)  872-6137. 

FOR  SALE:  Grand  Island  physician  retiring. 
Wants  to  sell  modern,  up-to-date  office,  practice, 
equipment,  etc.  Contact  by  letter  only.  Box  010, 
Nebraska  Medical  Journal,  1512  First  National 
Bank  Bldg.,  Lincoln,  NE  68508. 

PSYCHIATRIST:  Board  eligible,  board  certified 
— Staff  position,  Hastings  Regional  Center,  Hast- 
ings, NE.  Three-hospital  complex,  State  funded, 
fully  accredited.  Adult  psychiatric  disorders,  ju- 
venile mental  retardation,  chemical  products  abuse. 
Long  term/short  term  care.  Progressive  mid- 
Nebraska  community.  Excellent  4-year  church- 
affiliated  college.  Equal  Opportunity  Employer/ 
aggressive  Affirmative  Action  Program.  Contact 
Personnel,  Hastings  Regional  Center,  Hastings,  NE 
68901. 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1  b 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2'1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Roche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
etal:  Clin  Pharmacol  Ther  32:781-788.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR  J Am  Geriatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A.  Kales  JD  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
etal  Pharmacology  26  121-137,  1983 


DALMANE' @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its, in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
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See  preceding  p3ge  for  references  3nd  summary  of  product  informstion. 
Copynght  © 1984  by  Roche  Products  Inc  All  nghts  reserved. 
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ECG  STAT... 
wherever  you  are. 


(516)  582-8388 


INTECH 

Systems  Corp. 


If  you  can  use  a calculator,  you  can  now  expand 
the  heart’  of  your  practice  for  less  than  ever 
before  possible. 


With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  C Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu- 
lar-styled  carrying  case. 

MICRO-TRACER™ ! It's  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 

For  complete  information,  write: 

INTECH  Systems  Corp 
415  Rabro  Drive  East 
Hauppauge,  NY  11788 


micro-tracer ’ 

INTECH  Systems  Corp. 


MON  Fltr 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


HEALTH  PROFESSIONALS! 


The  Army  Medical  Department  ‘Neurosurgery  ‘Psychiatry 

represents  the  largest  comprehensive  • General  Surgery  • Child  Psychiatry 

system  of  health  care  in  the  United  ‘Orthopedic  Surgery  ‘Family  Practice 

States  and  offers  unique  advantages  • Obstetrics  & Gynecology  • Emergency  Medicine 

to  the  student,  resident,  and  practi-  • Otolaryngology  • General  Medicine 

tioner  in  the  following  professions:  ‘Anesthesiology  ‘Pediatrics 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

US  ARMY  MEDICAL  DEPARTMENT,  BLDG  268  (DODGE  HALL) 

FT  LEAVENWORTH.  KS  66027  (913)  684-4860/4898 

NAME AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  


Medical  School  Scholarships  are  Available 


As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 

For  more  information  just  fill  out 
the  attached  form  and  mail.  Or 
call:  (913)  684-4860/4898.  (Collect 
calls  accepted.) 


WashingtoN otes 


Government  Loses  Baby  Doe. 

The  government’s  controversial  Baby  Doe 
regulations,  challenged  by  the  AMA,  have  once 
again  been  struck  down  by  the  courts. 

In  his  May  23  order,  Judge  Charles  L. 
Brieant  of  the  U.S.  District  Court  for  the 
Southern  District  of  New  York  called  the 
regulations  “invalid,  unlawful,  and  without 
statutory  authority.” 

He  based  his  ruling  on  a May  2 decision 
against  the  government  in  the  case  United 
States  v.  University  Hospital  (Baby  Jane 
Doe),  which  limited  the  statutory  authority  of 
Section  504  of  the  Rehabilitation  Act.  Section 
504  — the  government’s  anti-discrimination 
law  — was  the  legal  backbone  of  the  Baby  Doe 
regulations. 

The  government  had  contended  that  Section 
504  applied  whenever  an  infant’s  handicap 
could  influence  medical  decision-making. 
However,  the  court’s  earlier  ruling  stressed 
that  Section  504  was  designed  to  apply  to 


issues  of  education,  employment,  and  trans- 
portation. 

“The  AMA  is  elated  with  the  ruling  in- 
validating the  final  Baby  Doe  regulations.  This 
ruling  affirms  that  the  federal  government 
does  not  belong  in  cases  involving  the  medical 
treatment  of  several  handicapped  newborns,” 
according  to  a joint  statement  issued  by  Frank 
J.  Jirka,  Jr.,  M.D.,  President  of  the  AMA,  and 
John  J.  Coury,  Jr.,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees. 

The  AMA  — joined  in  its  suit  by  the 
American  Hospital  Association,  the  American 
College  of  Obstetricians  and  Gynecologists, 
the  American  Academy  of  Family  Physicians, 
the  Hospital  Association  of  New  York  State, 
and  the  Association  of  American  Medical 
Colleges  — argued  that  the  regulation  ex- 
ceeded the  authority  of  Section  504. 

* * * 
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WashingtoNotes 

Senate  Gets  Malpractice  Bill 

A medical  malpractice  bill  introduced  earlier 
this  spring  by  Reps.  Richard  Gephardt  (D- 
MO)  and  Henson  Moore  (R-LA)  now  has  a 
Senate  sponsor. 

Minnesota  Republican  David  Durenberger 
introduced  the  measure  in  the  Senate  on  May 
17.  Called  the  Alternative  Medical  Liability 
Act  of  1984,  the  bill  would  apply  the  no-fault 
concept  to  medical  liability.  It  would  apply 
only  to  patients  whose  care  was  paid  for  by  the 
federal  government  through  states  would  be 
encouraged  to  expand  it  to  other  citizens. 

In  introductory  remarks,  Durenburger  said 
that  while  he  does  “not  agree  with  all  the 
provisions”  in  the  bill,  he  does  see  it  as  “an 
important  focus  for  national  discussion”  of  the 
malpractice  issue. 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8Vi  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
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Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
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reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
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published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
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Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


* * * 


4-A  Nebraska  Medical  Journal  August  1984 


The  Nebraska  Medical  Journal 


EDITOR  - 

ALAN  D.  FORKER,  M.D. 
5505  Ellendale  Road, 
Lincoln,  NE  68510 


AUGUST  1984 

EDITORIAL  — 

Robbi  and  Ann 

Edward  A.  Holyoke,  Jr. 


VOL.  69,  NO.  8 


263 


Associate  Editors: 

Deepak  M.  Gangahar,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 

Editorial  Board: 

John  F,  Aita,  M.D.,  Omaha 
Rodney  S.  W.  Basler,  M.D.,  Lincoln 
Paul  E.  Collicott.  M.D.,  Lincoln 
John  F.  Connolly,  M.D.,  Omaha 
Douglass  A.  Decker,  Jr , M.D.,  Lincoln 
Donald  A.  Dynek,  M.D.,  Lincoln 
Robert  E.  Ecklund,  M.D  , Omaha 
Wendell  Fairbanks,  M.D.,  Alliance 
Robert  W.  Gillespie,  M.D.,  Lincoln 
Robert  C.  Goodlin,  M.D.,  Omaha 
Klemens  E.  Gustafson,  M.D.,  Beatrice 
Bruce  D.  Gutnik,  M.D.,  Omaha 
Roger  K.  Harned,  M.D.,  Omaha 
Edward  A.  Holyoke,  M.D.,  Ogallala 
Mark  R Hutchins,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Matilda  S.  Mclntire,  M.D,,  Omaha 
Walter  J O'Donohue,  M.D  , Omaha 
Jerald  R Schenken,  M.D,  Omaha 
Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln 
Patricia  Cole  Stivrins,  M.D..  Lincoln 
William  M.  Vosik,  M.D  , Kearney 
Arthur  L.  Weaver.  M.D.,  Lincoln 


SUBSCRIPTION  RATE 

$15.00  Per  Year  U S. 

$15.00  Per  Year  Foreign  Country 
Single  Copies  $1.00  Each 

• 

Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Mr.  Ken  Neff,  Business 
Manager,  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68508 
Phone:  (402)  474-4472. 

• 

Copyright®  1983  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  reproduction 
of  any  portion  of  this  Journal  may  be 
obtained  from  the  Editor. 


Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln,  Nebraska  and  at 
additional  mailing  offices.  (ISSN  0091- 
6730) 


ORIGINAL  ARTICLES  — 

Probable  Cures  of  Adult  Acute  Leukemia  Using 

Short  Term  Intensive  Investigational  Chemotherapy 264 

William  P.  Vaughan,  M.D. 

Judith  E.  Karp,  M.D. 

Philip  J.  Burke,  M.D. 

Congenital  Heart  Disease  - Outstate  Nebraska 269 

Kenton  Shaffer,  M.D.,  F.A.A.P. 

Phillip  J.  Hofschire,  M.D.,  F.A.A.P. 

David  McConnell 

Towards  Reducing  the  Morbidity  and 

Mortality  of  the  Elderly  Bereaved 272 

Mohsain  Essa,  M.D. 

The  Rev.  Dina  Howell-Burke,  M.Div.,  M.MNS 


FRACTURE  OF  THE  MONTH  — 

Fracture  Dislocation  of  the 

Knee  Managed  by  Closed  Reduction 275 

John  F.  Connolly,  M.D. 

Joseph  Yao,  M.D. 


PERINATAL  PAGE  — 

Pregnant  Women  with  the  Expanded 

Toxemia  Syndrome  Need  Special  Care 278 

Robert  C.  Goodlin 


PATIENT  EDUCATION  — 

Increasing  Medication  Compliance  for  the  Elderly  Patient 
and  the  Patient  with  Inadequate  Reading  Abilities 280 

William  C.  Dunaway,  Ph.D.,  M.D.,  PGY-2 


FEATURES  — 

President’s  Page 282 

Coming  Meetings 283 

In  Memoriam 286 

Welcome  New  Members 286 


August  1984  Nebraska  Medical  Journal  5-A 


John  J.  Hanigan,  M.D. 
1919-1984 

Medical  Director, 
Harris  Laboratories,  Inc. 
1968-1984 


In  recognition  and  appreciation 
of  the  many  contributions  of  Dr. 
John  J.  Hanigan  to  the  success 
and  growth  of  the  Clinical 
Research  Division  of  Harris 
Laboratories,  Inc.,  from  inception 
to  its  current  worldwide 
reputation.  Dr.  Hanigan  was 
respected  and  admired  by  his 
colleagues  at  Harris  Laboratories, 
Inc.,  and  in  the  pharmaceutical 
research  community. 


HARRIS  LABORATORIES,  INC. 

624  Peach  Street 
Lincoln,  NE  68502 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brlel  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
influenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication  Ceclor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS 
ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE  CEPHALOSPORINS 
ANO  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe  oral  vancomycin  is  the  dr  ug  of  choice  for  antibiotic 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptibie  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  m Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  011011651*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy — Pregnancy  Category  0— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response 
this  drug  should  be  used  during  pregnancy  only  it  clearly  needed 
Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 , and  0 16  mcg/ml  at  two,  three 
lour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 


In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor"  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  lor  use 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  lor  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Announcing  . . . 

ONCOLOGY  FELLOWSHIP  PROGRAM  SEPTEMBER  13-14,  1984 


A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Holling 
Education  Center,  Immanuel  Medical  Center,  Sept.  13-14,  1984.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  Sept.  1 3.  Participants  are  housed  at  the  beautiful  new  Immaneual 
Plaza  Motel  on  the  Medical  Center  campus. 

An  agenda  for  the  two-day  program  is  as  follows; 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer: 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D- 
Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
John  J.  Hoesing,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Tumor  Markers 

Thomas  A Ruma,  M.D. 

The  Black  Spot  - Malignant  Melanoma 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

David  A.  Hughes,  M.D. 

The  Role  of  the  Family  Physician  in 
the  Treatment  of  Cancer 
Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 

For  more  information  on  this  or  future  Fellow- 
ships, contact  Marion  Kaple,  Holling  Education 
Center,  Immanuel  Medical  Center,  6901  North 
72nd  Street.  Omaha,  Nebraska  68122,  (402) 

572-2340. 
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Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D.* 

Terrence  J.  Kolbeck,  M.D.* 

Chronic  Lymphatic  Leukemia 
Joseph  D.  Verdirame,  M.D. 

Multiple  Myeloma 

Joseph  D.  Verdirame,  M.D. 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Cancer  Screening  in  the  Physician's  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 

Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Liver  Pumps  and  Hickman  Catheters 
Thomas  Connors,  M.D. 

Follow-Up  of  Cancer  Patients 
John  B.  Davis,  M.D. 

•Session  presenter  rotates  for  each  Fellowship  Program. 
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Announcing  . . . 


CARDIOLOGY  FELLOWSHIP  PROGRAM  SEPTEMBER  20-21,  1984 

The  Cardiology  Fellowship,  to  be  held  at  the  Holling  Center  on  September  20-21,  1984,  is  a two  day 
intensive  program  for  primary  care  physicians.  The  program  is  designed  to  enhance  diagnostic, 
treatment  and  follow-up  skills  in  caring  for  the  cardiac  patient.  Continuing  Medical  Education  (CME) 
credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  September  20.  Participants  are  housed  at  the  beautiful  new 
Immanuel  Plaza  Motel  on  the  Medical  Center  campus. 


First  Day 

Differential  Diagnosis  of  Chest  Pain 
Richard  E.  Collins,  M.D. 

Electrocardiography 

Richard  E.  Collins,  M.D. 

Treadmill  Testing 

Steven  J.  Diamantis,  M.D. 

Current  Therapy  for  Angina  Pectoris 
Michael  M.  Dehning,  M.D. 

Percutaneous  Transluminal  Coronary  Angioplasty 
Richard  E.  Collins,  M.D. 

Cholesterol  and  Coronary  Artery  Disease 
Joseph  M.  Rapoport,  M.D. 

Coronary  Bypass  Surgery 
David  A.  Hughes,  M.D. 

Current  Methods  of  Myocardial  Infarction  Reduction 
Steven  J.  Diamantis,  M.D. 

After  Infarct  — What  Next? 

Michael  M.  Dehning,  M.D. 

Case  Studies 

Richard  E.  Collins,  M.D. 

Michael  M.  Dehning,  M.D. 


Second  Day 

Bedside  Exam  of  Cardiac  Patient 
Richard  E.  Collins,  M.D. 

Echocardiography 

Michael  M.  Dehning,  M.D. 

Valvular  Heart  Disease 
Richard  E.  Collins,  M.D. 

Current  Therapy  of  Congestive  Heart  Failure 
Steven  J.  Diamantis,  M.D. 

Pre-op  Evaluation  of  the  Cardiac  Patient 
Michael  M.  Dehning,  M.D. 

Stress  Management 

Richard  E.  Collins,  M.D. 

Approach  to  Sudden  Death 
Steven  J.  Diamantis,  M.D. 

Pacemakers 

Michael  M.  Dehning,  M.D. 

Current  Therapy  for  Hypertension 
Richard  E.  Collins,  M.D. 

Future  Trends 

Richard  E.  Collins,  M.D. 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Holling  Education  Center, 
Immanuel  Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska,  68122,(402)  572-2340. 
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MEDICINE  . . . 

The  Business/The  Practice 


At  last  there  is  a system  for  the  medical  environment.  The 
Benchmark  Medical  Processing  System  is  a proven  compre- 
hensive medical  practice  management  system  designed 
by  professionals,  for  professionals.  It  has  economically  and 
efficiently  provided  a tool  with  which  medical  practices  can 
determine  and  meet  their  ever  changing  medical  and  financial 
needs. 

Our  one  vendor  support  including  all  aspects  of  the  training, 
installation,  hardware  maintenance,  and  software  maintenance 
assures  a most  successful  installation. 

Developed  by  Contel  CADO  we  have  a job  proven  track  record 
in  over  1 5,000  businesses  with  over  300  application  programs. 
Contel  is  a $4  billion  diversified  telecommunications  and 
information  products  company  that  has  developed  the  CADO 
Computer  series  . . . unmatched  in  price  performance. 


CONT1L  CADO 

WE 

DELIVER  SOLUTIONS 
BEFORE 

WE  DELIVER  THE 
SYSTEM. 


FOR  MORE  INFORMATION: 

PHYSICIANS  NAME/CLINIC 

□ Please  have  salesman  call 

□ Please  send  additional  info 

□ We  would  like  to  arrange  for  a 

ADDRESS 

demonstration 

CITY 

STATE 

ZIP 

TYPE  OF  PRACTICE 

Benchmark  Computer  Systems 

PHONE  # 

11236  Davenport  • Omaha,  NE  68154 
402-330-5040  or  800-642-1289 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 

WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium 
sparing  agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
is  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations  (par 
'.icularly  important  In  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
pr  corticosteroids  or  corticotropin  1ACTHJ).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
he  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
nsutficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide, 
dosage  adiustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
lubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
nypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacm  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'  The  following  may  occur:  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
: nsulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
I with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
I cent  measurement  of  quimdme  Hypokalemia  is  uncommon  with 
| Dyazide',  but  should  it  develop,  corrective  measures  should  be 
l taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
nstituted  cautiously  and  serum  potassium  levels  determined 

I Discontinue  corrective  measures  and  Dyazide'  should  labora- 

II  lory  values  reveal  elevated  serum  potassium  Chloride  deficit 
t may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
I with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
* natremia  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 

disturbance  Calcium  excretion  is  decreased  by  thiazides 
. Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
hyroid  function 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
lensive  drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
| bf  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomiting 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
lural  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 

; br  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus. 

| Pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
nave  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide'.  although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak  " unit-of-use  bottles  of  100. 


In  Hypertension*... 
When  Yon  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DfAzmir 

Each  capsule  contains  St)  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  2S  mg.  of  hydrochlorothiazide. 

Over  17  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
■four  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  PR.  00630 


©SK&F  Co  , 1983 


600 mg  Tablets 


More  convenient  for  your  patients 


c‘  1984  The  Upiohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Robbi  and  Ann 


WE  have  a bright  blue  eyed,  blonde 
headed,  vivacious  ten  year  old 
daughter  named  Ann.  She  is 
very  athletic  and  extremely  strong  willed.  She 
has  had  her  troubles  in  school,  but  on  many 
occasions,  her  teachers  have  been  heard  to  say, 
“Sometimes  Ann  shows  that  she  is  the 
smartest  one  in  the  class!”  Her  lightning  quick 
wit  amuses  us  and  her  insight  into  other 
peoples’  problems  amazes  us.  So  starts  my 
story. 

Ann  has  a cousin,  an  eleven  year  old  girl 
named  Robyn.  Robbi  was  equally  bright  eyed, 
vivacious  and  strong  willed.  These  two  girls 
were  “partners  in  crime,”  creating  almost 
every  conceivable  means  of  getting  into  trouble 
and  at  the  same  time,  making  everyone  around 
them  laugh.  Robbi  is  no  longer  vivacious  and 
bright  eyed.  She  is  a pathetic,  frail,  dying  child 
who  weighs  a mere  sixteen  pounds. 

About  six  years  ago  Robbi’s  parents 
noticed  that  she  was  having  trouble  walking 
and  would  fall  alot.  She  always  walked  on  her 
tiptoes  and  seemed  very  uncoordinated.  She 
couldn’t  do  fine  work  with  her  hands.  She  had 
started  kindergarten  but  could  not  keep  up 
with  her  classmates.  I observed  her  on 
occasion  and  thought  that  possibly  this  might 
represent  a mild  form  of  cerebral  palsy,  even 
though  she  had  shown  no  signs  of  this  before. 
Finally  it  was  decided  that  a neurologist  should 
be  consulted.  After  extensive  testing  it  was 
determined  that  Robbi  had  a neurologic 
disease  known  as  metachromatic  leukodys- 
trophy. The  parents  asked  me  about  this 
disease  and  I was  frank  to  admit  I had  never 
heard  of  it.  I did  some  reading  and  my  heart 
sank.  The  disease  is  progressive  and  leads  to 
death  in  a few  years  after  onset.  It  is 
genetically  transmitted.  It’s  incidence  is  low.  It 
fell  my  lot  to  tell  them  about  this.  I was 
also  faced  with  telling  Ann. 

Ann’s  response  to  the  news  that  Robbi 
would  die  at  a young  age  was  not  what  I 


EDWARD  A.  HOLYOKE,  JR. 


expected.  She  said,  “Daddy,  I have  to  go  up 
there  and  see  her  right  away.  I have  to  take 
care  of  her.  She  needs  me.”  As  soon  as  I could, 
we  travelled  to  see  Robbi.  For  the  next  several 
years  Ann  took  a very  active  part  in  Robbi’s 
care.  She  wanted  to  know  all  about  the  disease. 
She  insisted  on  almost  daily  progress  reports. 
When  she  would  visit  Robbi,  we  could  all  see 
that  her  condition  was  deteriorating,  but  she 
always  brightened  up  to  Ann.  She  would  smile 
and  try  to  talk.  When  her  parents  would  bring 
her  to  see  us,  Ann  immediately  dropped 
whatever  she  was  doing  and  made  herself 
Robbi’s  keeper.  She  could  treat  Robbi  as  she 
wished,  but  no  one  else  could  touch  her.  She 
would  always  say  goodby  with  the  words,  “We 
all  love  you,  Robbi.”  Not  once  did  she  break 
down. 

Six  years  have  passed  since  Robbi’s  diag- 
nosis was  confirmed.  She  has  nearly  suc- 
cumbed to  complications  on  several  occasions, 
but  somehow  keeps  going.  She  is  little  more 
than  a skeleton  wrapped  in  skin  with  a beating 
heart  — it  must  be  an  incredibly  strong  heart 
- inside.  I guess  I can’t  understand  why  she  is 
still  alive.  It  isn’t  really  up  to  us  as  physicians 
to  determine  this.  Perhaps  when  this  little 
story  is  published,  Robbi  will  have  left  us.  But 
in  the  meantime  Ann  still  thinks  about  her. 
When  she  sees  Robbi,  Ann  still  cares  for  her, 
even  though  Rohhi  doesn’t  recognize  her 
anymore.  I know  it  is  hard  for  Ann,  but  she  still 
can  show  us  she  loves  Robbi. 

Don’t  ever  let  anyone  tell  you  that  you  can’t 
learn  something  about  caring,  living,  dying  and 
loving  from  the  simple  expressions  and  acts  of 
children! 
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ORIGINAL  ARTICLES 


Probable  Cures  of  Adult  Acute 
Leukemia  Using  Short  Term 
Intensive  Investigational  Chemotherapy 


IN  this  country,  malignant 
neoplasms  are  the  most  com- 
mon medical  cause  of  death  in 
young  adults  and  children,  and  acute  non- 
lymphocytic  leukemia  (ANLL)  is  one  of  the 
most  common  malignancies  in  this  age  group.1 
As  is  also  the  case  for  acute  lymphocytic 
leukemia,  ANLL  rapidly  produces  marrow 
failure  by  replacement  of  the  marrow  organ. 
This  process  is  accelerated  in  many  cases  of 
ANLL  by  the  production  of  tumor  associated 
inhibitory  activities.2'3  Since  profound  marrow 
failure  persists  until  the  bone  marrow  can  be 
replaced  with  normal  elements,  it  has  become 
generally  accepted  that  the  initial  chemo- 
therapy for  acute  leukemia  must  be  sufficiently 
intense  to  produce  rapid  marrow  aplasia. 
Using  this  approach,  50%  of  unselected 
patients  and  up  to  80%  of  good  risk  patients 
with  ANLL  will  achieve  complete  remission 
(CR).4-5 

Despite  these  excellent  initial  results,  the 
long-term  disease-free  survival  is  less  than 
15%  in  most  series.  Low  dose,  outpatient 
(maintenance)  chemotherapy  has  failed  to 
substantially  improve  these  results6-7-8  which 
may  be  due  to  early  development  of  drug 
resistance  or  inadequate  doses  of  chemo- 
therapy given  in  remission.  Consequently 
there  has  been  a great  deal  of  interest  in  ways 
to  intensify  the  chemotherapy  received  by 
these  patients  early  in  their  course.  In  a series 
of  correlated  clinical  and  laboratory  studies  at 
the  Johns  Hopkins  Oncology  Center,  we 
intensified  the  initial  course  of  chemotherapy 
given  to  a series  of  patients  with  this  disease 
using  a high  dose  continuous  infusion  of  the 
cell  cycle  phase  specific  drug  cytosine- 
arabinoside  (Ara-C),  given  in  a timed  se- 
quence.9 This  timed  sequential  drug  adminis- 
tration was  designed  to  induce  “recruitment” 
of  non-cycling  cells  into  cycle  and  conse- 
quently increase  sensitivity  to  the  cytotoxic 
effects  of  the  cell  cycle  S-phase  specific  drug 
Ara-C.  In  these  studies  we  were  unable  to 
substantially  improve  the  CR  rate  over  re- 
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mission  rates  achievable  with  “standard” 
therapy;  but  with  only  a single  cycle  of  this 
therapy  and  no  chemotherapy  in  remission,  a 
small  number  of  patients  achieved  CRs  which 
have  now  lasted  long  enough  to  be  considered 
probably  cures.  While  these  patients  represent 
only  approximately  10%  of  the  patients  enter- 
ing remission,  the  demonstration  that  the 
disease  could  be  completely  eradicated  with  a 
single  course  of  intensive  therapy  in  some 
patients  was  very  encouraging. 

Other  investigators,  encouraged  by  the 
salvage  of  small  numbers  of  patients  with  late 
stage  ALL  by  total  body  radiation  and  bone 
marrow  transplantation,  have  treated  small 
groups  of  very  good  risk  children  and  young 
adult  patients  with  ANLL  in  early  first 
remission  with  intensive  chemotherapy  and 
total  body  irradiation  followed  by  marrow 
transplantation.  The  preliminary  data  from 
these  series  suggested  the  long-term,  disease- 
free  survival  of  these  patients  may  be  as  high 
as  50%,  but  the  toxic  death  rate  may  be  as  high 
as  30%. 10  In  contrast,  the  study  of  Weinstein 
and  colleagues,  in  a less  highly  selected  but 
still  good  risk  group  of  children  and  young 
adults,  suggested  that  comparable  results 
might  be  achieved  with  16  months  of  mod- 

*Reprint  requests  to;  William  P.  Vaughan,  M.D.,  Department  of  Internal 
Medicine,  University  of  Nebraska  Medical  Center,  4‘2nd  and  Dewey 
Avenue,  Omaha,  NE  68105. 
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erately  intensive  serial  courses  of  multiple 
drugs  with  a toxic  death  rate  of  less  than 
15%. 11 

In  our  own  studies  of  unmaintained  CR  after 
Ara-C  and  daunorubicin  timed-sequential 
chemotherapy,  we  observed  that  many  pa- 
tients remained  sensitive  to  the  same  chemo- 
therapy at  relapse  (Figure  1).  Some  patients 
even  had  second  unmaintained  CR  longer  than 
their  own  first  CR.  Consequently,  in  1980  we 
began  a three-year  study  at  Johns  Hopkins  in 
which  we  gave  a single  course  of  maximally 
tolerated  intensive  chemotherapy  to  an  un- 
selected group  of  adults  with  ANLL  in  early 
first  remission  to  determine  if  results  com- 
parable to  those  requiring  transplantation  or 
prolonged  chemotherapy  could  be  achieved.  It 
was  reasoned  that  such  an  approach  would 
avoid  the  high  toxic  death  rate  and  the  long- 
term consequences  of  total  body  radiation  and 
graft  versus  host  disease  on  the  one  hand  and 
continued  chemotherapy  on  the  other.  Pre- 
liminary results  from  this  study  indicate  that 
as  many  as  40-50%  of  patients  entering 
remission  might  remain  in  remission  for  2 
years  or  longer  after  this  intensive  therapy  in 
early  remission,  and  the  toxic  death  rate  would 
be  less  than  10%. 12  We  have  now  had  the 
opportunity  for  long-term  follow  up  in  un- 
maintained complete  remission  of  significant 
numbers  of  patients  who  received  this  short 
term  intensive  investigational  chemotherapy 
without  maintenance  or  marrow  transplanta- 
tion. 


Figure  1 


Weeks 


Figure  1 — Probability  of  remaining  in  first  CR, 
achieving  second  CR  and  remaining  in  second  CR 
for  the  first  44  patients  with  ANLL  treated  at  the 
Johns  Hopkins  Oncology  Center  with  a single  cycle 
of  timed-sequential  chemotherapy  at  presentation 
and  relapse  with  no  chemotherapy  in  first  or  second 
CR. 


Patients  and  Methods 

Between  December  1973  and  December 
1981,  185  previously  untreated  adults  with 
ANLL  were  evaluated  for  treatment  with 
timed  sequential  chemotherapy  at  the  Johns 
Hopkins  Oncology  Center.  Prior  to  1975,  the 
drug  sequence  consisted  of  high  dose  cyclo- 
phosphamide followed  by  high  dose  continuous 
infusion  Ara-C  and  conventional  dose  vincris- 
tine. Since  January  of  1975,  the  initial  drug  in 
sequence  consisted  of  a combination  of  high 
dose  continuous  infusion  Ara-C  and  daunoru- 
bicin (Fig.  2).  Prior  to  1980,  patients  who 
achieved  CR  with  either  regimen  were  followed 
closely  without  chemotherapy  in  remission  and 
given  a second  cycle  of  timed  sequential 
therapy  at  the  earliest  sign  of  relapse.  Begin- 
ning in  1980,  patients  who  achieved  CR  with 
the  Ara-C  and  daunorubicin  sequential  thera- 
py were  considered  for  treatment  with  a 
second  course  in  early  remission.  Approxi- 
mately 20%  of  the  patients  seen  during  these  3 
time  periods  refused  the  therapy,  were  felt  to 
have  too  high  a risk  of  toxic  death  for  intensive 
investigational  chemotherapy,  or  died  within 
the  first  2 weeks  of  hospitalization  secondary 
to  complications  of  their  leukemia  before 
treatment  could  be  instituted  and  response 
assessed.  Thus,  145  patients  were  treated  and 
evaluable  during  these  3 time  periods.  All 
these  patients  signed  informed  consent  and 
were  managed  according  to  protocols  ap- 
proved by  the  Johns  Hopkins  University 
Institutional  Review  Board. 


Figure  2 
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Figure  2 — The  kinetic  model  for  time-sequential 
chemotherapy  of  leukemia. 

P represents  proliferating  cell  volume 
Q represents  quiescent  cell  volume 
DRN  = daunorubicin 


The  toxicities  and  supportive  care  require- 
ments of  this  chemotherapy  have  been  pre- 
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viously  published.5  Briefly,  a 28-35  day  period 
of  severe  granulocytopenia  and  thrombocyto- 
penia begins  on  about  day  8 of  this  program 
during  which  time  patients  require  daily 
platelet  transfusions,  a series  of  empiric  broad 
spectrum  antibiotics,  including  amphotericin 
B;  toxic  deaths  are  occasionally  seen.  How- 
ever, there  are  no  long-term  sequelae  of  this 
program  yet  identified. 

Results 

Table  1 shows  that  the  complete  remission 
rate  has  improved  during  the  decade  of  these 
studies.  We  are  now  achieving  CR  for  at  least 
two  thirds  of  all  patients  treated  with  the 
AcDAc  regimen.  This  improvement  appears  to 
be  due  primarily  to  improvements  in  supportive 
care  since  the  complete  tumor  clearance  rate 
has  not  improved,  but  the  toxic  death  rate  has 
declined  substantially.  Recently,  we  have  even 
been  able  to  keep  some  non-responders  alive 
long  enough  to  try  alternate  chemotherapy 
programs.  But  the  most  dramatic  improvement 
in  results  is  seen  in  the  number  of  patients 
remaining  in  remission  for  two  years  or  greater. 
The  percentage  of  patients  remaining  free  of 
disease  on  no  chemotherapy  doubled  with  the 
substitution  of  daunorubicin  for  cyclophos- 
phamide in  1975,  and  has  doubled  again 
during  the  period  of  intensive  chemotherapy  in 
early  remission,  even  though  6 of  the  26 
patients  achieving  CR  during  the  1980-81  time 


period  did  not  receive  intensive  chemotherapy 
in  early  remission  and  all  of  those  have 
relapsed.  Thus,  over  half  of  the  patients  who 
received  the  intensive  chemotherapy  in  early 
remission  are  disease  free  on  no  therapy  at  2 
years.  Currently  one-third  of  all  patients 
treated  can  he  expected  to  do  this  well  with 
intensive  investigational  chemotherapy  as  ini- 
tial treatment  for  their  disease. 

Unfortunately,  late  relapse  (after  2 years  on 
no  therapy)  occurs  with  substantial  frequency: 
13  patients  who  were  treated  prior  to  1980  and 
consequently  did  not  receive  intensive  chemo- 
therapy in  remission  were  continuously  free  of 
disease  on  no  chemotherapy  at  2 years. 
However,  only  4 of  these  have  remained  in  first 
remission  for  5 years.  Fortunately,  durable 
second  remissions  have  been  achieved  by  most 
of  the  late  relapsed  patients.  Six  of  the  9 
patients  who  relapsed  after  2 years  are  back  in 
second  remission  on  no  chemotherapy  with  a 
total  follow  up  of  from  5 to  over  10  years.  Thus, 
10  of  the  13  patients  who  were  in  chemo- 
therapy free  remission  at  2 years  are  alive  and 
disease  free  on  no  chemotherapy  at  this  time. 
Whether  intensive  chemotherapy  in  early 
remission  will  eliminate  these  late  relapses  in 
the  more  recently  treated  patients  cannot  yet 
be  determined. 

In  Table  2 the  most  recent  toxicity  and 
survival  data  for  the  20  patients  who  received 


TABLE  1.  TREATMENT  WITH  INTENSIVE  INVESTIGATIONAL 
CHEMOTHERAPY  AT  THE  JOHNS  HOPKINS  ONCOLOGY  CENTER 
DURING  SERIAL  TIME  PERIODS 


Time  Period 

1973/74 

1975/79 

1980/81 

Therapy 

CAO** 

AcDAc*** 

AcDAc  x 2 

Total  Patients  seen  with  ANLL 

26 

111 

48 

Treated  and  Evaluable 

15 

91 

39 

Complete  Tumor  Clearance* 
(%  of  evaluable) 

10  (67%) 

69  (76%) 

29  (74%) 

Toxic  Deathsf 
(7c  of  evaluable) 

7 ( 4 / 7c) 

40  (44%) 

11  (28%) 

Complete  Remission 
(7c  of  evaluable) 

8 (53%) 

52  (56%) 

26  (67%) 

2 year  CFDFS+  + 
(7c  of  CR) 

1 (12.5%) 

12  (23%) 

13  (50%)  1 t 1 

5 year  CFDFS 

0 

4 (8%) 

— 

Alive  in  CR  (1/1/84) 
(7c  of  CR) 

1 (12.5%) 

9 (19%) 

12  (46%) 

* —Empty  bone  marrow  day  16  of  therapy 

**  — Cyclophosphamide  (Cytoxan),  Ara-C,  Vincristine  (Oncovin) 

***  — Ara-C,  Daunorubicin 

f — Includes  non-responders  who  died 

1 1 — Chemotherapy  free,  disease-free  survival 

ttt  — P < -02  compared  to  75-79  data 
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TABLE  2.  COMPARISON  OF  TOXICITY  AND  SURVIVAL  AFTER 
3 DIFFERENT  POST  INDUCTION  THERAPIES  FOR  ADULTS 

WITH  ANLL 

Therapy  (reference)  Duration  Toxic  Median 

Death 


AcDAc 

(12) 

1 1 month 

5% 

24+  months 

43% 

Marrow  Transplant 

(10) 

1 month 

30% 

13  months 

35% 

Continuous  Multiagent 

(ID 

16  months 

7% 

10  months 

30% 

intensive  chemotherapy  in  the  early  first 
remission  are  compared  to  the  best  reported 
results  for  comparable  risk  adult  patients  who 
receive  marrow  transplantation  or  continuous 
multiple  agent  chemotherapy  in  first  remission. 
It  should  be  noted  that  almost  all  of  the  failure 
to  achieve  prolonged  chemotherapy  disease- 
free  survival  in  the  2 non-transplant  programs 
was  due  to  relapsed  disease,  while  most  of  the 
failure  to  achieve  prolonged  disease-free  sur- 
vival in  the  transplant  series  was  due  to  toxic 
death. 

Discussion 

The  data  presented  here  contained  long- 
term follow  up  on  almost  200  ANLL  patients 
seen  at  The  Johns  Hopkins  Oncology  Center 
over  a 10  year  period.  Patients  in  this  series 
have  been  followed  for  up  to  8 years  in 
unmaintained  complete  remission;  the  latest 
relapse  occurred  after  4lA  years  of  unmain- 
tained complete  remission.  However,  some 
patients  have  been  followed  for  only  2 years  in 
unmaintained  complete  remission.  Thus,  pre- 
diction of  the  cure  rate  for  patients  treated  in 
this  series  or  any  series  without  a minimum 
follow-up  of  at  least  5 years  since  last 
chemotherapy  cannot  be  precise.  Nevertheless, 
it  does  seem  likely  that  some  significant 
numbers  of  adult  patients  are  now  being  cured 
with  intensive  investigational  chemotherapy  of 
acute  non-lymphocytic  leukemia. 

There  seems  to  be  little  doubt  that  intensive 
chemotherapy,  beyond  that  which  is  used  to 
induce  complete  remission,  has  been  the  major 
reason  for  the  improvement  in  long-term 
survival  of  these  patients.  Other  investigations 
have  led  to  the  same  conclusion.  The  most 
heavily  publicized  of  these  intensive  investi- 
gational therapies  is,  of  course,  high  dose 
chemotherapy  and  total  body  radiotherapy 
followed  by  marrow  transplantation.10  How- 
ever, this  treatment  is  at  present  limited  by 


severe  toxicity  which  is  markedly  age  de- 
pendent. In  contrast,  both  the  continuous 
multiagent  chemotherapy  program  developed 
at  the  Sidney  Farber  Cancer  Center  in 
Boston,11  and  the  timed-sequential  chemo- 
therapy program  developed  at  Hopkins  can  be 
given  with  reasonable  safety  to  patients  up  to 
60  years  of  age.  Of  additional  interest  is  that 
both  the  marrow  transplant  experience  and  the 
continuous  multiagent  experience  have  dem- 
onstrated that  adult  patients  have  a higher 
relapse  rate  on  the  same  chemotherapy  in 
remission  than  children. 

Marrow  transplantation  is  currently  limited 
by  the  availability  of  HLA  identical  donors.  It 
is  estimated  that  only  approximately  1 in  8 
individuals  will  have  a suitable  sibling  donor. 
For  these  reasons,  the  current  investigational 
therapy  program  in  ANLL  at  the  University  of 
Nebraska  Medical  Center  recommends  mar- 
row transplantation  in  early  first  remission  for 
patients  less  than  20  years  of  age  with  an  HLA 
identical  sibling,  and  an  intensive  timed- 
sequential  chemotherapy  regimen  in  early  first 
remission  for  all  patients  under  the  age  of  60 
without  an  HLA  identical  sibling  and  for 
patients  between  the  ages  of  30  and  60 
regardless  of  donor  status.  Current  research 
directions  at  UNMC  which  might  be  expected 
to  have  a major  impact  upon  these  results  in 
the  future  include  the  investigation  of  new 
agents  in  timed-sequential  chemotherapy 
regimes  and  measures  to  reduce  the  toxic 
death  rate  with  marrow  transplantation. 

Summary 

Significant  improvement  in  the  rates  of 
achieving  complete  remission  and  2 and  5 year 
disease-free  survival  have  been  achieved  in 
adult  acute  non-lymphocytic  leukemia  over  the 
past  decade.  These  improvements  have  re- 
sulted from  emphasis  on  intensive  chemo- 
therapy early  in  the  course  of  the  disease.  At 
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the  Johns  Hopkins  Oncology  Center  a timed- 
sequential  chemotherapy  program  was  de- 
veloped which  currently  produces  a 67% 
complete  remission  rate  (85%  in  newly  diag- 
nosed and  previously  untreated  young  adults) 
with  a single  cycle  of  chemotherapy.  Some  of 
these  patients  are  probably  cured  with  no 
further  chemotherapy,  but  when  a second 
course  of  this  intensive  investigational  chemo- 
therapy is  given  to  patients  in  early  first 
remission,  50%  will  remain  disease  free  at  2 
years  with  no  additional  chemotherapy. 

References 

1.  Silverberg  E:  Cancer  statistics,  1984.  Ca-A  Cancer 
Journal  for  Clinicians  34:7-23,  1984. 

2.  Karp  JE  and  Burke  PJ:  The  influence  of  humoral 
regulators  in  proliferation  and  maturation  of  normal  and 
leukemic  cells.  Cancer  Res.  36:1674-9,  1976. 

3.  Granstrom  M,  Wahren  B,  Gahrtan  G,  Killander  D 
and  Foley  GE:  Inhibitors  of  the  bone  marrow  colony 
formation  in  sera  of  patients  with  leukemia.  Intern.  J. 
Cancer  10:482-8,  1972. 

4.  Armitage  JO,  Burns  CP,  Dick  FR,  Aunan  SB  and 
Slyman  DJ:  Results  of  aggressive  chemotherapy  for  acute 
nonlvmphoblastic  leukemia  in  adults.  Cancer  Treatment 
Reports  66:1917-24,  1982. 


5.  Vaughan  WP,  Karp  JE  and  Burke  PJ:  Long 
chemotherapy  free  remission  after  single  cycle  timed- 
sequential  chemotherapy  for  acute  myelocytic  leukemia. 
Cancer  45:859-65,  1980. 

6.  Embury  SH,  Elias  L,  Heller  PH,  Hood  CE, 
Greenberg  PL,  Schrier  SL:  Remission  maintenance 
therapy  in  acute  myelogenous  leukemia.  West  J Med 
126:267,  1977. 

7.  Lewis  JP,  Linman  -JW,  Rajak  TF,  Bateman  JR: 
Effect  of  “maintenance”  chemotherapy  on  survival  in 
adults  with  acute  nonlymphocytic  leukemia.  Clin  Res 
24:158A,  1976. 

8.  Omura  GA,  Vogler  WR,  Lynn  MJ:  A controlled 
clinical  trial  of  chemotherapy  vs  BCG  vs  no  further 
therapy  in  remission  maintenance  of  acute  myelogenous 
leukemia.  Proc  Am  Soc  Clin  Oncol  18:272,  1977. 

9.  Burke  PJ,  Karp  JE,  Vaughan  WP:  Chemotherapy 
of  leukemia  in  mouse,  rat,  and  man  relating  time  of 
humoral  stimulation,  tumor  growth,  and  clinical  response. 
J Natl  Cancer  Inst  67:529,  1981. 

10.  Thomas  ED,  Clift  RA,  Buckner  CD:  Marrow 
transplantation  for  patients  with  acute  nonlvmphoblastic 
leukemia  who  achieve  a first  remission.  Cancer  Treat  Rep 
66:1463,  1982. 

11.  Weinstein  HJ,  Mayer  RJ,  Rosenthal  DS,  Coral  FS, 
Camitta  BM,  Gelber  RD:  Chemotherapy  for  acute 
myelogenous  leukemia  in  children  and  adults:  VAPA 
update.  Blood  62:315,  1983. 

12.  Vaughan  WP,  Karp  JE  and  Burke  PJ:  Two  Cycle 
Timed-Sequential  Chemotherapy  for  Adult  Acute  Myelo- 
cytic Leukemia.  Blood  69  (Suppl  l):158a,  1982. 


268 


Nebraska  Medical  Journal  August  1984 


Congenital  Heart  Disease  - 
Outstate  Nebraska 


CONGENITAL  Heart  Disease, 
(CHD),  is  the  most  common 
congenital  malformation  to 
occur  in  infants  and  children.  The  incidence  of 
CHD  is  reported  to  be  8 per  1000  live  births  in 
the  United  States. 

The  evaluation  and  care  of  the  patients  with 
CHD  has  been  regionalized  in  central  Nebra- 
ska since  1974.  Both  SCC  and  private 
clincians’  offices  have  served  to  coordinate 
such  ongoing  care. 

In  this  article  we  will  attempt  to  review  all  of 
the  patients  with  CHD  seen  in  1983  by  the 
three  pediatricians  in  Kearney,  Nebraska. 
Time  of  diagnosis,  type  of  defect,  incidence  of 
cardiac  catheterization,  incidence  of  surgery, 
as  well  as  outcome  will  be  discussed. 

Materials  & Methods 

A computerized  search  of  all  the  pediatric 
patient  visits  in  1983  (14,176  patient  visits) 
made  to  the  pediatricians  at  the  Kearney 
Clinic  was  carried  out  for  the  diagnoses  of 
CHD  and  related  diagnoses.  Additionally,  the 
records  at  Good  Samaritan  Hospital  and  at  the 
University  of  Nebraska  Medical  Center  (LIN- 
MC)  were  searched  for  a diagnosis  of  CHD. 
Many  of  these  patients  were  referred  from  area 
family  physicians.  Many  of  these  patients  have 
been  followed  for  years  by  a pediatrcian  in 
Kearney  and  a pediatric  cardiologist  from 
UNMC. 

Each  of  the  charts  were  reviewed  and  data 
was  abstracted  by  one  of  the  authors  (K.S.  or 
D.M.).  Only  those  patients  with  organic  mur- 
murs or  other  signs  of  CHD  were  included. 
These  records  were  then  computerized,  and 
statistics  were  subsequently  obtained.  The 
diagnosis  of  CHD  was  made  by  repeated 
physical  exams,  chest  x-ray,  EKG,  2-dimen- 
sional echo  and  Doppler,  and  cardiac  cathe- 
terization. 

Results 

There  were  207  cases  of  identified  CHD 
seen  by  the  Kearney  pediatricians  in  1983.  Of 
the  207  cases  of  CHD,  144  (70%)  of  these 
patients  have  been  seen  by  a pediatric 
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cardiologist.  Of  the  207  cases  of  CHD,  71 
(34%)  patients  at  some  time  have  undergone 
cardiac  catheterization.  Forty-four  patients 
(21%)  have  undergone  cardiac  surgery. 

Of  the  207  cases,  45.9%  were  acyanotic 
CHD  with  no  associated  shunts;  42.5%  were 
acyanotic  CHD  associated  with  a left  to  right 
shunt;  5.3%  were  cyanotic  CHD  and  6.3%  fit 
into  a miscellaneous  category,  (Figure  1).  The 
average  age  at  the  time  of  diagnosis  was  2.7 
years. 

Acyanotic  Congential  Heart  Disease  - 
No  Shunts 

The  most  common  diagnosis  in  this  category 
was  pulmonary  stenosis  (43/207  or  21%).  The 
average  age  at  diagnosis  was  1.8  years.  A 
pediatric  cardiologist  saw  56%  (24/43).  Twelve 
percent  (5/43)  required  cardiac  catheteriza- 
tion, but  only  7%  (3/43)  required  cardiac 
surgery.  Two  of  these  patients  were  noted  to 
have  critical  pulmonary  stenosis  at  the  time  of 
birth,  and  were  operated  on  in  the  neonatal 
period. 

Aortic  stenosis  was  the  next  most  common 
defect  in  this  category.  There  were  37/207 
(18%)  patients  identified  with  aortic  stenosis. 
The  average  age  at  diagnosis  was  3.9  years. 
Eighty-four  percent  (31/37)  of  these  patients 
have  been  seen  by  a pediatric  cardiologist. 
Forty-three  percent  (16/37)  underwent  cardiac 
catheterization,  and  5/37  (14%)  have  under- 
gone cardiac  surgery.  No  patient  has  needed 
an  artificial  valve. 
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There  were  five  patients  (5/207  or  2.4%) 
with  coarctation  of  the  aorta.  All  of  these 
patients  have  seen  the  pediatric  cardiologist, 
had  cardiac  catheterization  and  surgical  repair 
of  their  coarctation.  The  average  age  at 
diagnosis  was  3.6  years.  Three  of  the  patients 
were  diagnosed  in  the  neonatal  period  and 
underwent  surgery  in  the  first  several  weeks  of 
life.  All  the  patients  with  coarctation  also  have 
other  associated  heart  defects.  Three  of  the 
patients  had  shunt  lesions,  and  three  had 
abnormal  aortic  valves. 

Mitral  valve  prolapse  was  the  most  common 
of  the  mitral  valve  diseases.  There  were  8/207 
(4%)  patients  identified.  The  average  age  of 
diagnosis  of  mitral  valve  prolapse  was  12 
years.  There  were  2 patients  with  congenital 
mitral  valve  insufficiency  who  have  required 
cardiac  catheterization.  No  patients  with  mi- 
tral disease  have  required  surgery. 

Acyanotic  Congenital  Heart  Disease 
Associated  with  Left  to  Right  Shunt 

The  most  common  shunt  lesion  was  a 
ventricular  septal  defect  (VSD).  There  were 
36/207  (17%)  patients  identified  with  a VSD. 
The  average  age  at  diagnosis  was  1.5  years. 
Fifty-eight  percent  were  diagnosed  in  the  first 
6 months  of  life,  28%  were  diagnosed  between 
6 months  and  3 years  of  age,  and  19%  were  not 
diagnosed  until  after  they  were  3 years  of  age. 
A pediatric  cardiologist  has  seen  23/36  (64%) 
of  the  patients.  Only  8/36  (22%)  patients 
required  cardiac  catheterization  and  2 patients 
(5.5%)  have  had  surgery. 

Thirty-one  of  207  patients  (15%)  presented 
with  an  atrial  septal  defect  (ASD).  The  average 
age  of  diagnosis  of  the  ASD  was  1.9  years. 
Twenty-three  (74%)  patients  have  seen  a 
pediatric  cardiologist  and  9/31  (29%)  patients 
have  undergone  cardiac  catheterization.  Only 
7/31  (23%)  patients  have  undergone  cardiac 
surgery. 

There  were  13/207  (6%)  patients  with 
patent  ductus  arteriosus  (PDA).  Three  of  these 
PDA’s  were  associated  with  prematurity  and 
respiratory  distress  syndrome.  Of  these  3,  only 
one  underwent  surgical  ligation.  Three  other 
patients  were  diagnosed  after  a year  of  age.  All 
saw  a pediatric  cardiologist,  underwent  cathe- 
terization and  surgical  repair  of  the  PDA. 

There  were  4 patients  with  multiple  shunt 


lesions.  All  presented  in  the  neonatal  period 
and  required  cardiac  catheterization  and  sur- 
gical repair  of  the  lesions.  Two  of  these 
patients  had  Trisomy  21  with  a complete  AV 
canal. 

Cyanotic  Congenital  Heart  Disease 

There  were  11/207  (5.3%)  patients  with 
cyanotic  CHD.  Five  of  these  patients  had 
complex  cyanotic  heart  disease  with  multiple 
defects.  Five  of  the  patients  had  Tetralogy  of 
Fallot  and  one  patient  had  Transposition  of 
the  Great  Vessels.  All  11  patients  were 
diagnosed  in  the  neonatal  period.  All  of  the 
patients  have  undergone  catheterization  and 
cardiac  surgery. 

Other  Congenital  Heart  Disease 

There  were  17/207  (6%)  patients  who  fell 
into  this  category.  Seven  (3.4%)  had  cardiac 
arrhythmias.  The  average  age  at  presentation 
of  the  cardiac  arrhythmias  was  7 years  of  age. 
Of  the  7 patients,  6 had  paroxysmal  atrial 
tachycardia  (PAT)  and  one  had  multiple 
ventricular  arrhythmias  associated  with  a 
carditis.  Two  of  the  patients  presented  in  the 
neonatal  period  with  PAT. 

There  were  5 patients  with  a cardiomyo- 
pathy. Four  of  these  patients  have  been 
evaluated  by  a pediatric  cardiologist  and  2 
have  undergone  cardiac  catheterization.  The 
other  patient  had  a diabetic  cardiomyopathy  in 
the  neonatal  period. 

There  were  3 with  coronary  artery  AV 
fistulas.  The  average  age  of  diagnosis  was  1.4 
years.  Two  of  these  patients  have  been 
catheterized  and  one  has  had  surgery. 

There  was  one  patient  with  partial  anoma- 
lous pulmonary  venous  return  present- 
ing at  14  years.  He  has  undergone  catheteriza- 
tion and  surgical  correction. 

There  was  one  patient  presenting  as  a 
recurrent  pericardial  effusion  who  had  a right 
atrial  fibroma  diagnosed  at  the  time  of  surgery. 

Only  3 deaths  occurred  in  1983  in  the  207 
cases.  Two  of  the  deaths  were  directly  related 
to  the  CHD  giving  a mortality  figure  of  1.4%. 

Nineteen  patients  with  CHD  also  were  noted 
to  be  failing  to  thrive  (FTT).  Only  6 of  the  19 
had  CHD  as  the  etiologic  factor.  Cyanosis  and 
uncontrollable  congestive  failure  were  the 
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reasons  in  these  six.  Other  etiologies  included 
chromosomal  abnormalities  and  specific  syn- 
dromes. In  4 cases  the  etiology  of  the  FTT 
could  not  be  established. 

There  were  22  patients  with  developmental 
delays.  Fourteen  were  related  to  chromosomal 
abnormalities  or  syndromes.  Four  had  pre- 
maturity as  a factor  and  only  3 had  CHD  as  a 
basis  in  their  delays. 

Conclusion 

Congenital  heart  disease  is  a very  commonly 
encountered  problem  in  pediatrics.  The  dif- 
ferentiation of  pathological  murmurs  from 
functionals  murmurs  is  often  difficult. 

Cyaustic  CHD,  VSD’s,  coarctation,  and 
PDA’s  require  early  detection.  The  diagnosis 
of  CHD  does  not  signify  the  need  for  invasive 
studies  or  surgery.  Only  34%  of  the  patients 
required  catheterization  and  only  21%  needed 
cardiac  surgery.  Contrary  to  the  commonly 
held  opinion,  surgical  mortality  is  extremely 
low. 

Less  than  10%  of  patients  with  CHD  have 


FTT  as  a presenting  finding  and  only  about 
1.4%  are  seen  with  developmental  delays. 

This  article  has  pointed  out  the  frequency  of 
various  types  of  CHD  in  central  Nebraska; 
note  that  the  incidence  of  aortic  stenosis  is 
much  more  prominent  than  one  would  expect 
from  the  medical  literature. 

Repeated  physical  examinations  and  accom- 
panying studies  will  allow  for  the  diagnosis  of 
virtually  all  children  with  organic  heart  dis- 
ease. Follow-up  does  not  need  frequent  sub- 
specialty involvement.  Only  70%  of  the  207 
were  seen  by  a pediatric  cardiologist.  However, 
the  timeliness  of  diagnosis  is  necessary  in 
cyanotic  lesions  and  critical  congenital  heart 
disease. 

The  regionalization  of  pediatric  care  of  heart 
disease  has  been  accomplished  in  central 
Nebraska  bv  the  coordination  of  care  between 
family  practitioners,  pediatricians  and  the 
Pediatric  Heart  Team  at  the  UNMC.  This 
coordinated  care,  hopefully,  will  result  in 
earlier  diagnosis,  improved  and  more  eco- 
nomical care,  and  a longer  and  more  pro- 
ductive life  for  these  children. 
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Towards  Reducing  the  Morbidity 
and  Mortality  of  the  Elderly  Bereaved 


INCREASED  mortality  and  mor- 
bidity among  bereaved  indi- 
viduals has  been  a common 
clinical  observation  for  many  years  and  suc- 
cessfully documented  in  numerous  studies.1  7 
The  terms  bereavement  and  grief  which  have 
been  used  variably  in  the  literature,  will  denote 
here  the  state  of  loss  itself  and  one’s  particular 
reactions  and  acknowledgment  of  the  loss, 
respectively.8  Grief,  being  one’s  own  peculiar 
reaction  to  loss,  reflects  all  the  uniqueness 
inherent  in  each  individual  and  with  each  loss. 
The  elderly  present  with  unique  problems  and 
assets  in  adjusting  to  bereavement.9  The  aim 
of  this  article  is  to  review  the  literature  and 
current  thinking  on  bereavement  in  the  elderly, 
and  to  discuss  how  it  may  improve  manage- 
ment of  this  population  by  primary  care 
physicians. 

Morbidity 

Normal  grief  experienced  by  all  ages  is 
usually  acknowledged  to  include  various  inter- 
mittent psychiatric  and  physical  symptoms 
well  documented  since  Lindemann’s  1948  arti- 
cle.19 Crying,  depressed  mood,  anger,  guilt, 
loss  of  concentration,  loss  of  interest  in  one’s 
usual  activities,  longing  and  preoccupation 
with  images  of  the  deceased,  disruption  of 
other  interpersonal  relationships,  and  a sense 
of  disorder  or  emptiness  are  among  the 
psychiatric  complaints  one  usually  encounters 
in  the  first  few  months  of  bereavement.  Others 
include  sleep  disturbances,  fatigue,  anorexia, 
weight  loss,  headaches,  aggravation  of  osteo- 
arthritis, chest  pain,  palpitations  and  dyspnea. 
Increased  use  of  drugs,  smoking  and  alcohol 
were  also  common  changes  described  in  early 
bereavement.1' 4 11  Elderly  widows  were  found 
by  both  Parkes  and  Clayton  to  have  fewer 
psychiatric  consultations  and  relatively  lesser 
use  of  sedatives  than  widows  less  than  65  years 
of  age.fi  11  However,  the  elderly  were  more 
likely  to  present  with  physical  symptoms. 
Another  study  of  Parkes  and  Brown,4  which 
included  subjects  of  less  than  45  years  of  age, 
revealed  that  widowers  generally  complained 
of  fewer  but  more  acute  physical  symptoms 
that  a control  group;  both  sexes  had  more 
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autonomic  disturbances.  Long-term  follow-up 
studies  have  indicated  that  by  the  third  year  of 
bereavement,  there  is  little  difference  between 
the  health  of  the  bereaved  and  non-bereaved 
control  groups.4- 9 This  may,  in  part,  explain 
why  the  Heyman  and  Gianturco  study  of  a 15 
subject  sample  done  at  21  months  after  the 
death  of  a spouse  concluded  that  bereavement 
had  no  effect  on  physical  health  in  the 
elderly.12 

Mortality 

Mortality  rates  after  bereavement  are,  for 
the  most  part,  far  more  impressive.  Kraus  and 
Lillienfeld1  in  1959  found  significantly  excess 
mortality  rates  for  the  “not  married”  of  all  ages 
compared  with  married  persons.  The  death 
rate  of  the  widowed  was  10  times  greater  than 
normal,  notably  due  to  arteriosclerotic  heart 
disease,  degenerative  heart  disease,  vascular 
and  CNS  lesions.1'9- 11  Risk  of  mortality  is  also 
increased  in  other  close  relatives  of  the 
deceased,  but  especially  pronounced  for  wi- 
dowers and  widows  in  the  first  six  months 
following  bereavement,2  Parkes,  Benjamin, 
and  Fitzgerald’s  study13  is  especially  signifi- 
cant. They  reported  on  a large  sample  of 
widowers  over  55  years  old.  They  not  only 
found  a significant  increase  in  mortality  in  the 
first  six  months  of  bereavement,  but  also  found 
that  a surprising  22.5  percent  of  the  deaths 
were  in  the  same  diagnostic  group  as  the  cause 
of  the  wife’s  death. 

Suicide 

Suicide  rates  for  white  males  generally 
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increase  up  to  and  beyond  80  years  of  age. 
This  is  four  times  the  rate  for  women,  which 
increases  less  sharply  to  the  sixth  decade  and 
then  declines.14  Those  individuals  with  prob- 
lems of  alcoholism  and/or  affective  disorder 
may  be  at  much  greater  risk  of  suicide. 15  A 
diagnosis  of  alcoholism  with  loss  of  affectional 
relationship  is  highly  correlated  with  suicide, 
especially  within  the  first  six  weeks  following 
the  loss.15  Other  investigators  have  shown  that 
the  suicide  rate  within  the  first  four  years  of 
widowhood  is  2.4  times  greater  than  expected 
in  the  first  year,  and  1.4  times  greater  than 
expected  in  the  following  three  years.  These 
data  are  consistent  with  rate  changes  seen  in 
morbidity  after  bereavement.  Those  surviving 
the  suicide  of  a spouse  continue  to  be  a high 
risk  group  for  many  years  following  their 
partners’  deaths.16 

Social  Network 

External  support  within  the  context  of  social 
bonds  and  cultural  inhibition  of  satisfactory 
grieving  may  be  two  key  factors  to  under- 
standing the  markedly  increased  mortality  of 
widowers  in  early  months  of  bereavement.  It 
has  been  asserted  by  Henderson,  Duncan- 
Jones,  and  McAulev17  that  there  is  a strong 
inverse  relationship  between  social  bonds  and 
the  presence  of  neurotic  symptoms.  The 
deficiencies  found  in  the  social  bonds  are  not 
in  the  amount  of  time  spent  with  the  primary 
relationship  (parent-child,  spouse-spouse  re- 
lationship) but  the  affective  quality  of  the  time, 
lationship)  but  the  affective  quality  of  the 
time.17  Brown,  Bhrolchain,  and  Harris18  have 
suggested  that  the  presence  of  one  close,  con- 
fiding relationship  can  be  protective  against 
neurosis  during  stressful  times.  This  may 
represent  one  of  the  difficulties  a so  called 
“retired”  person  has,  if  his  or  her  major 
intimate  relationships  are  lost.  The  problem 
may  be  compounded  by  cultural  expecta- 
tions that  inhibit  expressions  of  grief,  seen 
particularly  in  males  in  some  cultures.1920-21 
Lack  of  support  for  grieving  is  seen  as  a ma- 
jor contributor  to  poor  outcome  of  grief, 
both  increased  morbidity  and  mortality.19- 211  22 
Older  persons,  due  to  poor  health,  social  or 
transportational  problems,  may  have  more 
trouble  attending  and  participating  in  funeral 
services  for  their  deceased  loved  ones.  This  is 
particularly  true  of  those  who  are  in  a nursing 
home  or  hospitalized  at  the  time  of  their  spou- 


ses’ deaths.  Inhibition  of  grieving  may  explain 
why  Volkan  found  that  persons  who  had  patho- 
logical mourning  reactions  often  had  not  been 
permitted  to  participate  fully  in  funeral  rites.2 1 

Clinical  Implications 

The  elderly  may  face  peculiar  difficulties  in 
achieving  a good  outcome  after  bereavement. 
They  are  already  at  a time  in  then’  lives  in  which 
one  normally  sustains  increasing  losses,  with 
decreasing  compensatory  gains.  Loss  of  occu- 
pation, community  and  financial  status,  health 
changes,  as  well  as  loss  of  friends  and  relatives 
to  death  all  contribute  to  a person’s  sense  of 
grief.24  Grief  is  an  undoubted  stress,  and  the 
elderly  are  physiologically  at  a disadvantage  in 
responding  to  stress.  It  has  been  shown  that 
they  have  decreased  immunological  responses25 
and  increased  hormonal  homeostatic  recovery 
times  following  stress.26  The  increased  stress  of 
grief  and  decreased  recovery  ability  may  con- 
tribute to  a syndrome  in  the  elderly  similar  to 
Schmale’s  “giving  up  - given  up  complex”.27 
This  syndrome  may  be  seen  in  the  feelings  of 
extreme  fatigue  and  “wish  to  die”  expressed  in 
older  persons’  suicide  notes,  compared  with 
more  frequently  expressed  “wish  to  kill  or  be 
killed”  found  in  younger  persons’  suicide 
notes.14 

The  primary  care  physician  needs  to  main- 
tain a high  index  of  suspicion  for  grief-like 
changes  in  the  elderly  patient  with  new  and 
vague  somatic  complaints,  autonomic  symp- 
toms, and  decreased  treatment  compliance.  In 
such  a case  it  is  useful  to  inquire  if  there  have 
been  any  significant  life  changes  recently, 
specifically  losses  mention  above.  Naturally,  if 
aware  of  recent  bereavement  in  an  individual, 
the  physician  will  already  be  alerted  and  able 
to  assist  with  judicious  use  of  medications  for 
acute  symptomatic  relief."  In  older  widowed 
persons,  this  may  mean  only  brief  use  of 
hypnotics  for  insomnia."  Psychiatric  evalu- 
ations and  treatment,  although  rarely  needed 
for  the  bereaved."  are  appropriate  if  the  prim- 
ary physician  observes  extreme  behavior  chang- 
es or  severe  resistent  depression."  This  clinician 
must  have  an  especially  high  degree  of 
suspicion  regarding  such  depressive  changes 
and/or  increased  alcoholic  intake  in  the  elderly 
widower,  recalling  the  increased  risk  of  suicide 
on  all  three  counts  of  being  a recently  bereaved 
older  male  with  an  alcoholic  or  affective 
disorder. 
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In  these  cases  the  physician  needs  to  include 
some  type  of  social  network  assessment  of  the 
patient,  being  alert  to  danger  signals,  such  as 
withdrawl  from  usual  social  context,  lack  of 
attendance  at  the  funeral,  increased  use  of 
alcohol  or  even  the  more  obvious  expressions 
of  depression.  It  is  useful  if  the  physician  is 
aware  of  community  resources  which  may 
include  legal  and  financial  advice,  and  self-help 
support  groups  that  can  meet  the  elderly 
bereaved’s  multiple  needs.  Preventive  inter- 
vention has  been  shown  to  significantly  lower 
morbidity  and  reduce  hospitalization  of  high 
risk  individuals.  The  National  Hospice  Organi- 
zation of  the  United  States  in  1979  adopted 
among  its  principles  and  standards,  the  deter- 
mination to  develop  “a  bereavement  program 
that  provides  a continuum  of  supportive  and 
therapeutic  services  for  the  family  . . . These 
will  be  employed  as  needed  to  support  the 
patient’s  family  for  at  least  one  year  following 
the  death.”28  Follow-up  care  for  the  bereaved 
may  be  done  by  a variety  of  persons  and  in 
most  cases  can  be  accomplished  by  checkup 
telephone  contact  at  regular  intervals  following 
bereavement,28- 2i*  Although  one  cannot  prevent 


bereavement,  the  alert  and  caring  primary 
physician  can  be  a major  force  in  reducing  the 
morbidity  and  mortality  associated  with  be- 
reavement. The  primary  physician  may  wish  to 
schedule  several  follow-up  visits  at  one  month, 
six  months  and  one  year  after  the  death  to 
monitor  danger  signals  and  to  assess  progress 
in  adjustment  to  bereavement,  as  well  as  to 
provide  the  extra  transitional,  humane  medical 
care  with  appropriate  referrals  that  may  be 
necessary  for  the  patient’s  successful  resolu- 
tion of  the  bereavement  process.7 

Summary 

During  the  bereavement  period,  the  elderly 
are  especially  vulnerable  to  an  increased 
morbidity  and  mortality.  This  fact  has  special 
clinical  implications  since  the  alert  clinician 
can  be  an  effective  intervener  in  preventing  or 
minimizing  these  consequences.  The  authors 
have  presented  a selective  review  of  this  area 
with  useful  reflections  upon  the  application  of 
accepted  techniques  that  a primary  care  giver 
could  consider  in  the  management  of  the 
elderly  bereaved. 
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FRACTURE  OF  THE  MONTH 

Fracture  Dislocation  of  the  Knee 
Managed  by  Closed  Reduction 


A healthy  20-year-old  man  fell  of 
his  motorcycle  injuring  his  left 
. leg.  When  examined  in  the 
emergency  room,  he  was  found  to  have  a 
swollen,  painful  left  knee  with  normal  neuro- 
vascular function  distal  to  the  injury.  X-rays 
showed  a comminuted  fracture  of  the  medial 
tibial  condyle.  The  femur  remained  articulated 
to  the  medial  condylar  fragment,  while  the 
lateral  fragment  and  shaft  displaced  outward. 
(Figure  1) 

The  purpose  of  this  presentation  is  to 
discuss  the  significance  of  this  injury  com- 
pared with  more  common  tibial  plateau  frac- 
tures and  to  describe  a technique  of  closed 
management,  which  minimizes  the  potential 
complications. 

Discussion 

Approximately  one  in  seven  fractures  of  the 
tibial  condyles  are  actually  fracture- disloca- 
tions of  the  knee.2  This  occurs  when  the 
condylar  fragment  is  sufficiently  large  to 
include  the  cruciate  and  collateral  ligament 
attachment  and  frequently  the  tuberosity 
attachment  of  the  patellar  tendon.  With 
fragments  of  this  type,  the  knee  joint  dislo- 
cates as  the  fragment  displaces  (Figure  2-3). 
These  injuries  contrast  with  the  more  common 
tibial  plateau  fractures  which  do  not  involve 
the  entire  condyle  and  usually  do  not  produce 
significant  instability  of  the  knee.  The  usual 
tibial  plateau  fracture  compresses  or  displaces 
the  central  articular  surface  without  significant 
injury  to  the  capsule  ligamentous  structure 
(Figure  2-1  & 2-2).  The  physician  treating  these 
injuries  should  be  alert  to  their  different 
implications  and  avoid  confusing  them.  A 
stable  lateral  plateau  fracture  should  rarely 
impair  knee  function.  In  contrast,  because  of 
its  displacement,  a fracture-dislocation  is 
likely  to  cause  neurovascular,  as  well  as  liga- 
mentous disruption. 

The  objective  of  managing  this  fracture- 
dislocation  should  be  to  reduce  and  to  stabilize 
the  joint  sufficiently  to  permit  prompt  restor- 


JOHN  F.  CONNOLLY,  M.D. 

Department  of  Orthopaedic  Surgery 
University  of  Nebraska  Medical  Center 
42nd  & Dewey  Avenue,  Omaha,  NE  68105 

JOSEPH  YAO,  M.D. 

Department  of  Orthopaedic  Surgery, 

Creighton  University  School  of  Medicine 
601  N.  30th,  Omaha,  NE  68132 

ation  of  motion.  Salter  and  others3  have  shown 
the  beneficial  effect  of  motion  in  promoting 
healing  of  articular  cartilage  and  ligaments. 
While  early  motion  after  articular  injury  has 
proven  beneficial  to  healing,  prolonged  im- 
mobilization frequently  encourages  articular 
adhesions  and  arthritic  breakdown. 

Over  vigorous  surgical  attack  on  the  fracture 
should  be  avoided  since  the  dissection  necces- 
sary  for  an  open  reduction  can  promptly 
devascularize  and  necrose  the  fracture  frag- 
ment. Ideally,  one  should  attempt  to  reduce 
the  fracture-dislocation  by  closed  means  and 
maintain  the  reduction  by  techniques  which 
permit  early  mobilization  of  the  joint. 

Management: 

Because  there  was  no  neurovascular  damage 
associated  with  this  injury,  the  patient  was 
taken  to  the  operating  room  on  the  day 
following  his  emergency  admission.  The  frac- 
ture was  reduced  by  applying  traction  directly 
to  the  extended  knee  with  the  patient  on  the 
fracture  table.1  The  soft  tissues  still  attached 
to  the  fracture  fragments  served  to  realign  and 
reduce  the  fracture  without  necessitating  open 
visualization  of  the  knee  (Figure  3).  Once 
reduced,  the  fracture  was  fixed  with  cancellous 
screws  inserted  percutaneouslv  under  image- 
intensified  fluoroscopic  control.  In  addition,  a 
cast-brace  was  applied  for  external  support  to 
allow  flexion  and  extension  of  the  knee  while 
preventing  torsional  loading.  The  cast-brace 
was  removed  eight  weeks  subsequent  to  the 
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Figure  1A  & B 

Anteroposterior  and  lateral  roentgenograms  at 
the  time  of  the  initial  injury  demonstrate  a fracture 
dislocation. 


Figure  2 

The  more  common  tibial  plateau  fractures  are  A displaced  fracture  of  the  lateral  condyle  with  its 

split  (1)  or  depression  fractures  (2)  which  do  not  cause  ligamentous  attachment,  as  illustrated  here  (3), 
knee  instability.  causes  knee  dislocation. 
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Figure  3 

Anteroposterior  and  lateral  roentgenograms  at 
the  time  of  closed  reduction  by  straight  longitudinal 
traction  demonstrate  good  reduction  of  the  joint 
surface. 


Figure  4 

Weight  bearing  roentgenograms  of  both  knees  314 
years  after  injury  show  satisfactory  union  of  the 
metaphyseal  fracture  with  no  varus  deformity  and 
with  normal  joint  space. 


injury  when  the  metaphyseal  bone  fragments 
had  healed  quite  adequately. 

The  patient  was  last  seen  3 Vis  years  after 
injury.  At  that  time  he  was  working  fulltime  as 
a farmer  without  pain  or  instability  in  the 
injured  knee  despite  daily  walking  on  uneven 
terrain.  He  had  a normal  gait  with  no 
perceptible  limp  and  could  move  the  injured 
knee  from  full  extension  to  130  degree  flexion. 
He  had  slight  laxity  of  the  anterior  cruciate 
ligament  but  did  not  experience  any  instability 
during  his  daily  activities.  X-rays  at  the  time  of 
the  last  visit  (Figure  4)  showed  adequate 
maintenance  of  the  knee  joint  without  evi- 
dence of  arthritic  changes. 

This  case  illustrates  that  closed  reduction 
supplemented  by  percutaneous  fixation  can  be 
safe  and  effective  in  managing  an  unstable 
fracture- dislocation  of  the  knee.  Additional 
support  by  a cast-brace  protects  the  knee  so 
that  motion  may  be  encouraged  while  the 
injury  heals.  A fracture-dislocation  of  the  knee 
should  be  recognized  for  its  potential  prob- 
lems and  particularly  should  be  distinguished 
from  the  more  common  plateau  fractures. 
Treatment  should  be  designed  not  only  to 
achieve  fracture  reduction  but  to  restore  joint 
motion  promptly. 
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PERINATAL  PAGE 


Pregnant  Women  with  the  Expanded 
Toxemia  Syndrome  Need  Special  Care 


JUDGING  from  consultations  and 
referral  patterns  to  the  Univer- 
sity Hospital,  pregnant  women 
with  toxemia  related  jaundice  are  being 
misdiagnosed.  For  more  than  100  years,  it 
has  been  recognized  that  liver  dysfunction 
during  pregnancy  may  be  a manifestation  of 
toxemia.1  The  term  EPH  gestosis  (edema, 
proteinuria,  hypertension)  is  widely  used  in 
Europe;  it  implies  that  pregnancy  abnor- 
malities other  than  simple  hypertension  are 
present.  We  have  suggested  using  type  A EPH 
gestosis  for  the  more  widely  recognized  form  of 
severe  preeclampsia  where  seizures  are  a risk, 
and  the  type  B for  the  form  with  multiple  organ 
defects.  A high  incidence  of  maternal  throm- 
bocytopenia and  liver  disease  with  type  B is 
expected  since  one  or  the  other  is  required  for 
its  diagnosis.2  We  have  also  described  as 
“impending”  gestosis  the  pregnant  patient 
who  has  multiple  organ  dysfunction  and  is 
pregnant,  but  without  hypertension,  protein- 
uria, or  edema. ; In  other  words,  gestosis 
without  the  “EPH”  part. 

Two  women  were  recently  transferred  to  our 
center  from  the  same  hospital. 

The  first  patient  was  a black  pregnant 
women  near  term  who  developed  obvious 
jaundice  with  right  upper  quadrant  pain.  On 
ultrasound,  there  was  a suggestion  of  gall- 
stones. The  patient’s  hematocrit  was  48%!  Her 
serum  SGOT  was  greater  than  250  units,  and 
total  bilirubin  was  8.9  mg%.  Diagnosis  was 
made  of  hepatitis,  and  the  patient  was 
delivered  by  cesarean  section  because  of 
decreased  fetal  movements  and  an  abnormal 
contraction  stress  test.  At  the  time  of  cesarean 
section,  the  liver  was  noted  to  be  boggy. 
Sometime  after  delivery  the  patient  was  noted 
to  have  thrombocytopenia  and  was  given 
heparin.  She  then  developed  a markedly 
distended  abdomen  and  was  transferred  to  our 
hospital.  She  had  a hematoma  of  the  ab- 
dominal wall  and  perineal  cavity;  management 
required  30  units  of  blood  and  fresh  frozen 
plasma.  There  was  considerable  discussion  as 


ROBERT  C.  GOODLIN 


to  the  etiology  of  her  jaundice,  with  the 
surgeons  and  internists  believing  that  it  was 
related  to  her  cholelithiasis.  Since  the  patient 
had  thrombocytopenia,  hypertension,  and  sig- 
nificant albuminuria,  and  when  her  infant  also 
developed  thrombocytopenia  and  liver  dys- 
function, we  believed  maternal  jaundice  re- 
flected the  expanded  toxemia  syndrome. 

The  second  pregnant  patient  was  white  and 
had  been  seen  repeatedly  at  term  for  right  up- 
per quadrant  pain  and  jaundice.  Her  blood 
pressure  had  remained  normal  throughout  her 
pregnancy.  She  was  eventually  seen  by  a 
physician  knowledgeable  in  the  liver  disorders 
associated  with  toxemia  (EPH  gestosis  type  B) 
and  a platelet  count  was  obtained.  This  was 
19,000/mnT.  She  was  transferred  immediately 
to  our  hospital.  After  platelet  transfusion, 
labor  was  induced  and  she  delivered  a 5 lb. 
infant  that  did  well.  Immediately  postpartum, 
with  ultrasound  examination,  a large  sub- 
capsular  liver  hematoma  was  observed.  Her 
referring  physicians  were  aware  of  the  associ- 
ation of  the  right  upper  quadrant  pain  and 
subcapsular  liver  hematoma  with  toxemia,  but 
because  she  had  never  been  hypertensive,  they 
excluded  this  diagnosis.  They  were  not  aware 
of  the  “impending”  gestosis  concept. 

The  literature  has  repeatedly  documented 
this  most  serious  complication  of  impending 
gestosis:  the  pregnant  woman  with  liver 

rupture  and  associated  thrombocytopenia  who 
has  only  minor  symptoms  of  hypertension  and 
edema.  Often  they  are  multigravidas  with  prior 
normal  pregnancies,  and  death  occurs  because 
of  exanguination.  Indeed,  we  repeatedly  hear 
of  these  pregnant  women  being  treated  for 
DIC  because  of  their  thrombocytopenia.4 

A third  case  was  referred  for  management  in 
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our  intensive  care  unit  for  jaundice  and 
thrombocytopenia  which  became  apparent 
during  labor.  Only  the  rapid  postpartum 
resolution  of  her  toxemia  symptoms  saved  her 
from  extensive  diagnostic  procedures. 

For  pregnant  women  with  acute  throm- 
bocytopenia, the  list  for  differential  diagnosis 
is  long.  During  preeclampsia,  there  is  almost 
always  a decrease  in  platelet  count.  The  degree 
of  thrombocytopenia  is  unrelated  to  the  degree 
of  the  other  toxemic  processes.  Such  throm- 
bocytopenias do  not  represent  DIC  and 
heparin  is  not  indicated.  Abnormalities  of  the 
microcirculation,  such  as  severe  vasoconstric- 
tion, produce  platelet  adhesions  as  well  as 
abnormalities  of  the  maternal  red  cells  (schis- 
tocytes),  suggesting  microangiopathic  hemo- 
lytic anemia.4 

When  the  primary  manifestation  of  the 
toxemic  process  is  liver  dysfunction,  the 
differential  diagnosis  is  especially  complex, 
but  the  availability  of  specific  tests  for  type  A 
and  B hepatitis  have  made  the  diagnosis 
somewhat  easier.  However,  if  the  woman  is 
more  than  20  weeks  pregnant  and  has  sudden 
occurrence  of  apparent  hepatitis  with  asso- 
ciated right  upper  quadrant  pain,  the  first 
diagnosis  to  be  ruled  out  is  EPH  gestosis  type 
B.  Otherwise,  in  our  experience,  the  patient  is 
often  treated  inappropriately.  Laboratory  tests 
which  point  to  a gestosis  diagnosis  are  associ- 
ated thrombocytopenia,  elevated  serum  amy- 
lase, signs  of  maternal  hypovolemia  such  as 
elevated  hematocrits,  fetal  growth  retardation, 
oligohydramnios  as  seen  on  ultrasound,  ele- 
vated BUN  (greater  than  11  mgm%),  and 
abnormal  renal  function.  Given  fetal  im- 
maturity, we  have  sometimes  carried  these 


pregnancies  with  fluid  volume  expansion  to  the 
point  of  fetal  viability.4  Otherwise,  with  this 
diagnosis  of  expanded  toxemia  syndrome,  the 
pregnancy  is  usually  terminated  in  a calm  and 
cautious  manner. 

Weinstein  has  called  the  expanded  toxemia 
the  HELLP  syndrome.  “H”  stands  for  hemo- 
lysis, “EL”  for  elevated  liver  enzymes,  and 
“LP”  for  low  platelets.5  This  seems  an 
unfortunate  term  for  several  reasons.  First, 
there  is  seldom  hemolysis  and,  and  as  noted 
above,  other  organ  systems  are  involved,  as 
indicated  bv  the  frequent  elevated  amylase 
levels  and  positive  platelet  antibodies  found  in 
many  of  these  pregnant  women.  Finally,  the 
term  itself  suggests  an  emergency.  Sometimes 
these  women  are  desperately  ill,  but  most 
often  the  expanded  toxemia  syndrome  devel- 
ops slowly;  if  there  is  need,  the  pregnancy  can 
be  maintained  for  weeks. 

Our  colleagues  in  other  specialties  (internal 
medicine,  surgery)  do  not  accept  the  “ges- 
tosis” concept  which  is  often  to  the  patient’s 
apparent  disadvantage.  The  important  feature 
of  the  expanded  toxemia  syndrome  is  to 
recognize  its  existence  and  to  appropriately 
treat  it  as  a complication  of  pregnancy. 
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PATIENT  EDUCATION 


Increasing  Medication  Compliance 

for  the  Elderly  Patient  and  the 

Patient  with  Inadequate  Reading  Abilities 


IT  is  not  just  frustrating  to  the 
physician  to  learn  that  a patient 
has  been  taking  medicine  on  a 
haphazard  basis,  such  as  taking  “only  white 
pills  today,”  but  that  it  is  often  dangerous.  The 
problem  of  adequately  explaining  medication 
schedules  to  the  elderly  as  well  as  to  the 
functionally  illiterate  is  an  increasing  chal- 
lenge, as  these  people  represent  over  25,000,000 
of  our  population  and  their  number  is  increasing 
rapidly.  This  paper  will  briefly  discuss  several 
ways  of  increasing  compliance  of  medication 
regimens  with  special  emphasis  on  adequate 
explanations  of  medication  schedules. 

Many  times  patients  are  left  only  with 
instructions  on  their  medication  containers.  In 
addition  to  verbal  instructions,  written  in- 
structions left  with  the  patient  has  the 
advantage  that  if  a patient  becomes  confused 
over  the  instructions  received  verbally,  he  can 
refer  to  a supplementary  sheet  at  home. 

As  another  aid  for  those  patients  that  need 
additional  assistance  beyond  written  and 
verbal  instructions,  symbolic  directions  can  be 
used.  As  noted  in  the  photograph,  pictures 
illustrating  time  of  day  by  a drawing  of  the 
rising  sun  and  moon,  and  a drawing  of  a table 
setting  to  note  meal  times  can  be  used  to  help 
people  who  cannot  read  to  remember  when  to 
take  their  medicines.  Placing  a xerox  copy  of 
the  symbolic  directions  in  a photo  album  sheet 
(cost  is  less  than  25  cents)  and  then  cutting  out 
life  size  colored  samples  of  tablets/capsules  or 
drawings  of  a spoon,  each  placed  opposite  the 
symbol  representing  the  time  you  want  the 
medication  taken,  will  help  make  instructions 
more  graphic  and  hopefully  easier  to  follow. 
The  plastic  cover  holds  everything  firmly  in 
place  as  well  as  protecting  it  from  moisture, 
etc.  Changes  can  be  made  by  simply  deleting 
or  adding  new  pictures  of  the  medication. 
Additional  instructions  such  as  skin  care,  diet 
information,  appointment  dates,  etc.,  can  be 
placed  in  between  the  back  plastic  cover  of  the 
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album  sheet.  In  a detailed  study  done  on  the 
feasibility  of  using  symbolic  directions,1  it  was 
noted  that  the  use  of  symbols  is  not  the  sole 
answer  to  the  problem  of  assisting  patients 
with  inadequate  reading  abilities,  but  that  they 
should  be  accompanied  by  oral  reinforcement. 


Photograph  1 
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Other  suggestions  for  monitoring  and  for 
increasing  compliance  with  medication  regi- 
mens for  the  elderly  patient  and  for  patients 
with  inadequate  reading  abilities  include: 

1)  Have  patients  bring  in  their  medicines 
during  appointments  so  that  a quick  count 
might  be  made  of  remaining  pills,  etc.,  so  as  to 
ascertain  the  amount-  of  medication  being 
taken. 

2)  Do  not  give  multiple  refills  or  pre- 
scriptions for  large  amounts  of  medications  if 
there  is  doubt  about  compliance  with  instruc- 
tions. 

3)  Give  verbal,  written,  as  well  as  visual 
instructions,  such  as  those  already  illustrated. 

4)  Use  liquid  dosages  as  possible  for  elderly 
who  might  have  difficulty  swallowing  tablets. 
However,  this  may  not  be  appropriate  if  a 
patient  does  not  have  steady  enough  hands  to 
pour  and  take  the  medicine  in  a liquid  form.3 

5)  If  a patient  balks  at  taking  a large  number 
of  different  medications,  logically  select  out 
the  most  important  ones  and  elicit  an  agree- 
ment or  “contract”  with  the  patient  to  take  the 
limited  number  without  fail. 

6)  Patients  should  be  encouraged  to  carry  a 
personal  wallet  size  medication  record  card. 
These  cards  are  generally  prepared  and 
updated  by  the  pharmacist.3  Besides  providing 
helpful  information  to  different  physicians  in 
case  of  an  emergency,  the  care  could  provide 
life  saving  information. 

7)  When  possible  and  practical,  use  phar- 
macies that  make  home  deliveries. 

8)  “Child  proof’  containers  may  be  too 


difficult  for  the  weak  or  arthritic  patient  to 
open. 

9)  When  possible,  avoid  medications  that 
taste  bad  to  a patient.  For  example,  in  one 
study  drug  default  by  schizophrenic  patients 
was  alleviated  by  using  chlopromazine  syrup 
instead  of  tablets.2 

10)  Initially,  see  the  patient  again  in  your 
office  on  an  earlier  basis  than  you  might 
otherwise  do  until  you  and  your  patient  gain 
confidence  that  medications  are  being  taken 
appropriately. 

11)  For  some  patients,  plastic  calendar  type 
pill  boxes  may  be  useful.  Some  of  these 
organize  drugs  up  to  four  times  a day,  seven 
days  a week,  and  have  braile  markings  for 
those  with  visual  handicaps. 

12)  Lack  of  desired  medical  response  may 
indicate  that  the  patient  is  not  taking  medica- 
tions as  directed;  if  the  above  approaches  have 
not  helped,  a third  party  may  be  necessary  to 
see  that  medications  are  taken  as  directed. 

13)  Last  but  not  least,  be  patient  and  allow 
yourself  the  amount  of  time  necessary  to  help 
these  patients  understand  why  and  how  they 
are  to  take  their  medications. 
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"MEDICINE  IN  TRANSITION" 

SHRINKING  THE  SYSTEM  — 

THE  PROVIDER  COST  SHIFT 

Our  health  care  system  in  this  country  is  in  a 
severe  marketplace  failure.  This  is  reflected  in 
our  present  health  care  expenditure  of  one 
billion  dollars  daily.  Over  the  past  several 
decades,  abundant  subsidies,  preferential  tax 
treatment,  entitlement  programs,  and  bottom 
dollar  insurance  coverage  have  shielded  the 
consumer  from  the  actual  cost  of  medical  care 
and  markedly  enlarged  the  system.  Removing 
the  consumer  from  the  economic  transaction 
has  resulted  in  uncontrollable  costs.  There- 
fore, the  provider  who  has  practiced  in  a 
conservative,  cost-effective  manner  has  not 
been  rewarded,  and,  more  likely,  penalized 
financially  and  professionally.  A true,  competi- 
tive marketplace  competes  on  the  basis  of 
quality,  price,  and  availability.  We  have  lost 
the  “price”  as  the  system  is  not  sensitive  to  the 
marketplace  and  as  a result,  cost  is  a problem. 
We,  indeed,  have  developed  the  best  and  most 
accessible  health  care  system  the  world  has 
known.  However,  this  health  care  system  is 
elaborate  and  not  cost-effective.  Unfortunately, 
the  only  alternative  to  a sound  marketplace  to 
control  cost  is  regulation,  and  with  a regulated 
system,  one  would  ultimately  expect  a break- 
down in  quality  and  eventually  scarcity  and 
rationing.  Government,  who  had  a major  role  in 
building  this  elaborate  system,  now  plans  to 
control  cost  by  further  regulation  and  by 
“shrinking  the  system”.  There  isn’t  any  ques- 
tion about  the  fact  that  the  system  is  going  to 
shrink.  Prospective  pricing  (DRG’s)  for  the 
hospitals  is  the  law  of  the  land,  and  functionally 
is  the  equivalent  of  wage  and  price  control. 
The  government  will  be  able  to  ratchet  that 
down  where  it  is  needed  to  control  cost. 
Indeed,  it  is  anticipated  the  result  will  be  a loss 
of  1000  “inefficient”  hospitals. 

The  physician  is  not  going  to  be  left  out. 
Congress  has  agreed  to  a freeze  on  physician 
fees  effective  July  1,  1984,  and  mandatory 
assignments  will  not  be  far  behind.  Mandatory 
assignments  will  give  the  government  the 


Herbert  E.  Reese,  M.D. 


necessary  tools  to  further  ratchet  down  phy- 
sician fees  to  control  cost.  Politicians  abhor 
further  cost  shift  to  the  elderly.  Without 
changes  in  the  benefits  and  the  resistance  of 
other  segments  of  society  to  bear  the  cost  shift, 
where  does  the  cost  shift  go?  It  goes  to  the 
provider.  This  is  the  provider  cost  shift. 

The  old  economic  adage  has  never  been 
more  true.  Whoever  pays  for  a service  will 
control  that  service.  We  are  in  a remarkable 
transition  with  a change  in  the  actual  delivery 
system  in  the  name  of  “pro  competition”  and 
cost  containment.  The  proliferation  of  HMO’s, 
PPO’s,  IPA’s,  closed  staff  and  proprietaries 
are  but  a few  of  the  obvious  changes  in  the 
actual  delivery  system.  Many  of  these  will  be 
restrictive  to  the  entry  into  the  system,  not 
only  of  the  consumer  but  also  the  provider,  and 
will  be  a further  roadblock  to  restore  a sound, 
competitive  marketplace.  Our  patients  will 
find  themselves  in  a unique  triangle.  The 
government  or  others  will  act  as  the  contractor 
and  the  physician  will  have  the  role  of  the 
subcontractor.  The  many  conflicts  of  interest 
arising  in  this  triangle  are  clearly  apparent. 
The  traditional  contract  between  physician 
and  patient  assured  the  physician  as  the 
patient’s  advocate  with  the  best  and  most  cost- 
effective  medical  care.  Many  of  the  new 
systems  try  to  curtail  access  to  services  in 
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order  to  relieve  payers  of  the  consequences, 
and  there  will  be  ever  increasing  coercion  in 
this  direction.  It  would  appear  that  our 
patients  will  not  benefit  from  these  govern- 
mental changes. 

Through  all  these  transitions,  we  as  phy- 
sicians will  have  to  adhere  to  our  principles 
and  do  what  is  best  for  our  patients  and  our 
communities.  Through  our  communities,  our 
hospitals,  our  organizations,  and  our  govern- 
ment, we  will  need  to  be  the  leaders.  We  need 


Coming  Meetings 

1984  FALL  SESSION  — Sept.  13-15 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  - 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  - April  25-28  - 
Omaha  Marriott 

1986  FALL  SESSION  - Sept.  25-27 
Lincoln  Cornhusker. 


CREIGHTON  UNIVERSITY 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  Aug.  15- 
23  and  Aug.  23-31,  1984,  Stockholm, 

Sweden.  Course  Director:  Michael  H. 

Sketch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

FAMILY  MEDICINE  UPDATE,  Sept.  1-2, 
1984,  Okoboji,  Iowa.  Course  Director:  Fred 
J.  Pettid,  M.D.  For  information:  CME  office 
(402)  280-2550. 


to  work  for  change  in  the  financial  systems; 
that  is  to  restore  sound  marketplace  principles 
which,  indeed,  produce  the  best  service  at  the 
least  cost  rather  than  the  complete  change  in 
the  delivery  system.  We  are  the  only  ones  who 
understand  the  principles  and  ethics  of  medi- 
cal practice.  We  must  be  active  and  innovative 
in  true  cost  management  as  no  one  else  can  do 
as  well.  The  system  is,  indeed,  shrinking  and 
the  cost  shift  emphasis  is  to  the  provider;  but 
we  must  remain,  as  always,  the  patient’s 
advocate.  Who  else  can  do  it? 

Herbert  E.  Reese,  M.D. 


INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  Sept.  4- 
12  and  Sept.  12-20,  1984,  Oxford,  England. 
Course  Director:  Michael  H.  Sketch,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

SPECIAL  PROBLEMS  IN  DERMA- 
TOLOGY, Nov.  25-30,  1984,  Nassau, 

Bahamas.  Program  Co-Directors:  Ramon 
Fusaro,  M.D.,  Ph.D.  and  Edward  A.  Krull, 
M.D.,  Henry  Ford  Hospital.  For  information: 
CME  office  (402)  280-2550. 

INFECTIOUS  DISEASES/METABOLIC 
BONE  DISEASE,  Ixtapa,  Mexico.  Series  of 
week-long  seminars  beginning  Nov.  28,  1984 
and  ending  Apr.  10,  1985.  Program  Director: 
W.  Eugene  Sanders,  Jr.,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

PRACTICAL  CARDIOLOGY,  Dec.  1-8,  1984, 
Freeport,  Bahamas.  Program  Director: 
Joseph  D.  Lynch,  M.D.  For  information: 
CME  office  (402)  280-2550. 
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UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AMA  Cat.  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 

THIRD  ANNUAL  KU  SUMMER  MEDICAL 
SYMPOSIUM,  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN  - August  2-5, 
1984.  Sponsors:  University  of  Kansas  College 
of  Health  Sciences  and  Hospital,  Division  of 
Health  Care  Outreach  and  Continuing  Edu- 
cation; University  of  Kansas  School  of 
Medicine  — Wichita,  Division  of  Post- 
graduate Education;  KU  Alumni  Association 
and  Medical  Alumni  Association.  Location: 
The  Broadmoor  Hotel  and  Convention 
Center,  Colorado  Springs,  Colorado.  Credit: 
12  hrs.  AMA  Category  I;  12  hrs.  AAFP;  12 
hrs.  AOA  Category  2-D.  Fee:  $325.  Contact: 
Jan  Johnston,  Office  of  Continuing  Educa- 
tion, University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City,  KS 
66103,  (913)  588-4480. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
September  6-7,  November  29-30,  1984  and 
February  21-22,  June  13-14,  1985.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 


BASIC  AND  CLINICAL  ELECTRORETI- 
NOGRAPHY  (ERG),  ELECTROOCU- 
OGRAPHY  (EOG),  AND  VISUAL  EVOKED 


RESPONSE  RECORDING  — September 
14,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Fee:  $140.  Credit:  AMA  Cat.  I 

- 7 hrs.  Speakers:  R.  S.  Crockett,  Ph.D., 
Theodore  Lawwill,  M.D.,  Werner  K.  Noell, 
M.D. 

REHABILITATION  AND  CONTINUING 
CARE  IN  CANCER  — September  27-28, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Doubletree  Hotel,  10100 
College  Blvd.,  Overland  Park,  Kansas. 
Credit:  AMA,  AAFP,  CNE,  SW.  Fee:  TBA. 

RESEARCH  DAY  — October  5,  1984.  Spon- 
sor: University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I - 7 hrs.  Fee:  TBA. 

39TH  ANNUAL  INTERNAL  MEDICINE 
SYMPOSIUM  — October  18-19,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  Kansas. 
Credit:  AMA  Cat.  I,  AAFP.  Fee:  TBA. 

MEDICINE  AND  RELIGION:  THE  FAMILY 

— October  23-24,  1984.  Sponsor:  Univer- 
sity of  Kansas  Medical  Center.  Sponsor: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE,  SW.  Fee:  TBA. 

ANNUAL  DIABETES  SYMPOSIUM  — 
November  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE.  Fee:  TBA. 

LEUKEMIA  SOCIETY  ANNUAL  SYM- 
POSIUM — November  9,  1984.  Sponsor: 
University  of  Kansas  Medical  Center  and 
The  Leukemia  Society  of  American,  Inc., 
Metropolitan  Kansas  City  Chapter.  Loca- 
tion: Alameda  Plaza  Hotel,  Wornell  at  Ward 


284 


Nebraska  Medical  Journal  August  1984 


Parkway,  Kansas  City,  Missouri.  Credit: 
AMA  Cat.  1,  AAFP.  Fee:  TBA. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Boulevard 
Ixtapa,  Ixtapa,  Mexico.  Credit:  30  hrs.  AMA 
Cat.  I,  30  hrs.  AAFP,  30  hrs.  ACOG.  Fee: 
$250. 


UNIVERSITY  OF  COLORADO 

For  additional  information  on  the  following 
University  of  Colorado  meetings  contact:  The 
Office  of  Postgraduate  Medical  Education, 
The  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone:  (303)  394- 
5241. 

DYNAMIC  PSYCHOTHERAPY  — July  30  - 
August  3,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  18 
Category  I AMA  hours,  18  APA  hours. 


PEDIATRIC  SPORTS  MEDICINE  — August 
4-5,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  9lA  Cate- 
gory I AMA  hours,  9V2  prescribed  AAFP 
credit  hours,  9^2  Category  2-D  AOA  hours. 


27TH  ANNUAL  PEDIATRIC  PROGRAM  - 
August  6-9,  1984.  Place:  Given  Institute  of 
Pathobiology,  Aspen,  Colorado.  Hours:  21 
Category  I AMA  hours,  21  prescribed  AAFP 
credit  hours,  21  Category  2-D  hours. 

HIGH  ON  THE  FOOT  - August  8-9,  1984. 
Place:  Marriott  Mark  Resort,  Vail,  Colorado. 
Hours:  13  Category  I AMA  hours,  13 
prescribed  AAFP  credit  hours,  13  Category 
2-D  AOA  hours. 


10TH  ANNUAL  PRIMARY  CARE  ORTHO- 
PEDICS — August  9-12,  1984.  Place:  Given 
Institute  of  Pathobiology,  Aspen,  Colorado. 
Hours:  21  Category  I AMA  hours,  21 
prescribed  AAFP  credit  hours,  21  Category 
2-D  AOA  hours. 

PRIMARY  CARE  OF  THE  BACK  — August 
12-14,  1984.  Place:  Given  Institute  of  Patho- 
biology, Aspen,  Colorado.  Hours:  14  Cate- 
gory I AMA  hours,  14  prescribed  AAFP 
credit  hours,  14  Category  2-D  AOA  hours. 

KIDNEY  DISEASE,  HYPERTENSION  AND 
DISORDERS  OF  FLUIDS  AND  ELEC- 
TROLYTES — August  14-18,  1984.  Place: 
Given  Institute  of  Pathobiology,  Aspen, 
Colorado.  Hours:  19  Category  I AMA  hours. 
19  prescribed  AAFP  credit  hours,  19  Cate- 
gory 2-D  AOA  hours. 

UNIVERSITY  OF  COLORADO  INTERNAL 
MEDICINE  BOARD  REVIEW  COURSE 
— August  27-31,  1984.  Place:  Denison 
Auditorium,  University  of  Colorado  School 
of  Medicine,  Denver,  Colorado.  Hours:  44 
Category  I AMA  hours. 

FAMILY  PRACTICE  REVIEW  — Septem- 
ber 10-15,  1984.  Place:  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Hours:  40  Category  I 
AMA  hours,  40  prescribed  AAFP  credit 
hours,  40  Category  2-D  AOA  hours. 


SCHEDULED  MEETINGS 

52ND  ANNUAL  POSTGRADUATE 
ASSEMBLY  — Omaha  Mid-West  Clinical 
Society,  October  29,  30,  31,  1984,  The  Red 
Lion  Inn,  Omaha.  For  information  contact: 
Miss  Lorraine  E.  Seibel,  Executive  Secre- 
tary, Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  #210-A,  Omaha,  NE 
68114. 
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In  Memoriam 


Emery  W.  Carlson,  M.D.  — (Born  July  19, 
1909  - died  May  15,  1984)  — Medical 
Specialty  — General  Practice.  Doctor  Carlson 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1938.  He  was  a 
member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association.  He 
is  survived  by  his  wife,  Elvera;  children,  J. 
Paul,  M.D.,  St.  Louis,  MO,  Mark,  Tucson, 
AZ,  Erleen  Christensen,  Lawrence,  KS,  and 
Faith,  Omaha. 


Welcome  New  Members 


By  medicine  life  may  be  prolong'd 


yet  death 

Will  seize  the  doctor  too. 


— Shakespeare 


Joseph  N.  Marcus,  M.D. 
601  No.  30th 
Omaha,  NE  68131 


Aina  I.  Silenieks,  M.D. 


Dept,  of  Pathology 


601  No.  30th 


Gary  F.  Moore,  M.D. 

Dept,  ENT 

UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 


Omaha,  NE  68131 


Lary  A.  Robinson,  M.D. 
Dept,  of  Surgery 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 


Jan  D.  Smith,  M.D. 

Dept,  of  Anesthesiology 
UNMC  - 42nd  & Dewey  Ave. 
Omaha,  NE  68105 
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WashingtoNotes 

Surgeon  General’s  Report  on  Smoking 

Physicians  can  play  an  important  role  in 
reducing  chronic  lung  disease  which  claims 
50,000  lives  each  year  from  cigarette  smoking, 
stresses  the  1984  Surgeon  General’s  Report  on 
Smoking  released  in  May. 

Cigarette  smoking  causes  80-90%  of  all 
cases  of  chronic  obstructive  lung  disease.  In 
many  studies,  heavy  smokers  experienced  30 
times  the  chronic  lung  disease  mortality  rate  of 
non-smokers,  said  Surgeon  General  C.  Everett 
Koop,  M.D.,  in  a Washington  press  conference. 

For  the  first  time,  the  report  describes  the 
actual  mechanism  of  disease:  the  inflammatory 
response  to  smoke  produces  high  levels  of 
elastase,  an  enzyme  that  degrades  lung  tissue; 
at  the  same  time,  smoke  inactivates  alphal- 
antiprotease,  the  protein  that  blocks  elastase 
activity.  Excess  elastase  can  lead  to  diseases 
such  as  emphysema,  according  to  the  report. 

It  also  underlines  the  need  for  physicians  to 
promote  quitting.  “I  am  happy  to  report  that 
we  physicians  have  for  the  most  part  aban- 
doned cigarette  smoking;  only  10%  of  us  still 
smoke,  compared  to  more  than  half  in  all 
physicians  and  surgeons  just  a few  years  ago,” 
said  Dr.  Koop. 

Just  days  prior  to  the  report,  Dr.  Koop 
called  for  a smoke  free  society  by  year  2000, 
echoing  AMA’s  1983  policy  statement. 

* * * 

New  Cigarette  Labels 

After  months  of  negotiating  between  health 
and  tobacoo  groups,  Congress  is  on  the  verge 
of  approving  explicit  warning  label  legislation 
that  stresses  the  specific  risks  of  cigarette 
smoking. 

If  approved  in  June  as  expected,  cigarette 
packages  would  contain  a different  warning 
every  three  months: 

— “Smoking  causes  lung  cancer,  heart  di- 
sease, emphysema,  and  may  complicate  preg- 
nancy”, 

— “Smoking  by  pregnant  women  may  result 
in  fetal  injury,  premature  birth,  and  low  birth 
weight  infants”,  and 


— “Cigarette  smoke  contains  carbon 
monoxide”. 

The  new  labels  would  be  printed  in  a heavily 
bordered  rectangle  50%  larger  than  the  cur- 
rent label.  Similar  warnings  would  be  used  in 
cigarette  advertisements  on  billboards. 

* * * 

‘Deadly  Dozen’  Targeted  in 
Congressional  Races 

An  anti-abortion  political  action  campaign 
announced  in  May  its  “hit  list”  of  the  twelve 
members  of  Congress  it  plans  to  attack  in 
November’s  election. 

The  Congressional  “Deadly  Dozen”  were 
chosen  for  their  positions  on  abortion  funding, 
fetal  research,  the  confirmation  of  Surgeon 
General  C.  Everett  Koop,  Planned  Parenthood, 
and  the  Equal  Rights  Amendment. 

The  votes  of  the  targeted  members  have 
“helped  to  kill  more  than  17  million  innocent 
pre-born  children,”  said  Rick  Woodrow,  Exe- 
cutive Director  of  the  Life  Amendment  Politi- 
cal Action  Committee  (LAPAC). 

The  list  includes  Sens.  Carl  Levin  (D-MI), 
Max  Baucus  (D-MT),  Joseph  Biden  (D-DE), 
and  Reps.  Ike  Andrews  (D-NC),  Peter  Kost- 
mayer  (D-PA),  Bob  Carr  (D-MI),  Jerry  Patter- 
son (D-CA),  Ronald  Dellums  (D-CA),  Sher- 
wood Boehlert  (R-NY),  Bob  Edgar  (D-PA), 
Clarence  Long  (D-MD),  and  Jim  Jones  (D- 
OK). 

LAPAC  plans  to  spend  roughly  $50,000  to 
unseat  each  candidate,  advertising  his  pro- 
abortion voting  record  on  television,  radio  and 
in  newspapers. 

* * * 

House  Committee  Approves 
New  Organ  Bill 

On  May  1,  the  House  Energy  and  Commerce 
Committee  passed  a bill  which  would  author- 
ize $40  million  over  four  years  for  grants  to 
agencies  that  arrange  for  organ  donations,  and 
$30  million  over  two  years  to  provide  drugs 
needed  by  organ  recipients.  It  also  sets  up  a 
national  transplantation  network  for  matching 
organs  to  needy  patients. 

The  House  bill,  HR-5580,  does  not  include 
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the  controversial  provisions  listed  in  an  earlier 
version,  HR-4080,  which  permitted  Medicare 
to  limit  coverage  for  all  procedures  — not  just 
transplants  — to  selected  patients,  practi- 
tioners, and  institutions. 

* * * 

FDA  Commissioner  Selected 

Frank  E.  Young,  M.D.,  Dean  and  Vice 
President  of  Health  Affairs  at  the  University  of 
Rochester  School  of  Medicine  & Dentistry  has 
been  selected  as  the  new  Commissioner  of  the 
Food  and  Drug  Administration. 

A microbiologist,  Dr.  Young  has  devoted 
several  years  to  the  study  of  genetic  cloning 
and  mapping  of  bacteria.  Most  recently,  he 
published  papers  on  the  cloning  of  a Strep- 
tomyces  neomycin-resistant  gene  into  E.  coli, 
cloning  of  a gonorrhea  plasmid  into  E.  coli, 
and  cloning  of  an  E.  coli  gene  into  Bacillus 
subtilis. 

Dr.  Young  will  begin  his  appointment 
sometime  after  July.  He  is  a member  of  the 
American  Medical  Association,  the  American 
Association  of  Medical  Colleges,  the  American 
Association  of  Pathologists,  and  the  American 
Society  of  Microbiologists. 

* * * 

Rx-to-Consumer  Advertising  Study  Done 

The  Food  and  Drug  Administration  in  May 
completed  a study  that  measured  recall, 
knowledge,  and  attitudes  of  roughly  1500 
consumers  about  prescription  drugs.  The 
agency  is  now  preparing  a regulation  that  could 
permit  limited  prescription  drug  advertising  by 
drug  companies  aimed  directly  at  consumers. 

* * * 

Video  Terminals  No  Hazard, 

Physicians  Tell  Congress 

Video  display  terminals  (VDTs)  pose  no 
serious  hazard  to  vision  or  pregnancy,  phy- 
sicians told  members  of  a subcommittee  of  the 
House  Education  and  Labor  Committee  during 
investigative  hearings  in  May. 

Since  the  early  1970s,  when  the  use  of  VDTs 
became  widespread,  there  have  been  reports 
of  health  effects  produced  by  radiation  emis- 


sion. The  most  serious  complaints  focused  on 
cataracts,  miscarriages  and  birth  defects. 

The  level  of  radiation  emitted  from  VDTs  is 
insufficient  to  cause  spontaneous  abortions  or 
birth  defects,  said  Marcus  B.  Bond,  M.D.,  of 
the  American  College  of  Obstetricians  and 
Gynecologists  (ACOG). 

Both  groups  ACOG  and  the  American 
Academy  of  Ophthalmology  agreed  that  fati- 
gue and  physical  discomfort  may  result  from 
VDT  use.  Improper  illumination,  glare,  a 
poorly  designed  workstation,  and  other  stress 
factors  should  be  changed  to  improve  the 
working  environment,  they  said. 

* * * 

Vaccine  Compensation  Bill  Heard 

When  an  individual  is  vaccinated,  society  is 
protected  from  disease.  It  is  only  fair  for 
society  to  protect  the  individual  from  the  risks 
of  vaccination,  say  supporters  of  the  newly 
proposed  National  Childhood  Vaccine-Injury 
Compensation  Act. 

“Large  scale  participation  in  the  immuniza- 
tion program  is  essential  for  its  success.  Thus, 
there  should  be  a public  commitment  to  assure 
some  form  of  compensation  to  those  un- 
avoidably injured,”  said  sponsor  Sen.  Paula 
Hawkins  (R-FL)  in  May  hearings  on  the  new 
bill  before  the  Senate  Committee  on  Labor 
and  Human  Resources. 

The  bill  should  ease  the  concerns  of  both 
parents  and  vaccine  manufacturers,  said  Sen. 
Hawkins.  By  promising  reimbursement  for  the 
medical  expenses  that  result  from  adverse 
reactions,  it  may  restore  public  confidence  in 
the  nation’s  vaccination  program.  By  assuming 
liability  for  these  adverse  effects,  it  may 
encourage  drug  companies  to  stay  in  the 
vaccine  business. 

If  the  bill  is  passed,  physicians  can  expect: 

— mandatory  recording  requirements  for 
each  vaccine’s  lot  and  number,  plus  the 
physician’s  name  and  address. 

— mandatory  reporting  requirements  of 
every  serious  reaction  occurring  within  30  days 
after  vaccination. 

— new  regulations  describing  “high  risk” 
groups  and  instances  when  vaccination  should 
be  delayed  or  avoided  altogether. 
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All  childhood  vaccines  mandated  by  state 
laws  would  be  covered:  diphtheria,  tetanus, 
pertussis,  measles,  mumps,  rubella  and  polio. 

Although  the  AMA  supports  the  concept,  it 
has  several  major  criticisms:  the  court  system 
route  should  be  closed  altogether,  not  left  as 
an  alternative  route;  specific  vaccine  injuries 
should  not  be  listed  in  legislation,  because 
there  are  too  many  variables;  general  revenue 
funding,  not  surcharges,  should  finance  the 
program;  and  the  list  of  high-risk  groups  and 
specific  adverse  effects  should  be  eliminated, 
because  it  interferes  with  professional  judg- 
ment, according  to  Alan  Nelson,  M.D.,  a 
Member  of  the  AMA  Board  of  Trustees  who 
testified  during  the  hearing. 

* * * 

Animal  Research  Once  Again  Under  Fire 

Yielding  to  public  opposition,  researchers 
are  turning  away  from  large-scale  unnecessary 
use  of  laboratory  animals,  according  to  partici- 
pants in  a May  symposium  sponsored  by  the 
National  Coalition  for  Science  and  Technology. 

“There  has  been  a silent  psychological 
change  among  toxicologists,  lab  managers,  and 
members  of  the  public.  There  is  increasing 
sensitivity  to  animals  as  living  beings,”  said 
Lawrence  E.  Cunnick,  President  of  the  con- 
sulting firm  Biocon,  Inc. 

“We  all  have  a stake  in  eliminating  un- 
necessary animal  testing  and  accelerating  good 
research,  said  Donald  Stein,  Ph.D.,  of  Clark 
University  and  Chairman  of  the  Coalition.  “For 
anyone  engaged  in  biomedical  research,  the 
value  of  their  work  depends  on  maintaining  the 
health  and  welfare  of  their  animals  to  the 
highest  degree  possible.” 

Animals  may  always  be  essential  to  our 
understanding  of  surgical  techniques,  immune 
responses,  and  any  basic  biological  function. 
Tissue  pathology  is,  in  many  cases,  an  impor- 
tant experimental  endpoint. 

Their  emotional  appeal  creates  problems  for 
researchers,  however.  Public  uproar  over 
animal  care  has  resulted  in  a flurry  of  new 
rules. 

The  pressure  toward  decreasing  animal  use 
is  apparent  in  every  corner: 

Private  Industry.  Increasing  numbers  of 


industries  are  upgrading  their  toxicology 
methods.  Proctor  & Gamble  Co.  has  developed 
an  alternative  to  the  Draize  eye  irritation  test 
and  now  uses  the  Ames  bacterial  assay  instead 
of  live  animals  in  first  level  mutagenicity 
screenings.  Smith  Kline  & French  is  offering 
Animals  Welfare  Achievement  Awards  to 
encourage  conservation  of  animals  and  new  in- 
vitro  techniques.  Revlon  reports  a 20%  re- 
duction in  the  number  of  animals  used;  Avon,  a 
33%  reduction;  and  Colgate  Palmolive,  a 50% 
reduction. 

Academic  institutions.  Increasingly,  toxi- 
cologists are  experimenting  with  bacteria, 
yeast,  fruit  flies,  cell  cultures,  and  even 
computers  to  test  chemicals.  The  University  of 
Texas  Medical  Branch’s  Integrated  Functional 
Lab  uses  an  Apple  II  Plus  Computer  to 
simulate  the  physiological  functions  of  animals, 
thus  reducing  the  number  of  animals  needed 
for  lab  instruction.  At  Rockefeller  University, 
Dennis  Stark,  DVM,  Ph.D.,  has  reproduced 
the  chemical  hallmarks  of  irritancy  — tradi- 
tionally obtained  by  gross  visualization  using 
the  Draize  test  — in  chemical-sensitive  cell 
cultures. 

Congress.  At  least  four  bills  focus  attention 
on  the  use  and  care  of  lab  animals  in  research: 
S-657,  introduced  by  Sen.  Robert  J.  Dole  IR- 
KS); S-773  containing  a provision  inserted  by 
Sens.  Orrin  Hatch  (R-UT)  and  Edward  Ken- 
nedy (D-MA);  HR-2350,  introduced  by  Reps. 
Doug  Walgren  (D-PA)  and  Edward  R.  Madigan 
(R-IL)  and  passed  by  the  House  last  Novem- 
ber; and  HR-5098,  newly  introduced  by  Rep. 
Robert  Torricelli  (D-NJ). 

State  Legislators.  This  year  alone,  there 
have  been  an  estimated  120  state  bills  intro- 
duced involving  animals;  of  these,  at  least  20 
directly  relate  to  lab  animals. 

Federal  agencies.  The  National  Institutes 
of  Health  recently  unveiled  proposed  changes 
in  government  policy  on  animals  experimenta- 
tion. The  new  rules,  if  enacted,  would  require 
institutions  to  provide  more  specific  informa- 
tion on  animal  research  programs.  Animal 
research  committees  would  review  and  ap- 
prove the  care  and  use  of  all  animals  in  grant 
applications  and  proposals.  The  regulation, 
proposed  April  5,  is  now  open  for  public 
comment. 

* * * 
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New  Drug  Approvals 

The  Food  and  Drug  Administration  (FDA) 
approved  a new  antibiotic,  cefonicid  (Smith 
Kline  & French  Laboratories).  Because  it  acts 
for  up  to  five  hours  in  the  patient  instead  of 
minutes  as  do  current  antibiotics,  a single  daily 
injection  works  as  well  as  four  daily  injections 
of  current  agents.  If  cefonicid  catches  on,  and 
it  will  be  widely  advertised,  it  will  cut  the  costs 
of  administering  antibiotics  in  hospitals  and 
make  more  patients  eligible  for  treatment  as 
outpatients.  This  will  have  a major  impact  on 
health  care  costs  — one  study  estimates  that 
as  much  as  $277  million  could  be  cut  from  the 
nation’s  hospital  bill  if  the  drug  is  used 
sufficiently  widely. 

Cefonicid  is  only  the  first  of  what  are  likely 
to  be  a series  of  such  long-acting  antibiotics. 
Hoffman-La-Roche  has  applied  to  the  FDA  for 
approval  for  another,  similar  agent  with  an 
even  longer  action  and  a slightly  different 
spectrum  of  antibacterial  activity. 

FDA  is  getting  ready  to  approve  the  use  of  a 
kidney  stone  drug  which  will  help  prevent  the 
formation  of  some  types  of  kidney  stones  and 
thus  avoid  the  need  of  surgery.  The  drug  is 
potassium  citrate  (Urocit,  Mission  Pharmacal). 
It  is  one  of  the  so-called  orphan  drugs  although 
the  studies  leading  to  the  pending  approval 
were  supported  by  NIH  rather  than  by  FDA. 

* * * 

Ibuprofen  Goes  Over-the-Counter 

The  popular  painkiller  ibuprofen  — marketed 
under  the  brand  names  Motrin  and  Rufen  — 
will  soon  be  available  as  an  over-the-counter 
drug.  The  Food  and  Drug  Administration 
approved  non-prescription  marketing  of  the 
drug  on  May  18. 

The  drug  will  be  labeled  for  temporary  relief 
of  aches,  pain  from  menstrual  cramps,  and 
fever  reduction.  Manufacturers  say  the  drug 
causes  less  stomach  irritation  and  less  risk  of 
overdose  than  aspirin. 

One  product,  produced  by  Upjohn  Co.  and 
distributed  by  Bristol-Myers,  will  be  called 
Nuprin.  A second  product,  marketed  by 
Whitehall  Laboratories,  will  be  sold  as  Advil. 
Both  companies  said  distribution  and  advertis- 
ing of  the  painkiller  will  begin  as  soon  as 
possible. 

* * * 


HCFA  Ratchets  Down  on  Hospitals 

Increases  in  Medicare  payments  to  hospitals 
next  year  would  be  held  to  about  4%  under 
new  regulations  to  be  proposed  by  the 
Department  of  Health  and  Human  Services. 

Although  one  portion  of  the  formula  used  to 
calculate  payments  under  Medicare’s  diag- 
nosis related  groups  would  be  increased  by 
5.6%,  another  of  the  factors  that  determine  the 
payment  is  being  decreased  by  2.4%. 

HCFA  officials  said  that  as  a result  overall 
Medicare  payments  to  hospitals  will  increase 
by  4.2%  next  year.  Hospital  officials  said  that 
the  regulation  will  mean  that  the  increase  per 
payment  will  be  3.2%-  to  4%  and  that  hospitals 
will  receive  about  $1  billion  less  than  they 
would  have  been  paid  if  their  earlier  under- 
standing that  rates  would  be  increased  by  5.6% 
had  held  up. 

The  permissible  rate  increase  is  included  in 
proposed  regulations  to  update  the  prospective 
pricing  system  which  took  effect  last  October. 
Although  HCFA  intended  to  issue  annual 
updates  of  the  DRG  rates  and  regulations  by 
June  1,  the  regulations  still  were  not  published 
in  the  Federal  Register  at  month’s  end. 

Part  of  the  delay  was  attributed  to  a behind- 
the-scenes  battle  between  hospitals  and  the 
Reagan  Administration  over  the  rate  increase 
to  be  permitted  next  year.  Strict  application  of 
the  updating  formula  in  the  DRG  law  would 
have  resulted  in  an  increase  of  7-8%.  HCFA 
officials  were  considering  an  increase  of  only  2- 
3%,  however,  based  on  another  provision  of 
the  law  that  required  that  payments  under  the 
next  system  be  budget  neutral  — i.e.,  no 
greater  than  — those  under  an  earlier  targeted 
payment  system. 

Hospitals  complained  that  HCFA  had  mis- 
construed the  budget-neutral  requirement 
payments  after  1986.  HCFA  then  announced  it 
would  permit  DRG  base  rates  to  increase  by 
5.6%  next  year. 

At  the  same  time,  however,  the  agency  made 
a 2.4%  across-the-board  reduction  in  the 
weights  of  the  DRGs.  Since  a hospital’s 
payment  for  any  given  case  is  ascertained  by 
multiplying  the  weight  of  the  DRG  for  the 
particular  case  by  the  base  rate,  the  agency 
had  in  effect  held  the  increase  to  a much  lower 
level. 
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The  change,  according  to  a HCFA  official, 
was  necessary  because  the  hospitals  upgraded 
the  severity  of  the  conditions  they  recorded  as 
the  principal  diagnosis  last  year  by  more  than 
HCFA  thought  they  would.  In  other  words,  he 
agreed,  there  was  more  “DRG  creep”  than 
anticipated. 

“Whether  this  is  gaming  (to  circumvent  the 
system),  or  whether  the  hospitals  are  just 
doing  a better  job  of  assigning”  the  diagnosis, 
“I  don’t  know,”  he  added. 

Hospitals  charged  that  the  new  rates  are 
unfair  to  hospitals  which  have  made  a good 
faith  effort  to  implement  the  new  payment 
system.  American  Hospital  Association  Execu- 
tive Vice  President  Jack  Owen  viewed  the  new 
rates  as  a “slap  in  the  face  to  hospitals  and 
physicians  who  tried  to  make  the  prospective 
system  work.”  Federation  of  American  Hospi- 
tals director  Michael  Bromberg  threatened  to 
go  to  the  courts  or  Congress  to  redress  the 
situation. 

* * * 

First  PRO  Contract  Signed 

On  June  21,  the  South  Carolina  Medical 
Care  Foundation  signed  the  first  peer  review 
organization  contract  in  the  nation. 

The  peer  review  organizations  (PROs)  will 
monitor  the  care  provided  hospitalized  Medi- 
care patients.  They  will  replace  the  pro- 
fessional standards  review  organizations 
(PSROs),  which  since  1972,  had  performed 
similar  duties. 

The  South  Carolina  Foundation  also  func- 
tioned as  a PSRO  and  was  reported  to  have 
turned  in  one  of  the  best  PRO  bids  in  the 
country.  Its  $3.68  million  contract  is  effective 
July  1 and  will  run  for  two  years. 
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AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

W'arren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Gard,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips,  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  WT right,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

AD-HOC,  HEALTH  GALLERIES  COMMITTEE 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Mrs.  Orin  R.  Haves Lincoln 

Orin  R.  Haves,  M.D Lincoln 

Mrs.  Glen  Lau Lincoln 

Glen  F.  Lau,  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions  — continued 


COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Chris  Caudill,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Roger  D.  Mason,  M.D Omaha 

John  F.  Porterfield,  M.D Lincoln 

Donald  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steve  Schwid,  M.D.,  Chairman Omaha 

Harry  Kieg,  M.D Papillion 

Barney  Rees,  M.D Omaha 

Glen  Lau,  M.D Lincoln 

Joe  Rogers,  M.D Lincoln 

Richard  Toren,  M.D Lincoln 

Richard  Hranac,  M.D Kearney 

Gerald  Rounsborg,  M.D North  Platte 

William  Lear,  M.D Norfolk 


AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Dale  Ebers,  M.D.,  Chairman Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm.  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 

AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 

James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B.  Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Howard  A. 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 
Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant.  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 

Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


James  Miller,  Hastings Terence  Newman,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance  John  Floyd,  Alliance 

Michael  Hanich,  Kearney Robert  Urban,  Kearney 

Victor  Thoendel,  David  City Gerald  Luckey,  M.D.,  David  Citv 

Richard  Brendel,  Plattsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

R.  H.  Scherer,  West  Point Thomas  Tibbels,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Wayne  K.  Weston,  Lexington John  Ford,  Lexington 

Rodney  Koerber,  Fremont William  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice. . . . Louis  J.  Gogela,  Jr.,  Beatrice 

D.  R.  Cronk,  Grand  Island Gordon  Francis,  Grand  Island 

Marvin  Bauhard,  Aurora Paul  F.  Meyer,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

C.  L.  Urbauer.  Lincoln E.  R.  Schwenke,  Lincoln 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Otto  Wullschleger,  Norfolk G.  Tom  Surber,  Norfolk 

John  F Fitzgibbons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  K.  Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete  Robert  E.  Tuma,  Crete 

Thomas  Heywood,  Papillion Harry  E.  Keig,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Richard  Engelbart,  Scottsbluff Milton  Johnson.  Scottsbluff 

Richard  Pitsch,  Seward Paul  Hoff,  Seward 

Carroll  Verhage,  Geneva Chas.  F.  Asbby,  Geneva 

Norberto  Silva,  Falls  City David  Borg,  Falls  City 

David  A.  Allerheiligen,  McCook.  . . . E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

EMERGENCY  MEDICINE:  Part-time  and 

locum  tenens  positions  available  in  10  emergency 
departments  located  throughout  Nebraska.  Com- 
petitive income,  professional  liability  insurance  and 
flexible  scheduling  provided.  Respond  in  confi- 
dence to:  Jan  Bird,  Spectrum  Emergency  Care, 
Inc.,  6275  Lehman  Dr.,  Suite  C 202,  Colorado 
Springs,  CO  80918;  1-800-525-3681. 

FAMILY  PRACTITIONER  NEEDED:  Two 
boarded  Family  Physicians  with  full  time  residency 
teaching  experience  seek  a third  associate.  Progres- 
sive West  Central  Nebraska  community  of  3,500. 
Modern  superiorly  equipped  clinic  and  hospital. 
Please  contact  Joe  Davis,  M.D.,  or  Larry  Wilson, 
M.D.,  902  - 20th  Street,  Gothenburg,  NE  69138. 
(308)  537-7131. 


PRIMARY  CARE  PHYSICIANS  — CONSID- 
ERING AN  HMO?  HealthAmerica  Corporation 
offers  rewarding  and  challenging  opportunities  in 
internal  medicine,  family  practice,  and  pediatrics, 
in  the  Omaha  area.  HealthAmerica  is  one  of  the 
country’s  leading  HMO  management  and  develop- 
ment companies,  currently  operating  prepaid  health 
plans  nationwide,  with  a total  membership  of  more 
than  420,000.  You  can  experience  a satisfying 
personal  and  professional  lifestyle  as  a part  of  a 
successful,  rapidly-growing  organization.  For  more 
information,  respond  with  curriculum  vitae  to: 
Richard  M.  Cooper,  M.D.,  Senior  Vice  President, 
HealthAmerica  Corporation,  3310  West  End 
Avenue,  Nashville,  TN  37203.  (An  Equal  Op- 
portunity Employer.) 


FOR  SALE:  Grand  Island  physician  retiring. 
Wants  to  sell  modern,  up-to-date  office,  practice, 
equipment,  etc.  Contact  by  letter  only,  Box  010, 
Nebraska  Medical  Journal,  1512  First  National 
Bank  Bldg.,  Lincoln,  NE  68508. 
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Nebraska’s 
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Surgical 
Supply  House 


Phone  474-3222 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HG/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  ’ 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurozepom  HCI/Poche 

References:  1.  Kales  J el  ai  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  ai  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  ai 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  ai:  Clin  Pharmacol  Ther  32  781  -788.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361 , 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R et  ai  Drugs  Exp  Clin 
Res  9(1 ) 85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26  121-137  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


FOR  A COMPLETE  NIGHT'S  SLEEP 

DALMANE 

flurazepam  HCI/Poche 


STANDS  APART 

15-MG/30-MG  CAPSULES 


■j 


DOCUMENTED 
IN  THE  SLEEP 
LABORATORY’ 


PROVEN  IN 
THE  PATIENT'S 


See  preceding  page  for  references  and  summary  of  product  information. 
Copynght  © 1984  by  Roche  Products  Inc  Ail  nghts  reserved. 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


IE3ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


HEALTH  PROFESSIONALS! 


The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi- 
tioner in  the  following  professions: 


Medical  School  Scholarships  are  Available 


• Neurosurgery 

• General  Surgery 

• Orthopedic  Surgery 

• Obstetrics  & Gynecology 

• Otolaryngology 
•Anesthesiology 

the  attached  form  and  mail.  Or 
call:  (913)  684-4860/4898.  (Collect 
calls  accepted.) 


• Psychiatry 

• Child  Psychiatry 

• Family  Practice 

• Emergency  Medicine 

• General  Medicine 

• Pediatrics 


As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 

For  more  information  just  fill  out 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

US  ARMY  MEDICAL  DEPARTMENT.  BLDG  268  (DODGE  HALL) 
FT  LEAVENWORTH.  KS  66027  (913)  684-4860/4898 


NAME  AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  


WashingtoNotes 


Congress  Passes  Fee  Freeze  - 
With  Sanctions 

With  virtually  no  substantive  debate,  Con- 
gress on  June  27  approved  a rigidly-monitored 
15  month  physician  freeze  expected  to  save 
Medicare  $2.9  billion  over  the  next  three 
years. 

The  provision,  attached  to  the  FY85  budget 
bill,  would  require  federal  monitoring  of  every 
physician  who  did  not  sign  a “participating 
physician”  agreement.  It  would  provide  finan- 
cial inducements  for  physicians  who  signed 
“participating  physician”  agreements  commit- 
ting them  to  assign  all  claims  thereby  accept- 
ing the  frozen  Medicare  fee  allowance  as 
payment  in  full. 

Nonparticipating  physicians  would  be 
federally  monitored.  If  a pattern  of  increasing 
fees  to  Medicare  patients  during  the  freeze 
was  found,  the  physician  could  be  fined  up  to 
$2,000  or  “debarred”  (suspended)  from  Medi- 
care for  up  to  five  years. 


The  provision  was  concocted  by  Office  of 
Management  and  Budget  Director  David 
Stockman  and  House  conferees  Reps.  Andy 
Jacobs  (D-IN),  Henson  Moore  (R-LA)  and 
Henry  Waxman  (D-CA)  as  a way  out  of  an 
impasse  over  Senate  resistance  to  House 
demands  that  any  physician  fee  freeze  be 
accompanied  by  mandatory  assignment. 

Responding  to  the  committee  action,  the 
American  Medical  Association  said  that  the 
new  program  would  “intrude  into  the  physician 
patient  relationship  for  Medicare  benefici- 
aries” and  “is  discriminatory  toward  a law 
abiding  segment  of  physicians”  and  “patients 
who  want  to  choose  their  physicians  and  have  a 
voice  in  their  own  medical  care.” 

The  Medicare  fee  freeze  is  a major  portion 
of  the  $6.5  billion  in  Medicare  cuts  included  in 

(Continued  on  page  4 A) 
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OB-GYN  — 

PEDIATRICIAN  TEAM 


New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 

This  represents  an  outstanding  medical  practice 
opportunity.  County  of  30,000  primary  service  area 
with  fine  small  community  of  12,000+  hosting  two 
nationally  known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as 
multiple  other  recreational  opportunities  and  facilities. 
The  hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical  team  to  two. 
There  are  over  400  births  in  this  county  each  year, 
and  the  pediatric  population  is  growing  steadily. 
Residents  want  the  best  in  specialist  medical  care.  For 
further  information  regarding  guarantees  or  other 
considerations  contact  Sharon  R.  Heinlen,  Adminis- 
trator, Callaway  Community  Hospital,  Hospital  Drive, 
Fulton,  MO  65251,  314-642-3376. 


WashingtoN otes 

(Continued  from  page  3A) 

the  budget  package  of  spending  cuts  and  tax 
increases.  Other  major  Medicare  savings  came 
from  an  increase  in  premiums  and  tighter 
limits  on  Medicare  payments  to  hospitals.  The 
package  was  approved  268  to  155  in  the  House 
and  83  to  15  in  the  Senate. 

Until  the  conferees  agreed  to  the  new 
monitored  freeze,  the  fee  freeze  and  the 
premium  increase  had  been  major  obstacles  to 
passage  of  the  budget  bill.  A Senate  proposal 
would  have  frozen  all  fees  for  one  year  and 
then  continued  the  freeze  for  a second  year  for 
physicians  who  didn’t  agree  to  accept  all 
claims  on  assignment. 

However,  most  House  conferees  were  ada- 
mantly opposed  to  a freeze  without  mandatory 
assignment  and  still  preferred  a previously 
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CLARKSON  MEDICAL 
® LECTURE  SERIES  © 


ent^A 


OTOLARYNGOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  16, 1984  Clarkson  Hospital  Store  Pavilion 


8 a.m.  to  5 p.m. 

Featured  speakers  include:  Charles  Bluestone,  m.d. 
Roger  Wehrs,  m.d. 


Topics  include: 

Pharmacology  of  ENT 

T and  A Controversy 

Rhinitis  and  Sinusitis 

The  Ear  in  Health  and  Disease 

ENT  Allergy  Evaluation  and  Treatment 

Current  Concepts  in  Otitis  Media 

The  “Dizzy”  Patient 


Homographs  and  Reconstructive  Middle 
Ear  and  Mastoid  Surgery 

Workshops 

Panel  Discussion 

C.M.E.  and  A.A.F.P  credits  to  be  awarded 

Bishop  Clarkson  Memorial  Hospital 
44th  and  Dewey  Ave. 

Omaha,  Neb.  68105 


For  more  information  call  (402)  559-3378 


ORGANIZATIONS,  NATIONAL  
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Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
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141  Northwest  Point  Road,  P.O.  Box  927 
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American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Director 
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Whitney  G.  Sampson,  M.D.,  President 
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Miss  Betty  Hanna,  Executive  Secretary 
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American  College  of  Physicians 
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Robert  A.  Dietrich,  M.D.,  Chief  Executive 
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1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
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WashingtoNotes 

(Continued  from  page  4A) 

rejected  House  proposal  tying  a fee  freeze  to 
mandatory  assignment  of  all  inpatient  claims. 
The  House  conferees  wanted,  at  the  very  least, 
to  “trigger”  a mandatory  assignment  require- 
ment if  certain  targets  were  exceeded. 

The  Reagan  Administration  had  previously 
indicated  that  it  would  accept  mandatory 
assignment  if  necessary  to  get  the  savings  from 
a fee  freeze,  and  Stockman  entered  the  fracas 
when  it  appeared  the  freeze  stalemate  might 
kill  the  larger  budget  bill.  The  Budget  director 
called  AMA  Executive  Vice  President  James 
Sammons,  M.D.,  and  suggested  that  the  AMA, 
then  assembled  for  its  annual  meeting,  agree  to 
some  form  of  mandatory  assignment. 

Bluntly  informed  by  Dr.  Sammons  that 
mandatory  assignment  was  a non-compromis- 
able  issue,  Stockman  continued  to  work 
behind  the  scenes,  reportedly  for  adoption  of  a 
triggered  mandatory  assignment.  Unyielding 
resistance  to  any  form  of  mandatory  assign- 
ment by  Sen.  Robert  Dole  (R-KS)  and  Senate 
conferees  Sens.  Max  Baucus  (D-MT),  Lloyd 
Bentsen  (D-TX)  and  John  Danforth  (R-MO) 
led  to  the  development  of  the  alternative. 

It  will: 

— freeze  Medicare  customary  and  prevailing 
fees  for  all  physicians  for  15  months  beginning 
July  1,  1984. 

— establish  a “participating  physician”  op- 
tion for  physicians  who  agree  to  accept  all 
claims  on  assignment.  Participating  physicians 
could  increase  their  billed  charges  to  Medicare 
and  although  the  fees  they  receive  will  remain 
frozen,  the  increased  billings  will  be  reflected 
in  future  fee  screen  updates. 

— permit  nonparticipating  physicians  to  ac- 
cept assignment  on  a case  by  case  basis  but 
monitor  each  physician  comparing  current 
charges  to  a three  month  base  period  compiled 
by  Medicare  carriers. 

— fine  up  to  $2000  plus  the  “overcharge”  or 
bar  from  Medicare  any  “nonparticipating 
physician”  found  to  have  a pattern  of  increas- 
ing fees  collected  from  Medicare  patients. 

(Continued  on  page  8A) 
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PHYSICIANS 


ENJOY 

the  freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional  health  care  cen- 
ter in  suburban  North  St.  Louis  County,  seeks  physicians  to  staff 
our  expanding  episodic  care  centers  on  a full-  or  part-time  basis. 
Take  advantage  of  an  opportunity  to  use  your  training  without  con- 
tinuing overhead  expenses  or  investment  capital.  In  addition,  our 
staff  scheduling  offers  you  the  freedom  to  spend  time  with  your 
family  or  pursue  the  recreational  and  cultural  advantages  of  metro- 
politan St  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family  Practice  or  Inter- 
nal Medicine 

Along  with  an  excellent  salary  and  compensation  package,  we  offer 
you  the  opportunity  to  join  an  organization  that  is  on  the  leading 
edge  of  the  changing  health  care  field  If  this  unique  opportunity 
sounds  interesting  to  you,  please  call  (314)  355-2300.  ext  5141 
(collect)  for  further  details 


D.W.  Brewer 

Physician  Recruiter 

Christian  Hospital  Northeast 

11133  Dunn  Rd . • St.  Louis,  MO  63136 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 


costs.  This  provision  would  increase  the  pre- 
mium in  1986  to  $19.10  a month  as  compared 
to  $17.70  in  current  law. 

—reject  an  increase  in  the  Part  B deductible. 

— increase  federal  Medicaid  payments  for 
some  pregnant  women  and  children.  The 
provision  is  a more  limited  version  of  Rep. 
Henry  Waxman’s  (D-CA)  Child  Health  As- 
surance (Assessment  Program). 

— reject  an  extension  of  current  reductions 
in  federal  Medicaid  payment  to  states. 

— outline  new  guidelines  for  telephone  moni- 
toring of  pacemakers  that  would  take  effect 
unless  HHS  issued  new  guidelines  by  October 
1,  1984;  establishing  a pacemaker  registry 
within  FDA;  and  requiring  HHS  to  review  the 
appropriateness  of  Medicare  payments  to 
physicians  for  pacemaker  implants. 

— call  for  a physician  reimbursement  study 
by  the  Office  of  Technology.  Objectives  of  the 
study  — to  be  completed  by  December  31, 
1985  — include  suggestions  for  eliminating 
payment  differences  for  cognitive  and  pro- 
cedural care,  increasing  incentives  for  accep- 
tance of  assignment,  and  studying  the  “ad- 
visability or  feasibility”  of  national  or  regional 
fee  schedules. 


WashingtoN otes 

(Continued  from  page  7 A) 

Other  provisions  of  the  budget  package 
would: 

— move  up  to  July  1,  1985  the  due  date  for  a 
report  on  the  “advisability  and  feasibility”  of 
physician  DRGs. 

— phase  in  a permanent  national  fee  schedule 
for  clinical  laboratories  and  for  lab  services  in 
physicians  offices.  The  fees  would  be  set  at 
60%  of  the  prevailing  charges  for  the  year 
beginning  July  1,  1984. 

— limit  increases  in  Medicare’s  diagnosis 
related  group  reimbursement  in  fiscal  1985  to 
the  rate  of  increase  in  the  cost  of  the 
marketbasket  of  goods  and  services  hospitals 
purchase. 

—retain  an  expiring  provision  setting  Medi- 
care Part  B premiums  at  25%  of  program 


* * * 

DRGs  for  Doctors  May  Not  Be  So  Good, 
Senators  Say 

Hasty  extension  of  Medicare’s  diagnosis 
related  groups  pricing  system  to  physicians 
might  be  an  easy  way  out  for  Congress  but 
could  have  unintended  consequences  for  the 
health  care  system,  two  influential  Republican 
Senators  agree. 

Addressing  a June  meeting  sponsored  by 
the  Government  Research  Corporation,  Sens. 
Robert  Dole  (R-KS)  and  John  Heinz  (R-PA) 
suggested  that  although  physician  reimburse- 
ment changes  are  clearly  called  for,  extension 
of  DRGs  to  physicians  might  not  accomplish 
the  desired  objectives.  And  a Health  Care 
Financing  Administration  official  Henry 
Desmarais,  M.D.,  reported  “that  his  agency  is 
keeping  its  options  open”  and,  upon  the  advice 
of  its  physician  advisory  group,  is  looking  at  a 

(Continued  on  page  11  A) 
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^Jelieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
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How  is  energy  efficiency 
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Owning  an  energy  efficient 
house  can  make  you  money. 
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costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  (right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


Mor  more  details  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Alliance  to  Save  Energy. 

Return  the  coupon  below  and 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservation 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 
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Please  send  my  free  copy  of  Your  Home  Energy  Portfolio. 
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Mail  to:  Alliance  to  Save  Energy,  P.O.  Box 
57200,  Washington,  DC  20037 
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(Continued  from  page  8A) 


revised  relative  value  scale  as  well  as  extension 
of  DRGs  to  physicians. 

Sen.  Dole,  who  chairs  the  Senate  Finance 
Committee,  said  he  believes  his  colleagues 
should  wait  until  they  have  better  data  before 
tackling  the  physician  reimbursement  issue. 
Sen.  Heinz,  who  heads  the  Senate  Aging 
Committee  and  servces  on  the  Finance  Com- 
mittee, introduced  legislation  moving  Medi- 
care to  negotiated  fee  schedules  for  physicians. 

Noting  that  Congress  has  already  directed 
NCFA  to  study  the  “advisability  and  feasi- 
bility” of  physician  DRGs,  Dole  reported  that 
the  Office  of  Technology  Assessment  will  also 
be  studying  physician  reimbursement  and  that 
his  committee  is  working  with  the  Institute  of 
Medicine  to  assure  that  an  IOM  physician 
reimbursement  study  is  useful  to  Congress.  He 
urged  his  colleagues  to  “wait  until  all  the  cards 
are  on  the  table  before  we  start  dealing  a hand 
which  can’t  be  played.” 


Heinz  said  that  extension  of  DRGs  to 
physicians  would  mark  “a  longer  step  in  health 
care  policy  than  our  present  knowledge  can 
possibly  justify.”  His  bill,  introduced  June  13 
and  called  the  Medicare  Incentives  Reform 
Act  (MIRA),  is  viewed  as  an  alternative  to  a 
measure  introduced  by  Sen.  Edward  Kennedy 
(D-MA)  and  Rep.  Richard  Gephardt  (D-MO). 
Like  the  Kennedy-Gephardt  plan,  MIRA  would 
encourage  the  development  of  state  cost 
control  plans  applied  to  all  payers.  Whereas 
Kennedy-Gephardt  rleies  on  the  threat  of  a 
federal  all-payers  DRG  plan  to  induce  state 
action,  the  Heinz  measure  would  increase 
Medicare  payments  to  states  that  set  up  their 
own  plans.  States  that  did  not  would  be 
subject  to  tightened-down  Medicare  hospital 
DRG  provisions  and  to  a new  Medicare 
physician  payment  system. 

Unlike  the  federal  portion  of  the  Kennedy- 
(Continued  on  page  13A) 
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Gephardt  plan  which  would  extend  DRGs  to 
inpatient  physician  services,  Heinz  is  pro- 
posing Medicare  fee  schedules  based  on  a 
relative  value  scale  that  “reemphasizes  pri- 
mary and  preventive  care  and  deemphasizes 
hospitalization  and  high  technology.”  To  be- 
come fully  operational  in  1990,  the  fee 
schedule  would  be  accompanied  by  a require- 
ment that  participating  physicians  take  all 
inpatient  Medicare  claims  on  assignment  and 
by  regional  limits  on  increases  in  Medicare 
payments  to  physicians. 

Heinz  is  also  proposing  to  add  catastrophic 
coverage  to  Medicare  and  to  limit  annual  out- 
of-pocket  costs  to  two  $200  annual  deductibles 
— one  for  hospital  services  and  one  for 
physician  services.  The  new  coverage  would  be 
financed  through  an  annual  premium  projected 
at  $193  in  1985.  The  intent  is  to  eliminate  the 
need  for  insurance  supplementing  Medicare. 


In  defending  his  and  Sen.  Kennedy’s  pro- 
posal before  the  same  meeting,  Rep.  Gephardt 
described  the  plan  as  one  which  allows  states 
to  pursue  either  the  competition  or  the 
regulatory  approach. 

“The  jury  is  out”  on  the  relative  merits  of 
the  two  approaches,  he  explained,  so  Kennedy- 
Gephardt  is  an  “attempt  to  drive  us  closer  to 
both  results  at  the  same  time.  It  sets  goals  and 
lets  states  pursue  them  whichever  way  they 
want,  but  it  is  important  that  we  set  the  goals.” 

* * * 

Health  Cost  Information  Proposal 
Assessed 

Arguing  that  accurate  data  on  health  care 
costs  and  quality  is  a necessary  ingredient  to 

(Continued  on  page  314) 
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vector  capability  □ Heart-rate  histogram  □ Continuous 
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lar-styled  carrying  case. 

MICRO-TRACER™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write: 
INTECH  Systems  Corp. 

415  Rabro  Drive  East 
Hauppauge,  NY  11788 
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The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Ste.  216A,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 

3rd  Floor,  State  Office,  301  Centennial  Mall  South,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  — NE  toll  free  800-642-1255 
National  Multiple  Sclerosis  Society  — Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 

Dept,  of  Pediatrics,  UNMC  — 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Donald  A.  Dynek,  M.D.,  President 
100  N.  56th  St.,  #203,  Lincoln  68504 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
David  H.  Filipi,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Director 
River  City  Office  Park,  #202,  401  N.  117th,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physicians  Assistants 
Joe  Scott,  PA-C,  President 
1624  N.  107th  Ave.,  Omaha  68114 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Frederick  F.  Paustian,  M.D.,  F.A.C.P.,  Governor 
301  Doctors  Bldg.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
Louis  J.  Gogela,  M.D.,  President 
6630  Rexford  Drive,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Joan  Werblow,  President 

103  Hillcrest  Landing,  75th  & Main,  Ralston  68127 
Nebraska  Health  Care  Association 

Sandra  A.  Hockley,  Executive  Director 
3100  “0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  Ph  D.,  President 
333  So.  44th  St.,  Omaha  68131 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290.  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St,  Omaha  68106 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Gerald  N.  Siedband,  M.D.,  President 
4848  Sumner  Street,  Lincoln  68506 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Pkwy.  So.,  Omaha  68114 
Nebraska  Society  of  Internal  Medicine 
Daniel  B.  Stone,  M.D.,  President 
515  Doctors  Bldg.,  So.  Tower,  Omaha  68131 
Nebraska  Society  for  Respiratory  Therapy 
Steve  Luppes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Edith  Thomsen,  CMA-A,  President 
P.O.  Box  104,  Minden  68959 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


How  to  become  an 
expert  onlow  back 


When  you  come 
to  our  seminar  on  The 
Conservative  Manage- 
ment of  Low  Back  Pain, 
you’ll  learn  about  the 
latest  developments  in 
everything  from  workup 
protocols  and  osteoporosis 
to  decision  making  and 
the  cost  effectiveness  of  care. 

If  you’re  a primary  care  physician,  you  won’t  want  to 
miss  this  informative  seminar,  October  19-20, 1984,  pre- 
sented by  the  Institute  for  Low  Back  Care  and  Camp 
International,  Inc.,  and  sponsored  by  Abbott  Northwestern 
Hospital  and  its  rehabilitation  division,  Sister  Kenny  Institute. 

The  seminar  will  be  held  at  the  new  Amfac  Hotel  in 
the  Minneapohs  City  Center— the  largest  convention  hotel 
and  urban  shopping  complex  in  the  Upper  Midwest.  Which 
means  you’ll  have  a host  of  exciting  extracurricular  activi- 
ties that  should  make  your  weekend  a luxurious  holiday. 

For  more  information  about  this  valuable 
educational  seminar,  contact  Isabelle  Green,  R.N.  at 
(517)  787-1600  extension  291. 
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Benign  Fibrous  Tumors  of  Lung: 

A Brief  Review  and 
Review  of  Five  Cases 


DESPITE  the  rarity  of  benign 
pulmonary  fibrous  tumors,  their 
existence  is  no  longer  doubted.1 
Though  the  patient  may  or  may  not  be 
symptomatic,  this  diagnosis  must  be  con- 
sidered when  a patient  presents  with  a well- 
circumscribed  lung  lesion  on  chest  roentgeno- 
gram. We  present  here  five  interesting  cases  of 
benign  pulmonary  tumors  with  a fibrous 
component  seen  at  our  institution  over  the 
past  ten  years. 

Case  Report  #1 

54-year-old  man,  with  a history  of  smoking 
IVi  packages  of  cigarettes  per  day,  presented 
with  progressively  increasing  shortness  of 
breath.  A roentgenogram  of  the  chest  showed  a 
large  mass  in  the  right  lower  lobe.  Results  of 
the  physical  examination,  sputum  cytology, 
and  bronchoscopy  were  negative  for  malig- 
nancy. At  thoracotomy,  a large,  well-circum- 
scribed subpleural  mass  measuring  19  cm.  in 
diameter  was  found  and  the  patient  underwent 
a right  lower  lobectomy.  Histological  examina- 
tion revealed  a tumor  of  variable  cellularity 
with  mitoses  identified  within  the  highly 
cellular  areas.  However,  the  mitotic  rate  was 
low  with  an  average  of  4 mitoses/ 10  hpf.  A 
diagnosis  of  pulmonary  fibroleiomyoma  was 
made.  Recovery  was  uneventful. 

Case  Report  #2 

56-year-old  man  with  a 1 pack-per-day 
smoking  history  was  seen  following  approxi- 
mately six  weeks  of  cough  with  hemoptysis.  A 
chest  roentgenogram  revealed  some  right  hilar 
adenopathy  but  no  definite  mass.  Physical 
examination,  sputum  cytology,  and  liver  scan 
were  normal.  Bronchoscopy  revealed  a definite 
papillary-type  lesion  in  a segmental  bronchus 
of  the  right  lower  lung  lobe.  Biopsy  revealed 
only  bronchitis  and  failed  to  give  a definite 
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diagnosis.  The  patient  underwent  thoracotomy 
at  which  time  the  right  lower  lobe  was  found  to 
have  a granular  texture.  A right  lower  lobec- 
tomy was  performed.  A 0.6  cm  nodule  with  a 
gross  appearance  of  fat  was  found  at  the  site  of 
the  prior  biopsy.  Histologic  examination  re- 
vealed a fibrolipoma  of  the  right  lower  lobe 
bronchus  with  squamous  metaplasia  of  the 
overlying  bronchial  epithelium.  No  postopera- 
tive problems  were  observed. 

Case  Report  #3 

63-year-old  woman  was  admitted  with  a two- 
month  history  of  nonproductive  cough  and 
fatigue.  A chest  roentgenogram  revealed  a 3 
cm.  lesion  in  the  left  upper  lung  lobe.  The 
patient  had  smoked  IV2  packages  of  cigarettes 
per  day  for  25  years.  Four  years  prior  she  was 
noted  to  have  a 1 cm.  left  upper  lobe  lesion  on 
chest  roentgenogram.  Physical  examination 
was  unremarkable.  Due  to  the  increase  in  the 

♦Reprint  requests  to  Jerald  R.  Schenken,  M.D..  P.O.  Box  14424,  Omaha, 
Nebraska  68114. 
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size  of  the  lesion  with  no  evidence  of 
calcification,  thoracotomy  was  done.  A 2.5  cm., 
well-circumscribed  parenchymal  tumor  was 
noted  and  a diagnosis  of  fibroleiomyoma  was 
made  by  frozen  section.  The  tumor  was 
removed  by  wedge  resection. 

Case  Report  #4 

73-year-old  asymptomatic  man  underwent 
routine  examination.  A chest  roentgenogram 
revealed  a solitary  pulmonary  nodule  in  the 
right  upper  lung  lobe.  (See  Fig.  1,  2)  The 
patient  had  stopped  smoking  10  years  pre- 
viously; however,  he  did  have  an  80  pack  year 
history  of  cigarette  smoking.  He  underwent 
right  thoracotomy  and  a 1.2  cm.  well-circum- 
scribed oval  mass  was  found.  Histologically, 
the  nodule  consisted  of  bundles  of  collagen 
interspersed  with  spindle  cells.  A pathological 
diagnosis  of  fibroma,  right  upper  lung  lobe  was 
made.  His  recovery  was  rapid  and  complete. 

Case  Report  #5 

70-year-old  nonsmoking  woman  presented 
with  a two-week  history  of  severe  cough  and 
shortness  of  breath.  She  had  a 30-year  history 
of  asthma.  Chest  roentgenogram  revealed  a 4 
cm.  noncalcified  mass  in  the  pleural  area 
overlying  the  left  upper  lobe.  (See  Fig.  3) 
Physical  examination  and  bronchial  cytology 
were  normal.  No  definitive  diagnosis  was  made 
on  bronchoscopy.  At  thoracotomy,  a pedun- 
culated tumor  attached  to  the  pleural  surface 
of  the  apical  segment  of  the  left  upper  lobe 
measuring  4 cm.  across  was  resected  by  a 
subtotal  apical  segmental  resection.  Histologic 


diagnosis  was  pleural  fibroma.  No  postoperative 
difficulties  were  encountered. 

Discussion 

Primary  benign  tumors  of  the  lung  are  rare. 
Fibromas  occur  equally  in  either  sex;2  lipoma- 
tous  lesions  show  a male  predominance  of  5:1, 
and  leiomyoma  occurs  more  frequently  in 
females.3  Pleural  fibroma  or  lipoma  occur  at 
any  age,  most  commonly  in  the  fifth  decade. 
The  majority  of  patients  with  leiomyoma  are 
over  40  when  the  lesion  is  first  discovered.3’4 

Fibrous  tissue  neoplasms  may  arise  from  the 
peripheral  parenchyma  or  from  the  walls  of  the 
trachea  or  bronchi,  such  as  in  Case  2.3  Various 
combinations  of  tissues  may  be  present  in 
these  benign  neoplasms.  No  predilection  for 
any  anatomic  distribution  has  been  noted.3 

On  roentgenogram,  there  is  no  one  distinctive 
appearance.  Many  of  these  tumors  present  as 
“coin”  lesions  (see  Case  4).  On  occasion,  they 
may  arise  from  within  a bronchial  wall.  When 
this  occurs,  bronchial  obstruction,  atelectasis, 
or  obstructive  pneumonitis  may  be  seen.3 

The  symptoms  caused  by  these  tumors  are 
quite  variable.  The  patient  may  be  asympto- 
matic or  may  have  a variety  of  complaints 
including  cough,  chest  pain,  shortness  of 
breath,  chills  and  fever.  Our  cases  show  the 
spectrum  of  symptoms.  Clagett5  and  col- 
leagues found  60%  of  their  patients  had  joint 
manifestations.  Spencer1  stated  the  incidence 
of  osteoarthropic  joint  changes  in  patients  with 
pleural  fibromas  at  66%,  as  compared  with  2% 


Figure  1 — X ray  demonstrates  a small,  well- 
circumscribed,  peripheral  right  upper  lobe  nodule. 
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in  cases  of  cancer  of  the  lung.1  None  of  our 
patients  complained  of  significant  arthritis. 

These  tumors  may  reach  a large  size  (see 
Case  1)  and  are  often  attached  to  the  pleural 
surface  by  a pedicle.  (See  Case  5.)  They  are 
firm,  generally  well  demarcated,  and  may  grow 
within  the  pulmonary  parenchyma  or  in  the 
bronchial  wall.'1 

Microscopically,  in  pulmonary  fibroma, 
spindle  cells  predominate,  producing  a vari- 
able amount  of  collagen.1  Occasionally,  they 
undergo  myxomatous  change  and/or  calcifica- 
tion. 

The  leiomyoma  and  lipoma  have  the  same 
histologic  pattern  as  seen  elsewhere  in  the 
body  but  may  contain  additional  fibrous 
components,  as  seen  in  our  cases. 


Treatment  of  fibrous  tumors  of  the  lung 
should  be  by  surgical  removal  in  order  to  make 
a definitive  diagnosis,  to  rule  out  lung  cancer, 
and  to  prevent  the  compression  of  adjacent 
tissue  with  subsequent  bronchiectasis  and/or 
bronchopneumonia.7  Although  recurrences 
may  occur8,  surgical  removal  is  usually  curative. 
None  of  our  patients  experienced  recurrence. 
Excision  may  usually  alleviate  associated  joint 
symptoms  when  present.9  Relapse  of  arthritis 
following  excision  of  the  tumor  may  be  an 
indication  of  recurrence.8  In  the  case  of  a 
fibroleiomyoma,  complete  pelvic  examination 
should  be  performed  in  order  to  rule  out 
metastasis  from  a uterine  fibroleiomyosar- 
coma.1  In  all  cases,  patients  with  these  tumors 
should  be  followed  periodically  with  routine 
chest  roentgenograms. 


Figure  2 — Computerized  tomography  (CT)  scan 
with  enhancement  demonstrates  the  nodule  to  be 
posterolateral.  (See  arrow). 


Figure  3 — X ray  demonstrates  a well-circum- 
scribed, noncalcified  nodule  in  the  region  of  the 
superior  portion  of  the  left  upper  lobe. 
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Summary 

Benign  fibrous  tumors  of  the  lung  are  a 
definite  clinical  entity.  This  diagnosis  should 
be,  but  often  is  not,  considered  in  patients  with 
discrete  lung  lesions  on  roentgenograms  of  the 
chest.  We  review  here  five  cases  of  benign 
fibrous  lung  tumors  at  our  institution.  Clinical- 
ly these  tumors  may  present  with  nonspecific 
symptoms.  Likewise,  findings  on  roentgeno- 
gram are  nonspecific.  Several  histologic  com- 
ponents may  be  present.  Treatment  of  choice 
consists  of  surgical  excision  with  regular 
followup. 
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Physiologic  Evaluation 
of  Speech  Disorders 


SPEECH  disorders  + are  a common 
diagnostic  problem  frequently 
confronting  the  physician.  Most 
physicians,  including  otolaryngologists,  have 
little  training  or  expertise  in  the  diagnosis  and 
treatment  of  these  problems.  Generally,  the 
patient  is  referred  to  the  speech  clinician  who 
makes  a statement  concerning  the  nature  and 
extent  of  the  speech  disorder  in  question  and 
the  treatment  of  choice. 

Such  statements  generally  are  based  on  an 
auditory-perceptual  evaluation  made  by  a 
single  clinician  with  a focus  on  therapy 
considerations,  often  with  little  concern  for  the 
underlying  physiologic  cause.  In  many  in- 
stances, this  evaluation  process  is  sufficient. 
However,  in  more  complex  cases,  more  com- 
prehensive evaluation  is  necessary.  In  our 
laboratory  the  emphasis  is  on  a combined 
auditory-perceptual  and  physiologic  descrip- 
tion, with  quantitative  analysis  of  speech 
disorders  at  multiple  levels. 

When  confronted  with  a client  with  a speech 
disorder,  our  approach  is  to  evaluate  each 
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speaker  to  determine:  (1)  which  vocal  tract 
components  are  malfunctioning;  (2)  the  severi- 
ty of  malfunction  in  each  component;  and  (3) 
the  relative  contribution  of  the  various  vocal 
tract  components  to  the  speech  disorder.1-2 

Components  of  the  Vocal  Tract 

Speech  is  a complex  motor  skill  involving 
approximately  100  muscles.  The  vocal  tract 

*Reprint  requests  to:  David  Chait  M.D.,  Boys  Town  National  Institute, 
555  North  30th  Street,  Omaha,  Nebraska  68131 

+ “Speech  disorder”  is  defined  here  (including  “voice  disorder”)  as 
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can  be  subdivided  into  four  functional  com- 
ponents: the  respiratory,  laryngeal,  velophar- 
yngeal, and  the  upper  articulators.  The  res- 
piratory component  consists  of  the  abdomen, 
diaphragm  and  rib  cage.  These  structures 
generate  a relatively  constant  subglottal  air 
pressure  that  is  modulated  by  movements  of 
the  other  components.  The  larynx,  specifically 
the  true  vocal  folds,  modifies  this  air  column 
through  a valving  action  which  helps  regulate 
the  volume  of  air  released.  The  true  vocal  folds 
also  vibrate,  further  contributing  to  the  pro- 
duction of  sound.  The  actions  of  the  larynx 
also  generate  several  important  acoustic 
features,  such  as  voice/voiceless  distinctions, 
periods  of  silence,  and  periods  of  frication.  The 
soft  palate  and  nasopharyngeal  wall  muscula- 
ture compose  the  velopharyngeal  mechanism, 
which  seals  the  nasal  cavity  except  for  nasal 
consonants  and  breathing.  The  upper  articula- 
tors are  the  lips,  tongue,  and  jaw. 

Speech  disorders  may  result  from  problems 
in  any  of  these  components.  Frequently,  more 
than  one  area  is  involved,  and  the  contribution 
of  a given  area  may  be  variable.  Accurate 
diagnosis  and  subsequent  treatment  depend 
on  understanding  each  of  these  components 
and  their  contribution  to  the  perceived  dis- 
order. However,  determining  the  component 
contribution  to  a given  speech  disorder  is  often 
difficult,  if  not  impossible,  to  accomplish  by 
auditory-perceptual  evaluation  alone. 

A number  of  methods  are  available  for 
analysis  of  speech  disorders.  In  our  lab,  we  use 
four  methods  in  a hierarchy  of  increasing 
invasiveness,  from  least- invasive  to  most- 
invasive.  In  order  to  profile  a patient  with  a 
speech/voice  disorder,  we  routinely  use  these 
four  evaluation  methods  in  conjunction  with  a 
detailed  case  history.  These  methods  are:  (1) 
auditory-perceptual,  (2)  aerodynamic,  (3)  video- 
fiberoptic,  and  (4)  videofluorographic  evalua- 
tions. 

The  Evaluation  Process: 

First,  a detailed  case  history  is  obtained  to 
describe  the  onset  of  the  speech  disorder  and 
define  elements  which  may  affect  the  symp- 
toms. A routine  clinical  ENT  exam  in  per- 
formed. Next,  an  auditory-perceptual  evalua- 
tion by  trained  speech  clinicians  is  performed. 
In  conjunction  with  instrumental  methods  of 
evaluation,  listening  to  speech  remains  a 


significant  factor  in  the  evaluation  and  sub- 
sequent therapy  planning  for  speech  disorders. 
Our  speech  sample  was  designed  to  elicit  a full 
range  of  articulatory  motion.  The  resulting 
speech  sample  is  perceptually  evaluated  to 
infer  the  underlying  articulator  movement 
patterns  and  physiology. 

An  aerodynamic  evaluation  of  speech  is 
routinely  conducted  which  provides  inferential 
and  quantitative  information  concerning  velo- 
pharyngeal and  laryngeal  dynamics.  Oral  air 
flows  and  oral  air  pressures  are  transduced, 
recorded  on  an  oscillograph,  and  measured. 
Data  from  this  evaluation  allow  us  to  infer  the 
adequacy  of  the  respiratory  system  and  to 
measure  valving  at  the  level  of  the  laryngeal 
airway  and  velopharynx  during  speech  tasks. 

Somewhat  more  invasive,  fiberoptic  evalua- 
tions of  the  nasopharynx,  hypopharynx  and 
larynx  also  are  obtained  and  recorded  on 
videotape  along  with  an  audio  recording  of  the 
speech.  The  traditional  “ah”  test  of  the 
velopharynx  or  the  mirror  exam  of  the  larynx 
during  sustained  phonation  do  not  reflect  the 
functional  anatomy  and  physiology  of  the 
mechanisms  during  speech.  The  refinement  of 
fiberoptic  nasopharyngoscopy  and  laryngo- 
scopy in  conjunction  with  low-light  cinematog- 
raphy allows  us  to  observe  the  dynamic 
processes  of  speech  production.  Additionally, 
fiberoptic  evaluations  allow  observations  of 
the  velopharynx  and  larynx  during  a variety  of 
speech  and  non-speech  tasks  such  as  swallow- 
ing, blowing,  and  repetitions  of  sustained 
sounds  and  words  with  levels  of  increasing 
difficulty.  A videotape  of  the  fiberoptic  pro- 
cedure is  made  as  a permanent  visual  record 
and  is  reviewed  by  the  ENT/speech  team  to 
evaluate  the  anatomy  and  function  of  the 
mechanism  during  speech. 

The  most  invasive  method  in  our  hierarchy, 
videofluoroscopy,  offers  additional  informa- 
tion for  evaluation  of  gross  muscle  activity  over 
a large  expanse  of  the  upper  airway,  velo- 
pharynx, pharynx  and  hypopharynx.  This 
procedure  is  most  useful  for  evaluation  of 
movement  patterns  and  coordination  of 
movements  of  the  upper  articulators,  i.e.,  lips, 
tongue,  jaw  and  velopharynx.  We  also  find  this 
procedure  to  be  particularly  useful  in  defining 
the  precise  level  of  closure  of  the  velopharynx, 
as  this  closure  pattern  takes  place  over  a broad 
area  of  the  nasopharynx. 


September  1984  Nebraska  Medical  Journal 


295 


In  the  remainder  of  this  paper,  three  cases 
are  discussed  to  illustrate  how  this  approach 
was  used  in  diagnosis  and  treatment  of  speech 
disorders  associated  with  malfunctions  of  the 
velopharyngeal  or  laryngeal  components  of 
speech. 

Case  Reports: 

Case  #1.  E.K.,  age  38,  had  a repaired 
unilateral  cleft  lip  and  palate  with  associated 
velopharyngeal  insufficiency.  She  was  par- 
ticularly bothered  by  water  regurgitating  from 
her  nose,  especially  when  drinking  from  a 
fountain.  Her  speech  was  completely  intel- 
ligible, but  was  characterized  by  substantial 
nasal  air  escape  during  speech.  The  onset  of 
problems  dated  to  early  teen  years  when 
tonsillectomy  and  adenoidectomy  resulted  in 
hypernasality. 

Physical  examination  demonstrated  a deep 
nasopharynx  and  a short  soft  palate  with  a 
large  space  between  the  posterior  nasal 
pharyngeal  wall  and  the  soft  palate.  The  uvula 
was  situated  asymmetrically  far  to  the  right. 

Auditory-perceptual  evaluation  of  speech 
confirmed  complete  intelligibility  but  there 
was  evidence  of  hypernasality.  Aerodynamic 
evaluation  documented  excessive  nasal  air 
flow  associated  with  decreased  intraoral  air 
pressure.  These  results  indicated  that  the 
velopharyngeal  mechanism  was  providing 
only  limited  resistance  to  the  flow  of  air 
through  the  nose. 

A video  nasopharyngoscopic  evaluation  was 
then  conducted  to  visualize  the  type  and 
magnitude  of  movement  of  the  velopharyngeal 
mechanism.  Distinctly  different  closure  pat- 
terns were  observed  for  speech  and  nonspeech 
activities.  During  swallowing,  the  soft  palate 
extended  posteriorly.  The  lateral  pharyngeal 
wall  on  the  right  side  was  able  to  seal  the 
nasopharynx.  The  bulk  of  the  soft  palate 
remained  to  the  right  of  midline  and  the  left 
lateral  nasopharyngeal  wall  was  unable  to  seal 
the  left  side  of  the  nasopharynx.  The  residual 
opening  on  the  left  side  of  the  nasopharynx 
allowed  egress  of  water  into  the  nose  as  the 
patient  had  described.  During  speech,  the  soft 
palate  moved  posterior  and  sharply  to  the  left. 
The  lateral  pharyngeal  walls  were  mobile  and 
moved  toward  midline.  The  posterior  nasal 
pharyngeal  wall  was  hvpermobile,  protruding 


anteriorly  to  help  close  the  nasopharynx. 
Despite  the  mobility  of  the  velopharyngeal 
structures,  an  opening  persisted  during  at- 
tempts at  oral  consonants.  However,  the 
opening  was  quite  small  and  significantly 
smaller  than  would  be  expected  from  mere 
inspection  during  sustained  “ah”. 

Videofluoroscopy  demonstrated  the  signifi- 
cant contribution  of  the  posterior  pharyngeal 
wall  to  the  velopharyngeal  closure  mechanism. 
The  velopharyngeal  closure  level  was  found  to 
be  at  the  level  of  Passavant’s  ridge. 

The  combined  results  of  E.K.’s  evaluations 
suggested  that  in  the  presence  of  a large 
opening  of  the  velopharyngeal  port,  this 
speaker  was  using  numerous  compensatory 
actions  in  an  attempt  to  achieve  velopharyn- 
geal closure.  Even  though  complete  velo- 
pharyngeal closure  was  never  achieved  and 
hypernasality  was  persistent,  speech  was 
nevertheless  completely  intelligible. 

The  use  of  traditional  diagnostic  techniques 
in  isolation  (e.g.,  videofluoroscopic  or  per- 
ceptual evaluation)  might  have  led  to  a surgical 
solution  of  the  velopharyngeal  incompetence. 
However,  the  combined  interpretation  of  the 
studies  suggested  that  E.K.’s  attempt  at 
velopharyngeal  closure  relied  heavily  on  the 
movement  seen  in  the  posterior  pharyngeal 
wall.  Pharyngeal  flap  surgery  might  alter  this 
movement,  thus  interfering  with  the  compen- 
satory closure  mechanism.  Based  on  these 
findings,  a palatal  lift  (plastic  prosthesis)  was 
recommended,  leaving  the  current  compensa- 
tory7 function  undisturbed  and,  in  fact,  allowing 
for  the  potential  of  taking  advantage  of  these 
compensatory  mechanisms. 

Case  #2.  M.E.,  a 6-year,  5-month-old 
female  was  seen  for  evaluation  of  hypernasal 
speech  which  had  been  present  since  the  onset 
of  speech.  The  family  recently  had  been 
counselled  that  pharyngeal  flap  surgery  was 
the  treatment  of  choice.  Previously,  evaluation 
at  another  institution  resulted  in  the  insertion 
of  a Proplast  TM  implant  in  the  posterior 
nasopharynx.  This  resulted  in  little  improve- 
ment in  speech,  and  hypernasality  persisted. 

Physical  examination  was  normal  with  no 
visible  structural  abnormalities  seen  within  the 
oropharynx  or  nasopharynx.  An  auditory- 
perceptual  evaluation  revealed  substantial 


296 


Nebraska  Medical  Journal  September  1984 


hypernasality  during  speech  as  well  as  multiple 
articulation  errors. 

Aerodynamic  evaluation  demonstrated  high- 
ly variable  nasal  air  flow,  ranging  from  no 
inappropriate  nasal  air  flow  to  excessive, 
inappropriate  air  flow.  This  variability  was 
seen  during  most  speech  tasks.  However,  the 
nasal  air  flow  decreased  as  the  patient 
articulated  the  speech  items  more  clearly. 

A video  nasopharyngoscopy  allowed  us  to 
observe  this  variable  pattern  of  velopharyngeal 
closure.  Additionally,  during  the  fiberoptic 
evaluation,  diagnostic  therapy  was  conducted 
to  improve  M.E.’s  articulation.  As  noted  in  the 
aerodynamic  evaluation,  improved  overall 
speech  articulation  resulted  in  improved  velo- 
pharyngeal function. 

The  combined  evaluation  and  diagnostic 
therapy  resulted  in  a diagnosis  of  velopharyn- 
geal dysfunction,  which  was  directly  related  to 
poor  articulation  skills  rather  than  a dis- 
proportionate velopharyngeal  incompetence. 
Because  the  velopharynx  is  an  articulator  (just 
as  the  tongue,  lips  and  jaw),  behavioral  speech 
therapy  was  recommended  and  directed  to- 
ward improvement  of  articulation  skills. 

Case  #3.  C.P.,  age  28,  was  seen  for 
evaluation  of  voice  and  swallowing  complaints. 
Two  years  prior  to  our  evaluation,  C.P.  first 
noted  his  voice  fatigued  easily,  and  lost  the  top 
of  his  singing  range  including  his  falsetto  range 
completely.  Approximately  ten  months  later, 
C.P.  underwent  laser  removal  of  a hemangioma 
on  one  vocal  fold  and  a nodule  on  the  opposite 
vocal  fold.  Post-surgically,  C.P.  reported  a 
number  of  problems,  including  swallowing 
difficulties,  sensation  of  a lump  in  the  throat, 
and  voice  fatigue  associated  with  reduced 
voice  quality.  Follow-up  ENT  exams  ruled  out 
any  residual  or  additional  pathology. 

Auditory-perceptual  evaluation  revealed  a 
soft,  strained  voice  quality  with  occasional 
phonation  breaks.  Increased  loudness  and 
effort  resulted  in  an  increase  of  phonation 
breaks  and  abnormal  voice  quality. 

Aerodynamic  evaluation  indicated  normal 
subglottal  pressure  values  with  variable  mean 
laryngeal  air  flow,  values  ranging  from  within 
normal  limits  to  substantially  low  air  flow.  The 
low  air  flow  suggested  excessive  constriction  at 
the  level  of  the  larynx. 


Video  laryngoscopy  was  performed.  A full- 
ness of  the  left  vocal  fold  over  the  anterior  one- 
third  and  again  at  the  posterior  one-third  was 
noted.  The  mid-portion  of  the  left  true  fold 
appeared  to  have  a loss  of  tissue  volume.  The 
cause  of  this  is  unclear,  but  the  overall  effect 
was  an  irregularity  in  the  phonatory  surface  of 
the  left  vocal  fold.  On  the  right  true  fold,  a 
white,  raised  area  with  no  inflammation  was 
seen  just  below  the  phonatory  plane  at  the 
junction  of  the  posterior  one-third  with  the 
anterior  two-thirds.  Finally,  during  quiet  respi- 
ration, tissue  fullness  was  seen  subglottally 
beneath  the  right  posterior  vocal  fold  and 
beneath  the  left  anterior  vocal  fold. 

The  observed  laryngeal  abnormalities,  al- 
though subtle,  may  have  contributed  to  the 
voice  difficulties  C.P.  was  experiencing.  Addi- 
tionally, the  anatomic  abnormalities  resulted 
in  what  appeared  to  be  a generalized  increase 
in  laryngeal  and  esophageal  tension. 

The  videotaped  examination  was  shown  to 
the  patient  and  used  to  reassure  him  that  there 
was  a physical  cause  for  his  voice  symptoms. 
This  was  important  to  the  patient  since,  as  a 
singer,  his  symptoms  were  particularly  stress- 
ful to  him.  A period  of  voice  therapy  was 
prescribed,  focusing  on  laryngeal  stress  re- 
duction and  optimizing  vocal  efficiency.  Re- 
evaluation  is  scheduled  to  follow  the  voice 
therapy. 

Discussion: 

We  have  described  a physiologic  approach 
to  the  evaluation  of  speech  disorders  which,  in 
combination  with  the  customary  auditory- 
perceptual  evaluation,  offers  several  levels  of 
observation  concerning  the  determinants  of  a 
speech  disorder. 

With  the  ability  to  analyze  the  vocal  tract 
during  speech  and  separate  out  its  compon- 
nents,  accurate  diagnosis  can  be  rendered 
more  easily  and  will  generally  lead  to  dif- 
ferential treatment  recommendations.  Addi- 
tionally, a physiologic  approach  allows  us  to 
eliminate  a great  deal  of  speculation  from  the 
evaluation  and  make  mechanism-based  recom- 
mendations for  therapy. 

There  have  been  other  significant  benefits 
which  accompany  this  approach.  Medical  legal 
cases,  which  heretofore  have  relied  on  auditory- 
perceptual  evaluation  alone,  can  now  be 
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analyzed  and  studied  in  detail  sufficient  to 
render  diagnosis,  even  when  a strong  secon- 
dary gain  component  exists.  The  data  from 
each  evaluation  method  may  be  recorded  and 
the  evaluation  is  completely  reproducible  so 
that  it  can  be  re-evaluated,  much  like  an  X-ray. 
This  not  only  establishes  a permanent  record 
from  which  progress  can  be  monitored,  but 
also  allows  other  clinicians  to  review  the  case 
without  having  to  subject  the  patient  to  repeat 
examination.  With  this  approach,  physicians, 
speech  clinicians,  and  other  interested  pro- 
fessionals can  examine  and  review  cases  and 
share  their  expertise.  It  permits  a common 
ground  that  to  date  has  been  lacking  in  this 
area. 

Not  all  patients  with  speech  disorders 
require  this  level  of  evaluation  for  proper  care. 
There  are  a great  number  of  qualified  speech 
clinicians  who  are  capable  of  performing 
auditory-perceptual  evaluation  and  therapy  for 
speech  disorders.  However,  in  cases  where 
(1)  there  are  multiple  factors  involved  with  the 
speech  disorder,  (2)  the  diagnosis  is  elusive,  or 
(3)  therapy  has  not  produced  adequate  results, 
detailed  evaluation  is  thus  warranted  and  has 
proven  expeditious  and  cost  effectiye. 


Summary 

Most  evaluations  of  speech  and  voice 
disorders  traditionally  have  relied  on  auditory- 
perceptual  impressions  by  speech  clinicians  or 
physicians.  Accurate  diagnosis  and  treatment 
of  speech  and  voice  disorders  depend  on 
understanding  the  physiology  of  the  various 
vocal  tract  components  and  their  relative 
contribution  to  a given  disorder.  This  paper 
describes  a physiologic  approach  to  evaluation 
of  speech  and  voice  disorders.  Four  evaluation 
methods  are  combined  to  profile  a given 
patient.  These  are  (1)  auditory-perceptual 
(including  a detailed  case  history),  (2)  aero- 
dynamic, (3)  videofiberoptic,  and  (4)  video- 
fluorographic  evaluations.  Three  case  studies 
are  presented  to  illustrate  the  value  of  this 
approach.  This  approach  has  proven  par- 
ticularly useful  in  cases  where  (1)  there  are 
multiple  factors  involved  with  the  speech/voice 
disorders,  (2)  the  diagnosis  is  elusive,  or  (3) 
therapy  has  not  produced  adequate  results. 
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MEDICINE  AND  RELIGION 


Christ  Clown  in  the  Hospital  Circus 


WHEN  was  the  last  time  you  went 
to  a circus?  Having  small 
children  in  our  family,  it  is  an 
every  other  year  occurrence.  Just  this  past 
week  we  spent  an  evening  at  the  Shrine  Circus. 
Everywhere  we  turned  there  was  a spectacular 
act  in  progress.  The  circus  master  called  our 
attention  to  the  various  rings  in  which  tigers 
were  jumping  through  flames  of  fire,  the 
tightrope  walkers  held  our  attention  in  silence 
and  awe,  and  clowns  were  everywhere  creating 
an  atmosphere  of  joy  and  laughter.  As  we  left 
the  big  top,  we  each  discussed  what  was  the 
best  act.  The  best  act  of  the  show  was  the 
pauper  clown  and  his  antics  with  an  old  jalopy. 
I have  always  enjoyed  clowns  and  their  antics.  I 
especially  enjoy  studying  their  faces.  There  are 
those  with  sad,  forlorn  faces  and  clowns  with 
joyful,  joyous  faces.  In  between  the  acts  the 
clowns  were  everywhere,  traveling  up  and 
down  the  aisles  making  friends  with  a small 
child  or  even  an  adult.  Everyone  enjoys  a 
clown.  For  a clown  seems  to  transcend  persons 
of  all  ages,  sexes  and  all  walks  of  life.  As  I 
reflected  on  the  events  of  the  evening,  I thought 
how  similiar  is  the  circus  to  the  hospital  in 
which  I minister. 

In  the  hospital,  too,  there  are  many  different 
acts  all  going  on  at  the  same  time.  In  one  ring 
you  have  the  birth  of  a new  baby,  families  are 
filled  with  joy  and  expectation,  the  long 
awaited  and  planned  for  arrival  is  here  and 
everyone  celebrates. 

In  another  ring,  you  have  the  trauma  patient 
who  arrives  with  multiple  system  injuries. 
Their  day  has  been  interrupted.  The  work  that 
had  to  be  completed,  is  not.  The  family 
vacation  is  cancelled.  The  night  on  the  town  is 
postponed.  The  trauma  experience  comes  as 
the  sudden  interruption  into  the  daily  routine. 
Imagine  for  a moment  yourself,  if  I were  to  tell 
you  that  this  is  now  a hospital  waiting  room 
and  you  have  a loved  one  who  is  in  critical 
condition.  If  you  cannot  go  home  for  six  weeks, 
what  would  you  have  to  give  up?  How  would 
your  life  be  changed?  But,  broken  bones  are 
mended,  pains  are  stilled,  hope  abounds. 

In  another  ring,  feared  symptoms  are  diag- 
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nosed  benign,  and  healing  occurs.  God’s 
goodness  is  apparent. 

In  another  ring  babies  are  born  dead  or 
deformed.  Feared  symptoms  are  confirmed. 
Breasts  are  removed.  Injuries  and  scars  are 
defined  permanent,  Hope  is  dashed.  God  is 
distant  or  so  it  seems. 

In  the  hospital  circus  there  is  a paradox.  My 
colleague,  Larry  Holst,  speaking  to  the  College 
of  Chaplains  this  past  March,  said  that  a 
paradox  is  a statement  that  is  true  but  seems 
to  be  saying  opposite  things.  It  is  an  experi- 
ence that  on  the  surface  seems  to  be  full  of 
contradictions.  Paradoxes  are  everywhere 
because  contradictions  are  everywhere.  For 
instance,  in  the  proposed  national  budget  for 
the  next  year,  it  calls  for  an  expenditure  of 
$305  billion  dollars  for  armaments.  Why?  So 
that  we  might  live  in  peace!  That’s  a paradox. 

Alcoholics  are  advised  that  victory  comes 
through  surrender.  That’s  a paradox. 

Psychiatry  has  in  its  nomenclature  classifi- 
cations that  define  some  people  as  passive/ 
aggressive  and  others  as  manic/depressive. 
These  are  paradoxical  terms.  They  suggest 
moods  and  behaviors  at  opposite  ends  of  a 
continuum.  Life  is  full  of  ambiguities  and 
ambivalences.  We  love  and  hate,  often  at  the 
same  time.1 

To  compare  the  hospital  with  the  circus  on 
the  surface  seems  to  be  a paradox.  Like  the 
circus  with  many  different  acts,  the  hospital’s 
daily  activities  include  birth,  disease,  surgery, 
trauma,  oncology,  alcoholism,  dying  and  death, 
all  happening  within  the  confines  of  the 
hospital  big  top.  The  hospital  is  a place  of  life 
and  death.  Most  people  in  the  United  States 
begin  there.  Three  million  one  hundred  and 

*A  speech  presented  at  the  Nebraska  Medical  Association  Medicine  and 
Religion  Luncheon,  Omaha,  Nebraska,  April  29,  1984 
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twenty-five  thousand  births  occurred  in  hos- 
pitals last  year  and  most  people  now  die  there. 
Seventy-three  percent  of  all  deaths  last  year 
occurred  in  hospitals.  We  have  tended  to 
institutionalize  the  beginning  and  ending  of 
life. 

TODAY  I WANT  TO  RAISE  TWO  QUES- 
TIONS. THE  FIRST  IS:  WHO  IS  CHRIST 
CLOWN  IN  THE  HOSPITAL  CIRCUS?  I 
believe  the  Christ  Clown  is  anyone  who  serves 
the  patient  in  a loving,  caring,  compassionate 
way.  That  may  be  the  physician  or  it  may  be 
the  chaplain.  It  may  be  the  nurse  or  it  may  be 
the  housekeeper.  In  the  circus,  the  cown  is  at 
the  bottom  rung  of  the  circus  hierarchy  ladder. 
The  clown,  if  you  will,  brings  unity.  The  clown 
draws  together  persons  of  all  walks  of  life.  The 
clown  transcends  all  persons,  touches  all 
persons.  As  a physician,  your  ministry  in  the 
medical  arts  brings  unity.  It  touches  persons  of 
all  walks  of  life.  Your  ministry  significantly 
touches  the  lives  of  many  people,  patients  and 
families.  My  ministry  as  a chaplain  also 
transcends  all  persons.  Though  a member  of 
the  medical  community,  the  chaplain’s  role  is 
not  medical.  The  chaplain  doesn’t  admit, 
diagnose,  treat  or  discharge  anyone.  He  carries 
no  needles,  prescribes  no  pills,  but  rather  is  a 
presence  which  invites  people  to  feel  free  to 
admit  how  vulnerable  they  feel  in  the  midst  of 
anxiety-producing  circumstances  which  sur- 
round them. 

In  a setting  endowed  with  elaborate,  exper- 
tise, highly  technological  equipment,  we  chap- 
lains don’t  use  any.  More  often  than  not,  we 
walk  into  the  patient’s  room  empty-handed. 
While  others  in  the  hospital  seek  to  cure 
suffering,  the  chaplain  seeks  to  engage  the 
suffering  in  dealing  with  values  and  meaning. 
Suffering  is  powerful  and  devastating,  but  it  is 
not  the  last  word.  God  is  the  last  word.  And 
that  is  our  word  to  the  sufferer  and  to  the 
healer  alike.1 

The  clown  is  always  sensitive  to  people.  The 
other  night  at  the  circus  one  little  girl  was 
afraid  of  the  clown  and  she  drew  back  as  he 
approached  her.  The  clown,  sensitive  to  the 
situation,  backed  off  and  gave  the  child  a bit  of 
distance  and  time  to  get  used  to  his  presence 
and  friendly  manner.  Unfortunately,  there  are 
times  in  the  hospital  circus  when  the  physician 
and  the  chaplain  are  not  always  as  sensitive  as 
he  or  she  might  perceive  themselves  to  be. 


What  does  it  mean  when  you  have  to  share 
shattering  news  to  a family  about  a malignancy 
found  in  surgery,  or  irreversible  brain  damage 
as  a result  of  an  accident,  or  the  death  of  a 
loved  one?  Let  me  suggest  from  my  experience 
a couple  of  ways  that  might  be  helpful  in 
approaching  the  patient  or  family  with  sensitive 
openness. 

The  first  example  I would  share  is  the  giving 
of  bad  news  following  surgery.  You  come  out 
after  long  hours  in  surgery,  the  family  having 
been  anxiously  awaiting  you.  You  have  done 
your  job.  After  an  explanation  of  the  procedure, 
you  finally  come  to  the  part  of  the  story  where 
you  say  that  the  tumor  was  malignant,  and  the 
family  breaks  into  tears.  You  assure  them  that 
you  will  tell  the  patient  in  the  next  day  or  two. 
They  do  not  have  to  say  anything  to  the  patient 
about  the  results  of  surgery,  that  you  will  do  it. 
That  is  a noble  thought,  but  wait  a minute.  The 
moment  the  patient  sees  their  family,  the  way 
they  walk,  the  nonverbal  look  in  their  eyes,  and 
the  way  they  talk,  suggests  that  something  is 
not  right.  In  the  Sermon  on  the  Mount,  Jesus 
states,  “Does  a person  light  a candle  and  hide 
it  under  a bushel  or  can  a city  set  on  a hill  be 
hid?  ” You  see,  we  share  good  news.  If  things 
were  well,  the  nonverbal  communication  would 
communicate  it.  The  verbal  communication 
would  be  “it’s  okay.”  Meanwhile,  saying 
nothing  says  it  is  not  okay.  When  a family 
celebrates  the  birth  of  a new  baby,  do  they 
walk  out  and  tell  the  others  with  sad  forlorn 
faces  of  the  joy  they  have  just  experienced? 
No,  it  is  written  nonverbally  in  their  behavior. 
When  a family  asks  me,  “Chaplain,  what  can  I 
say  to  my  loved  one?”  My  suggestion  is  that 
the  patient  can  already  see  in  your  eyes  the 
news.  Simply  say,  “Dear,  it  is  not  all  we  had 
hoped  for.  Tomorrow  we  will  know  more,  and 
Dr.  Smith  has  assured  us  that  he,  too,  will  sit 
down  and  share  more  as  it  is  known.” 

A second  example  is  telling  a family  of  a 
sudden  or  unexpected  death.  This  is  never  an 
easy  task  for  physician  or  chaplain.  I do  not 
know  if  there  is  a right  way.  I do  believe  that 
there  is  a wrong  way,  and  that  way  is  not  being 
straight  forward  with  what  has  happened. 
Thirteen  years  ago  Mrs.  Brown  had  coded 
repeatedly.  Each  time  she  was  successfully 
resuscitated.  The  last  time  she  died.  During 
the  previous  successful  codes,  I had  spent  time 
with  her  husband.  At  her  death,  I accompanied 
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her  doctor  to  a small  conference  room  where 
he  told  Mr.  Brown,  “It  is  all  over.”  Mr.  Brown 
responded,  “Oh  good,”  thinking  the  code  had 
again  been  successful.  The  doctor  stammered, 
“I  mean,  uh,  we  did  all  we  could.”  “Oh  thank 
you  doctor,”  responded  Mr.  Brown.  At  that 
point  the  doctor  looked  at  me  seeming  to 
stammer  for  more  words,  and  I interrupted  and 
said,  “Mr.  Brown,  your  wife  has  died.  They 
were  unsuccessful  in  getting  her  heart  started 
again.” 

When  you  enter  a room  to  tell  a family  about 
the  death  of  a loved  one,  they  do  not  want  an 
explanation  of  all  the  medications  that  you 
used,  the  number  of  times  that  you  defibrillated 
the  heart.  They  want  to  know  how  are  they 
now.  Did  they  make  it?  Have  they  died?  I 
believe,  too,  that  we  must  use  the  correct 
medical  term  — died.  The  fact  that  we  have 
over  50  euphemisms  for  death  suggests  that 
we  have  difficulty  dealing  with  death. 

THE  SECOND  QUESTION  I WANT  TO 
RAISE  IS:  WHAT  IS  THE  ROLE  OF  THE 
CLOWN  IN  THE  HOSPITAL  CIRCUS?  In 
the  New  Testament,  one  finds  a paradigm  of 
Jesus’  ministry  that  involves  three  role  func- 
tions: the  role  of  priest,  servant,  and  prophet.  I 
will  address  the  first  two. 

As  you  know,  historically  the  priest  served 
both  a religious  and  medical  function.  Ac- 
cording to  myth,  the  genealogy  of  physicians 
traces  back  to  Aesclepius,  son  of  the  great 
Apollo.  For  centuries,  the  capacity  for  healing 
was  considered  vested  in  those  with  divine 
power.  Priests  and  physicians  were  one  in  the 
same.  The  religious  and  medical  roles  have 
long  since  been  separated  professionally,  but 
even  now  it  is  not  uncommon  to  find  reference 
to  the  priestly  function  of  the  physician  in 
secular  medical  literature.  That  phrase  refers 
to  the  component  of  the  classic  expression  of  a 
physician’s  duty  to  fight  against  illness,  to  cure 
disease  and  prevent  premature  death  (when 
that  is  possible),  to  relieve  suffering  (when 
cure  is  not  possible),  and  to  comfort  always. 
The  term  priestly  function  in  medicine  implies 
that  patients  want  more  from  their  physicians 
than  simple  medical  care,  no  matter  how 
expert  or  technically  sophisticated  that  care 
may  be.  A society  of  high  tech  also  demands 
high  touch.  It  is  easy  to  understand  that  a 
seriously  ill  patient  wants  communication  with 
and  support  from  the  physician  who  guides 


therapy.  What  may  not  be  so  widely  appre- 
ciated is  the  frequency  with  which  people  come 
to  the  doctor  with  trivial  symptoms  or  oc- 
casionaly  no  symptoms  at  all  for  reassurance, 
guidance,  or  even  confession.2 

There  are  three  nonbiomedical  reasons  that 
bring  patients  to  the  physician:  (1)  emotional 
response  to  the  stress;  (2)  social  isolation;  and 
(3)  informational  needs.3 

The  relationship  between  stress  and  illness 
is  complicated,  and  I certainly  don’t  have  time 
to  deal  with  it  here,  except  to  say  that  on  the 
simplest  level,  the  patient  may  recognize 
that  the  primary  problem  is  emotional,  and 
that  nothing  physically  is  wrong.  “The  kids  are 
making  me  a nervous  wreck.”  “I  just  lost  my 
job  and  can’t  sleep.”  “My  wife  has  died  and  I’m 
falling  to  pieces.”  On  the  other  hand,  severe 
stress  may  manifest  itself  in  physical  com- 
plaints, which  mimic  those  of  true  disease  and 
may  be  equally  debilitating.  Discernment  that 
an  illness  is  functional  and  not  organic  requires 
considerable  skill,  a fair  amount  of  objective 
testing,  and  the  passage  of  time.  Most  patients 
with  primary  or  secondary  problems  dues  to 
stress  desire  relief  of  symptoms.  They  want  to 
get  well.  This  is  not  always  so.  Sometimes 
there’s  a hidden  desire  to  be  declared  sick  and 
to  remain  so.  The  gain  is  that  by  being  certified 
ill,  one  may  garner  sympathy,  avoid  work, 
escape  responsibilities,  or  even  manipulate 
family  and  friends. 

Social  isolation  implies  the  absence  of 
significant  others  in  the  life  of  an  individual.  I 
have  three  persons  that  every  so  often  stop  by 
my  office.  They  don’t  want  anything  from  me 
except  my  time  to  talk  and  listen  to  them,  and 
to  allow  them  to  feel  like  persons  of  worth  and 
value.  Social  isolation  is  becoming  more  true 
today  as  families  are  separated  by  distance,  as 
families  are  separated  by  divorce  and  by 
death.  If  a person  feels  of  no  value,  lonely,  or 
unloved,  it  becomes  critical  to  find  someone 
who  cares  and  will  listen.  It  is  not  uncommon 
for  you  as  a physician  to  fulfill  that  role. 

The  third  nonbiomedical  reason  for  visiting 
the  physician  would  be  informational.  The 
request  may  be  straight-forward  or  complex. 
The  mother  who  calls  and  wants  to  know  if  the 
exposure  of  her  child  at  school  to  measles  is  a 
cause  for  concern,  or  the  person  with  a valvular 
heart  disease  may  wish  to  know  the  mortality 
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associated  with  replacement  of  the  valve.  The 
complex  issue  may  be  of  a confessional 
nature  as  illustrated  in  a case  sited  by  Barsky:3 
“A  married  electronics  repairman  presented 
with  dysuria.  He  criticized  both  the  internist 
and  urologist  whom  he  had  consulted  within 
the  last  week.  Although  they  reported  negative 
cultures  of  his  urine  and  discharge,  the  patient 
complained  that  they  had  not  been  thorough 
enough  to  rule  out  all  possible  venereal 
disease.  A more  detailed  history  revealed  that 
the  patient  had  recently  had  sexual  relations 
with  a prostitute.  He  felt  so  guilty  about  his 
infidelity,  that  he  was  convinced  that  he  had 
contracted  venereal  disese,  almost  as  though  it 
was  a deserved  and  fitting  punishment.  His 
real  reason  for  coming  was  not  to  obtain  yet 
another  culture,  but  rather  for  the  opportunity 
to  confess  something  about  which  he  felt 
guilty.”  I suspect  that  as  physicians  you  are 
involved  in  the  priestly  function  more  often 
than  you  might  realize.  There  seems  to  be  a 
need  in  many  patients  to  reveal  the  dark  side. 
A physician  friend  of  mine  attempts  to  listen  to 
what  patients  with  nonspecific  complaints  are 
not  saying  verbally.  After  completing  a routine, 
normal  pelvic  and  pap  smear  on  a young 
woman,  he  asked  what  he  thought  to  be  an 
innocent  question  — “How  are  things  going  in 
your  marriage?”  She  responded  by  breaking 
into  tears. 

The  list  of  confessional  needs  is  unlimited. 
Fear,  anger,  jealousy,  marital  discourse,  use  of 
elicit  drugs,  secret  alcoholism,  sexual  dys- 
function, even  criminal  activity  have  all  been 
expressed  by  patients  under  your  care  and  by 
patients  who  have  come  to  me  in  my  office  as 
chaplain.  Indeed  we  share  a great  deal  in  our 
common  priestly  role  function. 

The  second  New  Testament  role  model  of 
Jesus’  ministry  is  that  of  servant.  In  the 
hospital  circus  we  must  never  forget  who  we 
are  to  serve.  Too  often  our  medical  technology 
prompts  us  to  be  more  interested  in  kidneys 
than  the  owner  of  the  kidneys,  more  pre- 
occupied with  the  heart  as  a pump  than  with 
the  seat  of  emotions.  The  patient  is  the  reason 
for  our  existence;  however,  there  are  times 
when  it  becomes  increasingly  difficult  to  meet 
the  best  needs  of  the  patient,  especially  when 
confronted  with  the  medical  paradox  to  pro- 
long life  and  relieve  suffering.  Unfortunately, 
prolonging  life  does  not  always  relieve  suffer- 


ing; it  may,  in  fact,  exacerbate  suffering; 
relieving  suffering  may  shorten  the  life  of  the 
patient. 

Everytime  a physician  is  confronted  with  the 
decision  to  forego  life  sustaining  treatment,  he 
or  she  is  confronted  with  the  patient’s  wishes, 
the  family’s  wishes  and  the  values  of  society. 
The  primary  goal  of  health  care,  in  general,  is 
to  maximize  each  patient’s  well  being.  In 
making  decisions  about  foregoing  life  sus- 
taining treatments,  I believe  physicians  have 
an  obligation  to  see  that  patients  can  choose 
among  a range  of  alternatives  and  one  of  those 
alternatives  may  be  to  do  nothing  at  all.  During 
my  13  years  as  a hospital  chaplain,  I have  seen 
the  approach  to  foregoing  life  sustaining 
treatment,  discontinuing  treatment  and  the 
writing  of  “no  code”  orders  change  a great 
deal.  In  1971,  the  physician  quite  often 
arbitrarily  decided  without  informing  the 
patient  or  the  family.  As  the  public  became 
more  verbal  in  their  demand  to  participate  in 
their  own  treatment,  I saw  a shift.  The 
physician  began  to  outline  the  situation  at 
hand  and  then  said,  “you  decide  and  let  me 
know,  it’s  your  life.”  Franz  Ingelfinger,  writing 
in  the  New  England  Journal  of  Medicine, 
states,  “a  physician  who  merely  spreads  an 
array  of  vendibles  in  front  of  the  patient  and 
then  says  ‘go  ahead  and  choose,  it’s  your  life’  is 
guilty  of  shirking  his  duty,  if  not  malpractice.”4 
Today,  I see  a positive  change.  The  physician, 
as  servant,  lists  the  alternatives,  describes  the 
pros  and  cons,  but  then  instead  of  asking  the 
patient  or  family  alone  to  make  the  choices, 
needs  to  recommend  a course  of  action.  The 
physician  must  take  the  responsibility,  may 
share  it  with  others  on  the  health  care  team, 
but  must  not  shift  it  onto  the  shoulders  of  the 
patient  or  family  alone.  The  patient  then  may 
refuse  the  recommendation  which  is  perfectly 
acceptable.  In  these  situations  I often  counsel 
the  patient  or  family  that  they  are  asking  their 
physician  for  his  best  professional  medical 
judgment. 

In  the  midst  of  all  the  technological  ad- 
vances in  the  past  20  years,  there  seems  to  be 
almost  no  limit  to  what  we  can  do.  We  have 
forgotten  the  words  of  the  writer  of  Eccle- 
siastes, who  wrote  that  “for  everything  there  is 
a season,  there  is  a time  to  be  born  and  a time 
to  die.”5  A couple  of  weeks  ago  Governor 
Lamm  of  Colorado  was  sharply  criticized  for 
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his  remarks  that  the  elderly  have  a duty  to  die. 
I believe  that  the  Governor  possesses  an 
understanding  that  life  is  a process  that  begins 
with  birth,  that  matures,  that  ages,  that  dies. 
Perhaps  we  have  forgotten  that  life  is  a process 
and  a part  of  that  process  is  death.  As  you 
serve  your  patients  who  are  young  and  old, 
take  time  to  listen  to  their  feelings  regarding 
heroic  life  support  measures.  It  might  surprise 
you  to  learn  that  they  have  some  very  definite 
thoughts  about  facing  their  own  mortality. 
Recently  a patient  remarked,  “I  have  had  a 
choice  in  my  style  of  living,  should  I not  have  a 
choice  in  my  style  of  dying?” 

The  matter  of  discussing  code  status  with 
patients  and  families  always  makes  physicians 
uncomfortable.  However,  patients  and  families 
don’t  know  what  will  happen  to  them  if  their 
heart  should  stop  and  they  have  a right  to  be 
informed,  to  participate  in  the  discussion  that 
directly  affects  their  life. 

It  troubles  me  a great  deal  that  we  have 
developed  our  prehospital  medical  care  system 
so  efficiently  that  the  moment  we  dial  911,  we 
lose  control.  Not  so  long  ago,  an  elderly 
gentleman  arrived  in  our  Emergency  Depart- 
ment in  a full  code.  His  heart  was  started,  but 
he  made  no  respiratory  effort.  He  was  placed 
on  a ventilator  and  moved  to  the  Coronary 
Care  Unit.  When  his  wife  arrived,  she  assumed 
that  we  would  tell  her  that  her  husband  had 
died.  After  telling  her  of  his  status,  she 
remarked,  “that’s  not  what  we  wanted,  Henry 
wanted  to  die  at  home.  He  didn’t  want  all  that 


done.  He  never  wanted  to  be  on  machines. 
Why  did  you  do  that  to  him?  All  I wanted  was 
someone  to  come  and  be  with  me.”  Technology 
maintained  Henry  for  five  weeks.  He  never 
regained  consciousness.  Technology  prolonged 
dying  rather  than  living.  One  afternoon  his  wife 
said  to  me,  “Chaplain,  I can’t  go  back  into  the 
room  to  see  him  anymore.  That’s  not  Henry, 
that’s  only  his  body.  He  is  with  the  Lord.” 
Death  is  not  the  enemy,  inhumanity  is. 

In  your  role  as  a servant,  I ask  you  to 
remember  who  it  is  that  you  are  serving.  Be 
open,  be  frank,  be  loving,  be  compassionate,  be 
kind.  In  the  difficult  times  when  you  wonder  if 
you  are  prolonging  life  and  relieving  suffering, 
remember  enough  is  enough  when  we  begin  to 
meet  your  own  needs  rather  than  the  needs  of 
the  patient.  When  there  is  no  reasonable 
chance  of  continued  meaningful  life,  when  we 
are  prolonging  dying  rather  than  living,  enough 
is  enough. 

References 

1.  Personal  notes  of  a speech  given  by  Chaplairi  Larry 
Holst,  Lutheran  General  Hospital,  Park  Ridge,  Illinois,  at 
the  38th  Annual  Convention  of  the  College  of  Chaplains 
meeting  in  Kansas  City,  March  1984. 

2.  Marty,  E.  Martin,  and  Kenneth  L.  Vaux,  Editors. 
Health/Medicine  and  the  Faith  Traditions.  Phila- 
delphia: Fortress  Press,  1982,  p.  250. 

3.  Barsky,  Arthur  J.,  III.  M.D.  “Hidden  Reasons  Some 
Patients  Visit  Doctors.”  Annals  of  Internal  Medicine, 
94  (Part  I)  1981,  p.  492-498. 

4.  Ingelfinger,  Franz,  M.D.  “Arrogance.”  New  Eng- 
land Journal  of  Medicine,  1980,  p.  303,  1507,  1509. 

5.  Holy  Bible  RSV,  Ecclesiastes  3:2. 


September  1984 


Nebraska  Medical  Journal  303 


FRACTURE  OF  THE  MONTH 

Femoral  Fracture  due  to 
Osteosarcoma  Masquerading  as 

Internal  Derangement  of  the  Knee 


THE  advent  of  arthroscopic  diag- 
nosis and  surgery  has  totally 
changed  our  approach  to  knee 
joint  pathology.  A minor  arthroscopic  proce- 
dure and  a short  course  of  rehabilitation  can 
return  a patient  so  quickly  to  daily  activities 
that  it  tends  to  be  taken  for  granted.  However, 
the  surgeon  must  take  care  that  the  ease  of 
arthroscopy  not  become  a substitute  for 
adequate  history  and  careful  physical  exami- 
nation. The  temptation  to  proceed  directly  to 
this  procedure,  which  can  be  both  diagnostic 
and  therapeutic,  may  cause  the  arthroscopist 
to  omit  adequate  evaluation  of  the  patient’s 
problem.3  The  purpose  of  this  case  presentation 
is  to  illustrate  one  instance  where  this  proved 
to  be  the  case. 

Case  History: 

An  active  19  year  old  college  student,  who 
routinely  ran  5 to  6 miles  per  day,  developed 
pain  in  the  region  of  the  left  knee  which  was 
exacerbated  by  physical  activity.  Following 
initial  evaluation,  a diagnosis  of  medial 
meniscus  tear  was  entertained  and  physical 
therapy  advised.  When  he  returned  to  his 
physician  one  month  later,  he  related  that  the 
pain  had  continued  with  activity  but  was  also 
now  present  at  rest.  Additionally,  he  noticed 
generalized  fatigue,  malaise  and  some  increased 
swelling  about  the  knee.  Because  of  failure  of 
the  physical  therapy  program  to  alleviate 
symptoms,  the  surgeon  scheduled  the  patient 
for  arthroscopic  meniscectomy  during  the  next 
break  in  his  classroom  activities. 

Five  days  prior  to  the  patient’s  scheduled 
arthroscopy,  he  experienced  a sudden  exacer- 
bation of  pain  while  walking  across  campus. 
Roentgenograms  (Figure  1)  obtained  in  the 
Emergency  Room  revealed  fracture  through  a 
pathologic  lytic  process  in  the  left  distal  femur. 

Discussion: 

Pathologic  fractures  are  those  which  occur  in 
bones  weakened  by  some  underlying  disease 
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process.  The  most  common  causes  of  patho- 
logic fracture  include  metabolic,  developmental 
and  neoplastic  processes.1 

Among  metabolic  causes  of  pathologic 
fracture,  the  most  common  are  osteoporosis- 
osteomalacia  and  Paget’s  disease.  These  char- 
acteristically show  a diffuse  roentgenographic 
pattern  in  most  patients;  however,  Paget’s 
disease  may  present  as  an  isolated  osteolytic 
lesion,  particularly  in  the  femur. 

Developmental  etiologies  of  fracture  com- 
monly include  osteogenesis  imperfecta,  fibrous 
dysplasia,  bone  cyst  and  cortical  defects. 
Typically,  these  conditions  become  manifest  in 
individuals  who  are  much  younger  than  our 
present  patient. 

Neoplastic  processes  may  be  classified  as 
either  benign  or  malignant.  The  commonest 
benign  neoplasms  leading  to  pathologic  frac- 
ture include  enchondroma,  giant  cell  tumor 
and  eosinophilic  granuloma.  However,  the 
most  common  cause  in  this  patient’s  age  group 
is  malignancy,  either  a primary  or  secondary 
bone  tumor.  The  most  frequent  primary 
tumors  are  multiple  myeloma,  osteogenic 
sarcoma,  reticulum  cell  sarcoma  and  Ewing’s 
sarcoma.  However,  the  most  common  cause  of 
pathologic  fracture  is  metastasis  from  breast, 
lung,  kidney,  thyroid  or  prostatic  carcinoma, 
particularly  in  the  older  patient.2-4 

To  differentiate  these  many  possible  causes 
of  pathologic  fracture,  it  is  essential  that  the 
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diagnosis  be  made  by  adequate  biopsy.  This 
should  be  done  before  fracture  callus  obscures 
histology.  Healing  response  to  a fracture  can 
be  mistaken  for  sarcoma  and  more  than  one 
limb  has  been  amputated  because  a benign 
condition  was  confused  with  a malignancy. 
Therefore,  the  surgeon  must  coordinate  the 
diagnostic  biopsy  with  the  help  of  both 
radiologists  and  pathologists. 

The  radiographic  appearance  in  this  case 
indicated  rapid  bone  lysis  with  extension  of  the 
mass  well  up  into  the  thigh.  This  picture  is 
characteristic  of  a primary  bone  tumor,  most 
likely  osteosarcoma.  The  pathologic  fracture 
and  extension  of  the  tumor  indicated  wide- 
spread disease  and,  in  general,  a poor  prog- 
nosis. 

Management: 

The  patient  was  admitted  to  the  hospital 
with  his  leg  immobilized  in  a splint  while  pre- 
operative evaluation  was  carried  out.  The 
hemoglobin  was  14.9  gm.%;  white  cell  count 
and  differential  were  normal.  The  serum 
calcium  was  normal  but  the  sedimentation  rate 
was  elevated  to  52  mm/Hr.  and  alkaline 
phosphatase  was  200  (normal  15-80). 


Antero-posterior  and  lateral  chest  x-rays 
were  interpreted  as  normal.  A Technetium" 
bone  scan  demonstrated  a marked  increase  in 
activity  in  the  area  of  the  fractured  femoral 
lesion  but  there  were  no  other  areas  of 
increased  activity. 

An  open  biopsy  of  the  lesion  confirmed  the 
clinical  and  radiographic  impression  of  osteo- 
sarcoma. Two  days  following  biopsy,  the 
patient  was  subjected  to  high-thigh  amputa- 
tion. Post-operatively,  he  was  put  on  intensive 
chemo-  and  radiotherapy  and  did  well  for  three 
months.  However,  he  then  developed  dyspnea, 
hemoptysis  and  malaise;  a chest  x-ray  demon- 
strated evidence  of  multiple  metastatic  lesions 
in  the  lung  (Figure  2).  A subsequent  chest  x- 
ray  just  prior  to  his  demise  10  months  after 
starting  treatment  showed  diffuse  pulmonary 
lesions  (Figure  3). 

Conclusions: 

This  tragic  case  illustrates  that  knee  pain 
may  be  caused  by  an  extra-articular  lesion  in 
the  femur,  hip  or  even  in  the  spine.  The 
surgeon  who  performs  arthroscopy  must  con- 
stantly keep  in  mind  these  possibilities. 
Although  this  patient’s  aggressive  tumor  may 


Figure  1:  AP  and  lateral  roentgenograms  of  the  steum,  rapid  tumor  growth  (curved  arrow);  Sunburst 

distal  femur  show  lytic  lesion  and  fracture  (large  appearance,  tumor  blush  indicating  rapid  tumor 

arrows);  Codman’s  triangle  - proliferating  perio-  growth  (triangles). 
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Figure  2:  Chest  x-ray  at  7 months  after  diagnosis 
showing  multiple  lesions  in  lung  fields. 


not  have  been  cured  with  early  recognition,  the 
delay  in  diagnosis  was  certainly  not  helpful. 

Despite  advances  in  chemotherapy,  osteo- 
sarcoma is  still  a deadly  process.  In  most  cases 
it  is  now  fortunately  detected  before  it  leads  to 
a pathologic  fracture. 

Since  this  case  was  managed,  our  diagnostic 
work-up  for  osteosarcoma  now  includes  CT 
scan  of  the  lung.  This  allows  early  detection  of 
resectable  metastatic  chest  lesions,  earlier 
than  even  standard  tomography  allows. 

Despite  modern  technology,  however,  our 


Figure  3:  Chest  x-ray  showing  extensive  metastatic 
lesions. 

best  diagnosis  still  comes  from  the  informed 
and  alert  mind  of  the  primary  physician. 
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BRIEF  COMMUNICATION 


Screening  for  Middle  Ear  Fluid 
in  an  Urban  Pre-School  Population 


HEARING  loss  in  pre-school  child- 
ren can  be  devastating.  This 
hearing  loss  can  adversely  af- 
fect language  development,  speech  develop- 
ment and  socialization.  Middle  ear  fluid  has 
been  shown  to  be  one  of  the  most  common 
preventable  causes  of  hearing  loss  in  this 
population.1  A previous  study  by  Paulman  and 
Dirks  revealed  a significant  number  of  pre- 
school children  with  hearing  loss  associated 
with  abnormal  tympanograms  in  a rural  popu- 
lation.2 

To  help  determine  the  extent  of  the 
problem  of  middle  ear  fluid  in  an  urban  pre- 
school population,  asymptomatic  pre-school 
children  presenting  to  the  University  of 
Nebraska  Family  Practice  Clinics  in  Omaha, 
Nebraska  from  June  1983  to  December  1983 
were  screened  with  tympanometry. 

The  study  patients  ranged  in  age  from  3 
years  to  5 years.  Tympanograms  were  per- 
formed using  an  American  Electromedics 
Corporation  Model  85AR  automatic  Tym- 
panometer.  Tympanometry  (impedance  audio- 
metry) has  been  previously  shown  to  be  a 
reliable  indicator  of  abnormal  middle  ear 
pressure  and  middle  ear  fluid.3  Audiometric 
data  were  not  available  for  this  study  group. 
Abnormal  tympanograms  were  defined  as 
middle  ear  pressure  less  than  -100  mmH20  in 
either  ear. 

A total  of  32  children  were  screened;  16 
children  had  normal  tympanograms  and  16 
children  had  abnormal  tympanograms.  While 
audiometric  data  were  not  available  for  this 
study  group,  other  studies  have  shown  a high 
incidence  of  hearing  loss  in  children  with 
abnormal  tympanograms.  Thus,  we  can  as- 
sume that  the  group  of  children  with  abnormal 
tympanograms  contained  a significant  number 
of  individuals  with  hearing  loss.2- 4 


PAUL  M.  PAULMAN,  M.D. 

Assistant  Professor  of  Family  Practice 
University  of  Nebraska  Medical  Center 

DANIEL  E.  HALM,  M.D. 

Assistant  Professor  of  Family  Practice 
University  of  Nebraska  Medical  Center 


This  study,  as  well  as  the  previous  investi- 
gation in  a rural  clinic  setting,  seems  to 
indicate  at  least  a potential  problem  of 
preventable  hearing  loss  in  children  at  a 
crucial  time  in  their  social/educational  de- 
velopment in  Nebraska.  Tympanometry,  which 
can  be  obtained  at  a cost  of  from  $5.00  to 
$25.00  per  test,  is  a non-invasive,  cost 
effective,  reproducible  method  of  screening 
these  children  for  middle  ear  fluid.  Middle  ear 
fluid,  as  well  as  causing  hearing  loss,  may  be  a 
predisposing  condition  for  acute  or  purulent 
otitis  media;  thus,  screening  efforts  may  yield  a 
2-fold  advantage.  We  welcome  further  inves- 
tigation into  this  problem  in  Nebraska.  Screen- 
ing pre-school  children  for  middle  ear  fluid 
should  be  considered  by  those  physicians  in 
Nebraska  who  provide  health  care  to  this 
population. 
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"MEDICINE  IN  TRANSITION” 

WHO  WILL  CONTROL  THE 
PRACTICE  OF  MEDICINE? 

The  prospective  pricing  system  (DRG’s)  is 
the  most  powerful  restructuring  influence  we 
have  ever  had  in  the  health  care  system.  DRG’s 
are  more  than  a change  in  the  financing  of 
health  care;  they  threaten  to  markedly  change 
the  actual  delivery  system  and  the  traditional 
control.  These  revolutionary  changes  will 
affect  the  lives  of  all  doctors  of  medicine.  Most 
alarming  is  who  will  control  the  practice  of 
medicine?  The  control  of  medicine  is  rapidly 
passing  from  the  providers  to  the  competitive 
marketplace  where  monetary  risk  will  be  one  of 
the  most  powerful  motivating  elements.  The 
threats  to  physicians,  their  conduct,  and 
control  of  their  medical  practice  comes  from 
the  government,  our  institutions,  business,  the 
insurance  industry,  and  ourselves. 

To  shrink  this  system,  the  government  has 
effectively,  through  the  DRG’s,  placed  wage 
and  price  control  on  our  institutions.  Previous- 
ly, as  government  programs  paid  less  for  their 
services,  this  unpaid  expense  was  cost  shifted 
to  other  consumers;  but  this  avenue  is  being 
effectively  circumvented.  With  decreasing  ad- 
missions and  revenues,  the  response  of  our 
institutions  without  effective  cost  shifting  will 
be  cost  management,  ventures,  and  consolida- 
tion, all  of  which  can  be  a potential  threat  to 
the  physician.  Stringent  cost  management  can 
affect  nursing  care  and  equipment  that, 
indeed,  may  affect  medical  care.  Many  ventures 
such  as  outpatient  clinics,  wellness  centers, 
free-standing  Surgi-Care  centers,  and  Satellite 
clinics  are  well  into  medical  practice  tradi- 
tionally given  by  physicians.  As  a result,  these 
units  will  be  in  direct  competition  with  the 
physician  and,  in  particular,  the  primary  care 
doctor.  Cost  management  and  ventures  will  be 
necessary  for  survival  of  our  institutions,  but 
without  carefully  considered  input  from  phy- 
sicians, these  measures  pose  a real  threat  to 
the  control  of  medical  practice.  Consolidation 
of  services  and  mergers  between  hospitals  are 
another  method  to  contain  costs  and  some  will 
be  welcomed  as  long  overdue.  Competition,  as 
it  has  existed  in  the  system  of  both  dollar 


coverage  and  retrospective  payment,  was 
simply  a medical  arms  race.  We  will  be  seeing 
further  growth  in  corporate  medicine  such  as 
Hospital  Corporation  of  America,  American 
Medical  International,  Humana  Incorporation, 
and  National  Medical  Enterprises  with  many 
new  ones  coming.  How  the  for  profit  pro- 
prietaries will  function  under  the  impact  of  the 
changes  in  the  reimbursement  system  remains 
to  be  seen,  but  this  change  appears  to  be  a 
major  threat  to  the  traditional  practice  of 
medicine.  Profit  can  be  made  on  the  well  and 
near-well  but  not  the  indigent  and  the  real  sick. 
Physician  control  of  the  determination  of  need 
for  hospitalization  will  change,  and  this  need 
may  well  be  a corporate  decision.  This  trend 
will  be  an  increasing  threat  to  the  physicians, 
their  patients,  and  their  institutions. 

The  government  is  not  stopping  with  hos- 
pital controls  alone.  Physician  fees  are  now 
frozen  and,  undoubtedly  to  follow,  will  be 
mandatory  assignments.  This  policy  means 
financial  control  followed  by  control  of  medical 
services.  Business  also  poses  a threat.  Their 
primary  concern  is  medical  cost,  and  it  truly  is 
a major  concern;  as  with  our  present  tax 
structure,  medical  cost  has  added  markedly  to 
the  price  of  the  consumer  goods.  Business  is 
rushing  to  cut  costs  with  prepaid  programs, 
provider  organizations,  computer  listing  of 
doctors,  contracts,  and  even  more  regulation. 
In  some  areas  like  Massachusetts,  the  business 
world  has  actually  molded  the  very  way 
medicine  is  practiced.  They  have  legislated  a 
very  complex  law  to  control  hospital  expenses 
and,  indeed,  are  exempt  from  the  DRG’s;  but 
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they  have  just  as  tough  or  perhaps  a tougher 
system  they’re  under  right  now,  and  this  was 
formulated  by  a business  coalition. 

The  insurance  industry  also  presents  many 
threats  to  the  practicing  physician.  Insurance 
carriers  have  turned  to  deductibles  and  co- 
payments and  other  sound  insurance  programs 
that  offer  a major  risk  approach  to  their 
insured  and  place  fiscal  responsibility  with  the 
patient  where  more  true  competition  can 
prevail.  This  is  all  very  good  but  a whole  new 
industry  of  insurance  based  on  the  concepts  of 
IPA’s  and  HMO’s  is  rapidly  increasing.  Such 
group  health  organizations  are  good  business. 
As  one  foresees  decreasing  admissions,  indeed, 
there  will  be  less  cost  as  the  entire  system 
shrinks.  Of  course,  decreasing  cost  is  readily 
salable  to  industry,  and  large  profits  are 
apparent  in  many  of  these  programs.  In  the 
long  run  they  also  present  a real  threat  to  the 
physician  because  in  these  programs  the 
contractor  uses  the  physician  as  a subcon- 
tractor to  serve  the  patient.  Tremendous 
conflicts  of  interest  are  very  apparent  in  this 
triangle.  The  object  is  for  the  subcontractor  to 
curtail  services  to  the  patient  so  the  contractor 
does  not  have  to  pay  the  consequences.  It 
essentially  removes  the  subcontractor,  the 
physician,  from  their  traditional  role  as  patient 
advocate.  Limited  practitioners  also  continue 
to  be  a threat  to  the  physician  with  their 
continued  efforts  to  increase  their  scope  of 
practice  and  independence.  We  as  physicians 
have  our  own  self  threat.  There  is  an  abund- 
ance of  physicians,  and  our  schools  are  still 
pouring  out  physicians  in  the  same  number. 
We  also  sit  with  a cottage  industry  and  no 
mechanism  to  carry  out  our  inescapable 
responsibility  to  our  patients  or  to  our 
community  and  that  is  a real  threat.  This 
decentralized  cottage  industry  has  been  and 
still  is  one  of  the  more  efficient  methods  of 
providing  medical  care.  However,  this  does 
make  the  physician  extremely  vulnerable  to  be 
bypassed  with  resultant  loss  of  control  of 
medical  practice.  Without  an  organized 
mechanism  to  contract  with  our  institutions, 
business,  and  government,  our  destiny  and 
physician  control  of  medical  practice  is  vul- 
nerable. 

We  can’t  argue  that  change  is  upon  us  and 
that  change  is  indeed  necessary,  particularly  in 
regard  to  medical  costs.  However,  the  changes 


are  not  only  a change  in  the  financing  of 
medical  care  costs,  but  also  a threat  to  the 
entire  delivery  system  which  has  been  the 
finest  the  world  has  known,  albeit  costly. 
Traditionally,  change  is  resisted,  but  it  also 
offers  many  opportunities  for  careful  delibera- 
tion, leadership,  and  study  with  resultant 
action  based  on  sound  principles.  We  as 
physicians  must  maintain  control  of  the 
practice  of  medicine  — who  else  can  in- 
novatively  develop  the  most  cost  effective 
management  of  medical  care  itself?  We  cannot 
let  this  slip  away  to  the  contractors  where 
medical  decisions  may  well  be  influenced  by 
monetary  decisions.  To  protect  the  efficient 
cottage  industry,  we  must  be  thinking  in  terms 
of  financial  relationships  or  organizations  with 
the  capability  of  contracting,  of  hiring  adminis- 
tration, and  most  important,  of  setting  the 
guidelines  for  necessary  medical  services.  We 
have  to  be  excellent  cost  managers  and  be 
good  leaders  in  this  field.  We  have  to  remain  as 
the  patient’s  advocate  and  to  respond  to  our 
patients’  needs  and  desires.  We  have  to  stand 
for  unobstructed  entry  into  the  system,  both 
for  the  consumer  and  the  provider.  We  have  to 
get  involved  in  community  health  care  coali- 
tions that  have  broad  representation  from 
industry,  medicine,  hospitals,  communities, 
government,  and  insurance  carriers  so  that  we 
can  work  together  in  a manner  to  help  restore  a 
sound  marketplace.  We  can’t  stand  for  curtail- 
ment of  needed  services  on  a financial  basis. 
We  can  and  must  work  with  our  national 
organizations  to  work  for  a true  economic 
competitive  system.  We  must  get  insurance 
back  to  a major  risk  approach,  consumers  with 
fiscal  responsibility,  and  free  entry  into  the 
system  with  the  physician  in  control  of  medical 
practice  and  not  the  technician  of  corporate 
planning. 

With  these  principles,  we  can  face  the 
transition  in  medicine  that  our  society  is  asking 
of  us  with  vigor  and  opportunity.  The  Ne- 
braska Medical  Association  is  vigorously  pur- 
suing all  the  ramifications  with  concrete 
recommendations  planned  for  the  fall  session 
of  the  House  of  Delegates.  With  our  present 
system,  we  are  all  going  to  be  affected,  so  we 
all  must  become  part  of  the  planning  for  the 
appropriate  change  that  serves  our  patients 
the  best. 

Herbert  E.  Reese,  M.D. 
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AMA  AUXILIARY  CONVENTION 
1984 

The  sixty-first  annual  AMA  Medical  Associ- 
ation Auxiliary  Convention  was  held  June  17- 
20  at  the  Drake  Hotel,  Chicago,  Illinois. 

National  Program  Previews  opened  the 
Convention  on  Sunday,  June  17.  Mini-briefing 
sessions  on  AMA-ERF,  Health  Projects,  Leg- 
islation and  Membership  provided  information 
and  inspiration  to  begin  the  1984-85  Auxiliary 
year.  An  evening  reception  honored  Glenda 
Bates,  President,  and  Billie  Brady,  President- 
elect. Georgia  Republican  House  of  Repre- 
sentative, Newt  Gingrich,  was  the  keynote 
speaker. 

AMPAC  was  host  to  a continental  breakfast 
on  Monday,  June  18  to  say  “thank  you”  for 
past  support  and  encourage  future  involve- 
ment in  political  action.  Reference  Committee 
hearings  followed.  Dorothy  Olsen  presented 
Organizational  Affairs  and  Clair  Callan  pre- 
sented Health  Issues.  Winnie  Barrows  was 
Speaker  of  the  House.  Five  resolutions  were 
adopted  as  follows:  Education,  Detection  and 
Prevention  of  Diabetes  Mellitus;  Public  Health 
and  Safety  Awareness;  Teenage  Suicide  Pre- 
vention; Services  to  the  Elderly;  Decade  of 
Disabled  Persons. 

Billie  Brady  (Mrs.  Wayne  C.)  of  Pomaria, 
South  Carolina  was  installed  as  the  1984-85 
AMA  Auxiliary  President.  Reaching  out  to  the 
Member  ...  A Vision  of  Unlimited  Potential 
was  the  theme  of  her  inaugural  address.  Other 
officers  installed  were:  President-Elect:  Mary 
Kay  McPhee  (William  R.),  Missouri;  Eastern 
Regional  V.P.:  Mary  Strauss  (Albert  J.,  Jr.) 
Maryland;  North  Central  Regional  V.P.:  Betty 
Szewczyk  (Edward),  Illinois;  Southern  Re- 


gional V.P.:  Virginia  Kutait  (Kemal  E.),  Arkan- 
sas; Western  Regional  V.P.:  Doreen  Evert 
(Robert  N.),  California;  Secretary:  Pat  Durham 
(Mylie  E.,  Jr.)  Texas;  Treasurer:  Nancy  Bren- 
nan (James),  New  Jersey. 

Directors  elected  for  the  1984-85  year  are: 
East:  Toni  Gordon  (Robert  0.)  Washington, 
D.C.  and  Belle  Tanenhaus  (M.  Theodore),  New 
York;  North  Central:  Ila  Lushbough  (Bruce) 
South  Dakota;  Dorothy  Olson  (Leland),  Ne- 
braska; South:  Donna  Fields  (Thomas  H.,  Jr.), 
Louisiana  and  Sherry  Strebel  (Gary  F.), 
Oklahoma;  West:  Betsy  Becker  (Paul  G.), 
Colorado  and  Lorraine  Peters  (Richard), 
California. 

Elba  Lau,  Nebraska’s  Immediate  Past  Presi- 
dent, presented  a two  minute  report  for  the 
State.  She  touched  on  membership,  mobile 
health  van,  health  gallery,  AMA-ERF  projects, 
exercise  trails  and  many  other  individual 
projects  carried  on  by  the  counties. 

The  Nevada  Auxiliary  reported  on  a child 
abuse  project  called  “For  the  Love  of  a Child” 
that  was  most  impressive.  Utah  Auxiliary 
showed  a pretty  gift-wrapped  gift  to  represent 
the  “gift  of  life”  for  an  organ. 

Representing  Nebraska  were  Dorothy  Olson, 
Elba  Lau,  Helen  Krause,  Ardis  Grace  and  Bev 
Kruger.  We  appreciated  the  opportunity  to 
serve  as  Nebraska  Medical  Auxiliary’s  dele- 
gates. 

NEBRASKA  IS  PROUD  TO  HAVE  MRS. 
LELAND  OLSON  REPRESENTING  US  AS 
A DIRECTOR  FOR  THE  NORTH  CENTRAL 
REGION. 

Helen  Krause 
Ardis  Grace 
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Coming  Meetings 


1984  FALL  SESSION  — Sept.  13-15  — 
Lincoln  Cornhusker. 

1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  - Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 


CREIGHTON  UNIVERSITY 

FAMILY  MEDICINE  UPDATE,  Sept.  1-2, 
1984,  Okoboji,  Iowa.  Course  Director:  Fred 
J.  Pettid,  M.D.  For  information:  CME  office 
(402)  280-2550. 

INTERNATIONAL  CONFERENCE  ON 
CARDIOVASCULAR  DISEASE,  Sept.  4- 
12  and  Sept.  12-20,  1984,  Oxford,  England. 
Course  Director:  Michael  H.  Sketch,  M.D. 
For  information:  CME  office  (402)  280- 
2550. 

ADVANCES  IN  ANTERIOR  SEGMENT 
SURGERY,  Sept.  15,  1984,  Marriott  Hotel, 
Omaha.  Course  Director:  Ira  A.  Priluck, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

ABORTION  — AND  BEYOND,  Oct.  13, 
1984,  Ahmanson  Law  Center,  Creighton 
University.  Course  Director:  Paul  Byrne, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

CREIGHTON  MEDICAL  ALUMNI  DINNER 
— October  28,  1984  at  the  Red  Lion  Inn. 
Cocktails  at  6:30  p.m.  (cash  bar)  and  dinner 
at  7:30  p.m.  Reservations  in  advance  are 
required.  Contact  Dr.  Richard  O’Brien, 
Dean,  Creighton  University  School  of 
Medicine,  California  at  24th  Street,  Omaha, 
NE  68178.  Tickets  are  $19.00  per  person. 


SPECIAL  PROBLEMS  IN  DERMATOLOGY, 
Nov.  25-30, 1984,  Nassau,  Bahamas.  Program 
Co-Directors:  Ramon  Fusaro,  M.D.,  Ph.D. 
and  Edward  A.  Krull,  M.D.  For  information: 
CME  office  (402)  280-2550. 

INFECTIOUS  DISEASES/METABOLIC 
BONE  DISEASE,  Ixtapa,  Mexico.  Series  of 
week-long  seminars  beginning  Nov.  28,  1984 
and  ending  Apr.  10,  1985.  Program  Director: 
W.  Eugene  Sanders,  Jr.,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

PRACTICAL  CARDIOLOGY  FOR  THE 
GENERALIST,  Dec.  1-8,  1984,  Freeport, 
Bahamas.  Program  Director:  Joseph  D. 
Lynch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

CLINICAL  ENDOCRINOLOGY  & NEPH- 
ROLOGY FOR  THE  PRACTICING  PHY- 
SICIAN, Feb.  2-9,  1985,  Ocho  Rios,  Jamaica. 
Program  Director:  Paul  Steffes,  M.D.  For 
information:  CME  office  (402)  280-2550. 

CARDIOLOGY:  STATE  OF  THE  ART,  Feb. 
9-16,  1985,  Puerto  Vallarta,  Mexico.  Program 
Director:  Syed  Mohiuddin,  M.D.  For  in- 
formation: CME  office  (402)  280-2550. 

CARDIOPULMONARY  DISEASE,  Feb.  16- 
23,  1985,  Ocho  Rios,  Jamaica.  Program 
Director:  Walter  O’Donohue,  Jr.,  M.D.  For 
information:  CME  office  (402)  280-2550. 

MEDICAL  & SURGICAL  ONCOLOGY  FOR 
PRIMARY  PRACTITIONERS  & GEN- 
ERAL SURGEONS,  Feb.  23  - Mar.  3,  1985, 
Puerto  Vallarta,  Mexico.  Program  Director: 
James  Mailliard,  M.D.  For  information: 
CME  office  (402)  280-2550. 

UNIVERSITY  OF  KANSAS 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AM  A Cat.  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 
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A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
September  6-7,  November  29-30,  1984  and 
February  21-22,  June  13-14,  1985.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 

BASIC  AND  CLINICAL  ELECTRORETI- 
NOGRAPHY  (ERG),  ELECTROOCU- 
OGRAPHY  (EOG),  AND  VISUAL  EVOKED 
RESPONSE  RECORDING  — September 
14,  1984.  Sponsor:  University  of  Kansas 
Medical  Center.  Location:  Battenfeld  Audi- 
torium, University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Fee:  $140.  Credit:  AMA  Cat.  I 
- 7 hrs.  Speakers:  R.  S.  Crockett,  Ph.D., 
Theodore  Lawwill,  M.D.,  Werner  K.  Noell, 
M.D. 

REHABILITATION  AND  CONTINUING 
CARE  IN  CANCER  — September  27-28, 
1984.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Doubletree  Hotel,  10100 
College  Blvd.,  Overland  Park,  Kansas. 
Credit:  AMA,  AAFP,  CNE,  SW.  Fee:  TBA. 

RESEARCH  DAY  — October  5,  1984.  Spon- 
sor: University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I - 7 hrs.  Fee:  TBA. 

39TH  ANNUAL  INTERNAL  MEDICINE 
SYMPOSIUM  — October  18-19,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  Kansas. 
Credit:  AMA  Cat.  I,  AAFP.  Fee:  TBA. 

MEDICINE  AND  RELIGION:  THE  FAMILY 
— October  23-24,  1984.  Sponsor:  Univer- 
sity of  Kansas  Medical  Center.  Sponsor: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE,  SW.  Fee:  TBA. 


ANNUAL  DIABETES  SYMPOSIUM  — 
November  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE.  Fee:  TBA. 

LEUKEMIA  SOCIETY  ANNUAL  SYM- 
POSIUM — November  9,  1984.  Sponsor: 
University  of  Kansas  Medical  Center  and 
The  Leukemia  Society  of  American,  Inc., 
Metropolitan  Kansas  City  Chapter.  Loca- 
tion: Alameda  Plaza  Hotel,  Womell  at  Ward 
Parkway,  Kansas  City,  Missouri.  Credit: 
AMA  Cat.  1,  AAFP.  Fee:  TBA. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Boulevard 
Ixtapa,  Ixtapa,  Mexico.  Credit:  30  hrs.  AMA 
Cat.  I,  30  hrs.  AAFP,  30  hrs.  ACOG.  Fee: 
$250. 

UNIVERSITY  OF  COLORADO 

For  additional  information  on  the  following 
University  of  Colorado  meetings  contact:  The 
Office  of  Postgraduate  Medical  Education, 
The  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Box  C-295, 
Denver,  Colorado  80262.  Phone:  (303)  394- 
5241. 

FAMILY  PRACTICE  REVIEW  — Septem- 
ber 10-15,  1984.  Place:  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Hours:  40  Category  I 
AMA  hours,  40  prescribed  AAFP  credit 
hours,  40  Category  2-D  AOA  hours. 


SCHEDULED  MEETINGS 

52ND  ANNUAL  POSTGRADUATE 
ASSEMBLY  — Omaha  Mid-West  Clinical 
Society,  October  29,  30,  31,  1984,  The  Red 
Lion  Inn,  Omaha.  For  information  contact: 
Miss  Lorraine  E.  Seibel,  Executive  Secre- 
tary, Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  #210-A,  Omaha,  NE 
68114. 
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BREAST  CANCER  — CURRENT  CON- 
CEPTS will  be  the  topic  of  a day-long 
Howard  B.  Hunt  Cancer  Seminar  on  Friday, 
September  28,  8:15  a.m.,  Nebraska  Metho- 
dist Hospital,  Omaha,  NE.  The  seminar  will 
feature  Marsha  McNeese,  M.D.,  assistant 
professor  of  radiotherapy  at  the  M.D. 
Anderson  Tumor  Institute;  B.  J.  Kennedy, 


M.D.,  professor  of  medicine  and  director  of 
medical  oncology  at  the  University  of 
Minnesota;  and  John  K.  MacFarlane,  M.D., 
professor  of  surgery  at  the  University  of 
British  Columbia.  For  further  registration 
information,  contact  the  Methodist  Hospital 
Medical  Staff  Office,  (402)  390-4035 


Welcome  New  Members 


Jon  K.  Kaspari,  M.D. 

2620  W.  Faidley  Ave. 
Grand  Island,  NE  68801 

Carl  Gumbiner,  M.D. 

8300  Dodge  St. 

Omaha,  NE  68114 

Mohammad  B.  Hussain,  M.D. 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Martin  Mancuso,  M.D. 

3035  So.  72nd  St. 

Omaha,  NE  68124 

Edward  A.  Moore,  M.D. 

601  No.  30th  St. 

Omaha,  NE  68131 


Iris  Moore,  M.D. 

555  No.  30th  St. 

Omaha,  NE  68131 

Hansrvedi  Ruprect,  M.D. 

117  Hillrise  Center 
Elkhorn,  NE  68022 

Robert  Seiler,  M.D.  (Reinstated) 
8303  Dodge  St. 

Omaha,  NE  68114 

Paul  J.  Sherrerd,  M.D. 

150  Doctors  Bldg. 

Omaha,  NE  68131 

Paul  J.  Nelson,  M.D.  (Reinstated) 
9006  Ohio  St. 

Omaha,  NE  68134 
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WashingtoNotes 


(Continued  from  page  13A) 

control  of  health  care  costs,  a coalition  of 
groups  representing  employers,  unions  and  the 
elderly  is  pushing  for  wider  dissemination  of 
such  data  in  general  and  of  an  amendment 
sponsored  by  Rep.  Ron  Wyden  in  particular. 

The  Wyden  amendment,  which  has  been 
scaled  down  from  an  earlier  version  attached 
to  a health  care  technology  bill,  would  direct 
the  Public  Health  Service  to  use  existing 
resources  to  study  current  efforts  by  business 
and  others  to  collect  and  interpret  health  care 
data.  The  department  would  then  be  required 
to  provide  technical  assistance,  upon  request, 
to  consumer  or  purchaser  groups  that  want  to 
create  their  own  data  bases  or  to  better 
understand  data  available  from  other  sources. 

Now  part  of  a health  manpower  bill  ap- 
proved by  the  House  Commerce  Committee, 
the  measure  is  intended  to  encourage  the 
development  of  data  collection  efforts  around 
the  country.  It  does  not  authorize  the  PHS  to 
collect  or  disseminate  comparative  price  and 
quality  information,  however.  Nor  does  it 
require  providers  or  insurers  to  provide  any 
data  to  the  groups  trying  to  assemble  it. 
Confidentiality  of  individual  patient  records  is 
to  be  “assured.” 

Groups  such  as  the  American  Medical 
Association,  which  opposes  the  Wyden  pro- 
vision, have  maintained  that  “the  purchase  of 
health  care  services  is  unique  and  does  not 
necessarily  lend  itself  to  easy  comparison 
based  on  price  or  comparative  utilization.” 
They  further  argue  that  while  the  bill  attempts 
to  protect  the  individual  patient,  “there  have 
been  problems  in  the  past  with  careless 
dissemination  of’  such  information. 

Groups  which  favor  the  Wyden  amendment 
respond  that  consumers  are  capable  of  under- 
standing the  data.  They  see  the  Wyden 
measure,  which  one  supporter  characterized  as 
“benign,”  as  a first  step  to  other  efforts  to 
make  health  care  price,  utilization  and  quality 
data  more  widely  available. 

Many  of  the  same  groups  are  also  pushing 
for  the  new  peer  review  organizations  (PRO) 
that  will  monitor  the  care  Medicare  patients 
receive.  The  proposed  PRO  regulations  would 


make  data  on  specific  hospitals  available  but 
would  protect  data  on  individual  physicians. 
Hospitals  and  physician  groups  have  argued 
that  the  proposed  regulations  are  too  broad. 
The  business  and  consumer  groups,  which 
want  physician  specific  data  to  be  available  to 
the  public  think  they  are  too  restrictive. 

At  a press  conference  June  13,  Wyden  said 
he  expects  his  measure  to  come  to  the  House 
floor  within  “the  next  few  weeks.”  The 
proposal  as  yet  has  no  Senate  sponsor.  In  the 
House,  it  has  also  been  endorsed  by  Com- 
merce Committee  chairman  Rep.  Henry  Wax- 
man  (D-CA),  Rep.  Richard  Gephardt  (D-MO) 
and  Rep.  Tom  Tauke  (R-IA). 

Tauke’s  home  state  last  year  created  the 
Iowa  Health  Data  Commission  which  has  issued 
two  reports.  One  reported  wide  variations  in 
hospital  charges  across  the  state  for  25 
frequent  diagnoses;  the  other  compared  finan- 
cial statistics  of  hospitals  over  the  period  1977 
to  1982.  It  is  that  type  of  data  that  the 
proponents  of  the  Wyden  amendment  want  to 
foster. 

Five  groups  represented  at  the  press 
conference  included  the  American  Association 
of  Retired  Persons,  the  AFL-CIO,  and  the 
Washington  Business  Group  on  Health.  Their 
primary  argument  involved  the  need  for  better 
data  in  a more  competitive  health  care  system. 

* * * 

Arizona  Experiment  Draws  Fire 

Arizona’s  troubled  Medicaid  experiment  has 
drawn  the  attention  of  some  federal  legislators 
who  are  concerned  that  the  Reagan  adminis- 
tration is  touting  the  plan  as  a model  without 
having  properly  monitored  it. 

The  experiment,  known  as  the  Arizona 
Health  Care  Cost  Containment  System 
(AHCCS  is  pronounced  and  known  as  AC- 
CESS in  Arizona),  contracts  with  prepaid 
capitated  health  care  plans  to  care  for  the 
state’s  medically  indigent.  Enrollees,  who  now 
number  about  180,000,  can  select  among  19 
plans  but  must  remain  in  the  one  they  choose 
for  at  least  a year. 
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Enacted  in  November  1981,  the  program 
received  a Medicaid  waiver  in  July  1982  and 
began  operating  ACCESS  about  three  months 
later.  The  one-year  waiver  was  to  be  renewable 
for  two  additional  years.  Now  in  its  second 
year,  the  waiver  contract  is  up  for  renewal 
again  at  the  end  of  June. 

The  federal  government  contributes  to  the 
cost  of  care  for  about  half  of  the  enrollees  who 
are  eligible  for  Medicaid  and  pays  the  entire 
cost  for  about  16,000  American  Indians.  The 
remainder  of  the  enrollees  have  their  care 
entirely  funded  by  the  state  and  its  15 
counties.  The  plan  is  projected  to  cost  $284.2 
million  through  September  30,  1984,  of  which 
the  federal  government’s  share  is  expected  to 
be  $176.3  million. 

From  its  inception,  there  have  been  periodic 
reports  of  problems  with  the  program.  It 
recently  acquired  its  fourth  director  and  the 
state  has  taken  over  management  from  a 
private  firm  — McAuto  Systems  Group,  Inc.  — 
which  had  an  $11.4  million  contract  to  process 
claims,  enroll  patients  and  monitor  quality. 

The  reports  prompted  Congressional  in- 
quiries to  the  Health  Care  Financing  Adminis- 
tration which  has  charge  of  Medicare  and 
Medicaid  waivers.  The  House  Commerce 
Committee  Health  Subcommittee  then  re- 
quested a General  Accounting  Office  investi- 
gation of  HCFA’s  monitoring  of  the  waiver. 

When  the  GAO  concluded  that  inadequate 
data  precluded  definitive  findings  on  ACCESS’ 
cost  and  quality,  subcommittee  chairman  Rep. 
Henry  Waxman  (D-CA)  brought  state  and 
federal  officials  before  the  panel  for  a progress 
report.  Waxman  accused  HCFA  officials  of 
seeking  data  on  the  Arizona  program  only  after 
GAO  began  its  investigation.  He  criticized 
recent  laudatory  statements  about  ACCESS 
from  Administration  officials  whom  he  charged 
with  “making  decisions  based  on  ideology 
rather  than  data  and  monitoring.” 

HCFA  Associate  Administrator  for  Policy 
Patrice  Feinstein  replied  that  although  there 
are  still  some  “problems  to  be  resolved”  in  the 
Arizona  program,  “we  are  optimistic  about  the 
potential  of  this  innovative  program.”  She 
defended  her  agency’s  monitoring  of  the 
program. 

Arizona  Gov.  Bruce  Babbitt  acknowledged 


that  the  state  has  made  a “lot  of  mistakes” 
including  implementing  ACCESS  too  rapidly 
and  failing  to  impose  adequate  fiscal  controls 
and  quality  and  cost  monitoring  system.  He 
was  particularly  critical  of  what  he  called  an 
“unworkable  two-headed”  arrangement  the 
state  had  with  McAuto,  a subsidiary  of 
McDonnell-Douglas. 

The  governor  defended  the  quality  of  care 
received  by  ACCESS  enrollees.  He  reported 
that  costs  for  the  prepayment  portion  of 
ACCESS  rose  by  only  4%  last  year  — from 
$79  a month  to  $82  a month  — compared  to  an 
1 1 % increase  nationally  and  about  1 4%  at  local 
Arizona  communities. 

GAO  officials  concurred  with  Babbitt’s 
contention  that  many  of  the  ACCESS  problems 
could  be  attributed  to  its  rapid  implementa- 
tion and  noted  that  some  of  the  problems 
might  have  been  foreseen  if  HCFA  had  not 
shortened  its  usual  waiver  process  for  the 
Arizona  plan. 

All  parties  agreed  that  data  to  date  is 
insufficient  to  evaluate  the  success  of  the 
program.  HCFA  has  issued  a $2.5  million 
contract  to  Stanford  Research  Institute,  Inc., 
to  evaluate  the  three-year  demonstration. 
However,  the  evaluation  depends  on  an  “en- 
counter form”  that  is  to  be  filled  out  by 
ACCESS  providers. 

To  date  the  state  has  had  trouble  getting  the 
“encounter  forms.”  Babbitt  said  that  is  be- 
cause prepayment  plans  — which,  unlike  fee- 
for-service  reimbursement,  do  not  condition 
payment  on  a claims  form  — hold  no  financial 
incentive  for  completion  of  paperwork.  Babbitt 
said  that  an  evaluation  based  only  on  the 
encounter  form  will  inevitably  suggest  under- 
utilization in  the  program.  As  a result,  he  is 
contemplating  a request  to  the  state  legislature 
for  funds  for  an  independent  evaluation. 

Feinstein  contended,  on  the  other  hand,  that 
the  encounter  form  is  viable  and  said  if 
Arizona  wants  to  continue  the  waiver,  the  state 
will  have  to  rewrite  its  contractors  with 
ACCESS  providers  to  include  a financial 
penalty  for  failure  to  complete  the  encounter 
forms. 

* * * 
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AIDS  Blood  Test  Nears 

Five  companies  have  been  chosen  by  the 
Department  of  Health  and  Human  Services  to 
develop  a blood  test  for  AIDS  based  on  the 
virus  discovery  announced  in  May.  These 
companies  have  been  given  the  HTLV-III 
agent  that  has  been  called  by  researchers  as 
the  most  likely  candidate  yet  to  be  the  cause  of 
AIDS.  They  will  produce  it  in  quantity  for 
antibody  testing  of  HTLV-III  in  blood  from 
patients  with  AIDS  and  others. 

Development  of  the  test  is  being  monitored 
by  the  Food  and  Drug  Administration's  Blood 
Products  Division  — not  as  usually  is  the  case 
with  tests  by  the  Medical  Devices  Division. 
This  is  supposed  to  ensure  that  besides  the 
development  of  a test  that  works  with  some 
predictability,  effort  will  be  devoted  to  finding 
out  what  it  means  when  an  individual  is 
antibody  positive  and  what  effect  testing  blood 
for  transfusion  for  this  virus  and  its  antibody 
will  do  to  the  nation’s  blood  supply. 

* * * 

The  Blues  Restrict  Coverage 

In  a year,  the  Blue  Cross  and  Blue  Shield 
Association  will  begin  restricting  its  coverage 
of  X-rays,  CAT  scans,  and  other  diagnostic 
imaging  procedures  it  believes  to  be  medically 
unnecessary. 

The  use  of  diagnostic  imaging  procedures 
escalated  8%  this  year,  and  is  expected  to 
continue  to  climb.  Many  procedures  are 
misutilized,  overutilized,  or  redundant,  said 
Blue  Cross  and  Blue  Shield  Association 
President  Bernard  R.  Tresnowski  in  June. 

When  a procedure  is  medically  necessary 
and  is  justified  in  writing  by  the  physician,  the 
Association  will  pay  for  it.  When  medical 
necessity  is  in  question,  the  case  will  be 
reviewed  by  a committee  of  Blue  Cross  and 
Blue  Shield  medical  advisors.  If  the  doctor  and 
committee  disagree,  payment  will  be  denied. 

“Generally,  we  will  pay  the  claim.  But  we’ll 
be  asking  a lot  more  questions,”  said  Tres- 
nowski. The  key  recommendations  of  the 
guidelines  are: 

* Neither  thermography  nor  diaphanography 
are  recommended  to  evaluate  suspected  breast 
cancer  or  other  breast  disease. 


* A CAT  scan  should  not  be  used  to 
evaluate  minor  headaches,  but  may  be  in- 
dicated in  the  case  of  unusual  headaches 
suggesting  a more  serious  brain  disease. 

* Ultrasound  should  not  be  used  during 
pregnancy  unless  a specific  problem  is 
suspected. 

* Routine  chest  X-rays  are  not  recom- 
mended for  any  situation,  including  prenatal 
visits,  hospital  admissions  or  employment, 
except  on  the  basis  of  individual  history  and 
physical  examination  or  in  testing  for  specific 
diagnosis. 

Seven  professional  medical  organizations 
participated  in  the  development  of  the  guide- 
lines: the  American  College  of  Radiology, 
American  Academy  of  Pediatrics,  American 
College  of  Nuclear  Physicians,  Society  of 
Nuclear  Medicine,  American  Academy  of 
Neurology,  and  the  American  Association  of 
Neurological  Surgeons. 

* * * 

Drug  Manufacturers  Release  Cost  Study 

The  Pharmaceutical  Manufacturers  Associ- 
ation produced  a cost-effectiveness  study 
showing  that  a number  of  drugs  when  properly 
used  are  the  least  expensive  forms  of  treat- 
ment for  disease  and  overall  substantially 
reduce  costs  of  health  care.  Examples  cited 
were  glaucoma,  preventing  heart  attacks,  anti- 
ulcer therapy. 

The  study  was  the  result  of  three  years  of 
work  the  PMA  said.  The  findings,  considering 
the  source,  are  not  particularly  surprising.  But 
the  effort  should  be  noted,  this  study  is  yet 
another  move  in  a trend  in  the  health  care  field 
— efforts  to  determine  what’s  cost-effective 
and  what  isn’t.  Everyone’s  asking  “what  is  the 
best  buy?,”  and  the  health  care  field  is  no 
exception. 

* * * 

FDA  Calls  for  Warnings 
on  Chymopapain 

The  checkered  career  of  the  enzyme 
chymopapain  has  received  yet  another  setback. 
In  the  18  months  since  the  FDA  approved  this 
meat  tenderizer  for  treating  herniated  discs,  at 
least  five  patients  have  died  and  28  others  had 
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adverse  reactions  when  given  chymopapain 
injections  for  disc  lesions. 

The  finding  prompted  the  Food  and  Drug 
Administration  to  get  the  manufacturers  to 
send  out  a warning  letter  to  physicians  and 
issue  a labelling  change  emphasizing  the 
hazards.  Not  clear  is  whether  the  problems 
arose  because  the  agent  wasn’t  used  properly 
or  whether  they  are  intrinsic  to  the  therapy. 
Chymopapain  digests  protein  and  some  pa- 
tients had  spontaneous  aneurysms. 

* * * 

Cancer  Breakthroughs  Near, 

Congress  Hears 

Intense  research  into  cancer  and  oncogenes 
now  appears  to  be  on  the  brink  of  producing 
actual  clinical  applications.  Within  a decade, 
scientists  predict  that  they  will  be  able  to 
screen  patients,  more  precisely  classify  tumors, 
and  even  offer  therapy  using  this  fledgling 
technology. 

At  a June  hearing  of  a House  Science  and 
Technology  Committee  Subcommittee,  re- 
searchers from  the  nation’s  top  research 
institutes  presented  some  of  their  most  op- 
timistic predictions  yet. 

By  the  year  2000,  the  current  50%  cancer 
survival  rate  will  jump  to  75%  with  better 
preventive  measures  and  up  to  90%  when 
oncogene  research  is  applied,  said  Dr.  William 
F.  Feller  of  Georgetown  University. 

Using  oncogenic  know-how,  new  tumor 
classification  techniques  should  be  available 
by  1986;  improved  tumor  diagnosis,  by  1990; 
and  actual  cancer  therapy,  by  1994,  said 
researchers. 

Oncogene  probes  can  identify  the  genetic 
changes  that  signal  a cancerous  or  at-risk 
individual.  Because  the  probes  can  identify 
oncogenes,  and  even  pinpoint  where  they  are 
being  expressed,  very  early  cancers  can  be 
detected.  This  will  be  especially  useful  in 
diagnosing  cancers  in  hard-to-reach  organs, 
such  as  the  pancreas,  scientists  said. 

Improved  tumor  classification  techniques 
will  also  be  a boon  to  patient  management.  The 
presence  of  a specific  oncogene  may  be 
predictive  of  a certain  tumor  type  and  behavior. 
This  is  important  to  clinicians  who  need  to 
know  which  tumors  will  respond  well  to 


aggressive  chemotherapy  and  which  tumors 
will  be  unaffected. 

Oncogene  research  funds  are  growing  at 
twice  the  rate  of  other  basic  research  funds. 
Oncogene  investigations  comprised  3.7%  of 
the  total  National  Cancer  Institute  budget  in 
1983,  then  doubled  to  8.4%  in  1984.  A similar 
climb  in  funding  is  expected  in  1985. 

* * * 

Administration  Revives  ‘Baby  Doe’  Suit 

The  Reagan  Administration  announced  in 
July  that  it  filed  an  appeal  to  a court  ruling  that 
struck  down  the  federal  “Baby  Doe”  regula- 
tion. 

In  May,  the  US  District  Court  for  the 
Southern  District  of  New  York  invalidated  the 
regulation,  affirming  that  the  government  does 
not  belong  in  cases  involving  the  medical 
treatment  of  severely  handicapped  newborns. 

The  AMA  had  joined  forces  with  other 
medical  and  hospital  organizations  in  filing  suit 
against  the  regulation,  maintaining  that  medical 
decisions  should  be  the  responsibility  of 
parents  in  consultation  with  physicians  and 
others. 

A tersely  worded  statement  released  by  the 
White  House  Deputy  Press  Secretary  Marlin 
Fitzwater  said:  “HHS  has  carried  out  its 
responsibility  to  investigate  Infant  Doe  cases 
to  the  fullest  extent  of  its  legal  authority.  HHS 
efforts  have  been  thwarted  by  court  decisions 
invalidating  Infant  Doe  regulations  and  a court 
injunction  last  month  has  prevented  further 
Infant  Doe  investigations  or  other  enforcement 
actions  for  the  present.” 

“That  decision  is  being  appealed.  HHS  will 
continue  to  fully  carry  out  its  responsibilities 
to  protect  all  infants  to  the  fullest  extent  of  its 
legal  authority.” 

* * * 

Senate  Votes  Unanimously  on  ‘Baby  Doe’ 

The  Senate  voted  89  to  0 to  require 
treatment  of  handicapped  infants  when,  in  the 
doctor’s  judgment,  treatment  would  correct  or 
ameliorate  the  infant’s  condition. 

The  Senate’s  “Baby  Doe”  bill  was  passed 
and  sent  along  with  the  House-approved 
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version  to  members  of  a House-Senate  con- 
ference committee  on  July  27. 

Treatment  guidelines,  the  centerpiece  of  the 
bill,  say  that  care  should  be  withheld  only 
when: 

* the  infant  is  chronically  and  irreversibly 

comatose, 

* treatment  would  not  correct  all  of  the 

infant’s  life-threatening  conditions, 

* treatment  would  merely  prolong  dying,  or 

* treatment  would  be  futile  and  inhumane. 

Thus,  it  does  not  require  unending  treat- 
ment when  an  infant  is  doomed  to  die, 
regardless  of  medical  efforts.  Nor  does  it 
require  that  physicians  perform  surgery  for 
correctable  defects  when  another  defect  is 
lethal  and  untreatable.  It  also  gives  the 
physician  the  freedom,  say  the  bill’s  sponsors, 
to  make  a “judgment  call”  when  the  child  has 
little  chance  for  survival. 

However,  it  requires  physicians  to  treat 
correctable  defects,  without  regard  for  the 
child’s  other  handicaps. 

The  AMA  resisted  passage  of  the  bill,  saying 
it  would  require  states  “to  intervene  and 
second-guess  the  individual  medical  decisions 
made  by  parents,  in  consultation  with  phy- 
sicians.” Said  AMA  Vice  President  James  H. 
Sammons,  M.D.:  “The  AMA  is  dismayed  by 
the  Senate’s  approval  of  language  relating  to 
medical  care  of  severely  ill  infants,  and  will 
continue  to  make  our  concerns  known  as  the 
bill  goes  to  conference  committee.” 

AMA  President  Joseph  F.  Boyle,  M.D.,  does 
not  rule  out  the  possibility  of  an  AMA  lawsuit 
once  the  bill  passes  Congress.  “We  will  have  to 
assess  very  carefully  the  legal  climate,”  he 
said.  It  would  appear  that  this  bill  might  be 
subject  to  the  same  kind  of  Constitutional 
challenges  as  were  the  HHS  regulations  that 
were  adopted  (and  were  struck  down  by  a New 
York  district  court  judge). 

“In  the  interests  of  individuals,  and  the 
freedom  of  parents  to  make  decisions  on 
behalf  of  their  own  children,  it  may  well  be  that 
there  will  be  a (legal)  course  of  action,”  Dr. 
Boyle  said. 

Pediatric,  obstetric  and  hospital  groups 
endorsed  the  bill,  believing  that  their  support 
would  avert  a wide-open  debate  on  the  floor  of 


the  Senate.  By  refusing  to  negotiate  on 
“compromise”  language  contained  in  the  bill, 
they  feared  that  more  restrictive  Baby  Doe 
provisions  would  be  proposed. 

Because  the  bill  contains  no  provisions  to 
withhold  “inhumane  or  unconscionable”  treat- 
ment, the  bill  puts  physicians  “in  the  intolerable 
position  of  continuing  to  provide  services  that 
will  provide  only  intense  suffering,”  said  Dr. 
Boyle. 

The  state,  not  federal,  government  would  be 
responsible  for  ensuring  that  an  infant  is 
treated  and  fed.  According  to  the  bill,  states 
would  be  required  to  set  up  a system  of 
hospital  representatives  to  report  instances  of 
medical  neglect.  States  that  fail  to  comply 
would  lose  part  of  their  anti-child  abuse  funds. 

* * * 

Nationwide  Physician  Fee  Freeze 
Implemented  by  the  Government 

A deficit  reduction  measure  that  includes  a 
rigidly-monitored  15-month  freeze  on  phy- 
sicians’ Medicare  fees  has  been  signed  by 
President  Reagan,  and  HCFA  officials  are  now 
grappling  with  details  of  its  implementation. 

The  measure  provides  financial  and  ad- 
ministrative incentives  for  “participating  phy- 
sicians” who  accept  assignment  on  all  Medi- 
care claims  and  authorizes  fines  of  up  to 
$2,000  or  a suspension  from  Medicare  for  up 
to  five  years  on  “nonparticipating  physicians” 
found  to  have  a pattern  of  increasing  charges 
to  Medicare  patients  during  the  freeze. 

Now  estimated  to  save  $2.5  billion  over 
three  years,  the  physician  fee  freeze  is  a 
substantial  portion  of  the  $6.5  billion  in 
Medicare  reductions  contained  in  the  larger 
budget  measure,  called  the  Deficit  Reduction 
Act  of  1984  (HR  4170)  and  approved  by 
Congress  in  late  June.  Other  major  Medicare 
savings  come  from  limits  on  hospital  reim- 
bursement, increased  Medicare  premiums, 
and  fee  schedules  for  clinical  lab  services. 

The  freeze,  in  its  monitoring  provisions,  goes 
beyond  language  adopted  by  either  the  House 
or  the  Senate  in  earlier  deliberations  on 
various  budget  bills  that  were  tied  into  HR 
4170.  The  monitoring  plan  was  designed  by 
House  conferees  with  input  from  the  White 
House  Office  of  Management  and  Budget. 
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The  freeze  is  retroactive  to  July  1,  1984  and 
will  run  until  October  1,  1985.  Fee  screens  will 
be  updated  each  October  1.  The  data  on  which 
fee  adjustments  are  based  will  also  be  moved 
forward  by  three  months  so  as  not  to  further 
increase  the  current  18  month  “lag”  on  the 
economic  index,  however. 

A “participating  physician”  concept  similar 
to  that  employed  by  some  Blue  Sield  plans  will 
be  set  up  for  physicians  who  choose  during  an 
annual  election  period  to  take  all  Medicare 
claims  on  assignment,  thereby  agreeing  to 
accept  the  Medicare  allowance  as  full  reim- 
bursement and  to  bill  the  patient  for  the  20% 
of  the  allowance  not  covered  by  Medicare. 

As  an  inducement  for  “participating,”  these 
physicians  will  be  permitted  during  the  freeze 
to  bill  Medicare  their  customary  charges. 
Although  their  fees  will  remain  frozen,  increases 
in  the  billed  charges  will  be  considered  in 
updating  the  customary  charge  profiles  of 
“participating  physicians”  at  the  end  of  the 
freeze.  The  economic  index  that  limits  in- 
creases in  prevailing  charges  will  still  apply, 
however. 

Other  incentives  for  “participating  phy- 
sicians,” include  listing  in  directories  and  toll- 
free  hotlines  identifying  “participating  phy- 
sicians”; electronic  billing  of  claims  (where 
Medicare  carriers  have  the  capability);  and 
permission  to  bill  the  Medicap  insurer  the  full 
amount  allowed  by  Medicare  leaving  the 
insurer  to  collect  from  Medicare. 

“Nonparticipating  physicians”  may  continue 
to  assign  Medicare  claims  on  a case  by  case 
basis.  They  will,  however,  be  monitored 
periodically  to  compare  their  most  recent 
Medicare  charges  with  their  charges  in  the 
three-month  period  immediately  following  the 
American  Medical  Association’s  call  for  a 
voluntary  freeze  (April  1 to  June  30,  1984).  No 
charges  in  excess  of  those  charged  during  the 
base  period  will  be  recognized  when  “cus- 
tomary charge  profiles”  are  updated  at  the  end 
of  the  freeze. 

In  addition,  if  the  monitoring  uncovers  a 
pattern  of  increased  fees  to  Medicare  patients 
or  an  unusual  volume  of  expenditures  per 
capita  the  physician  can,  depending  on  a 
showing  of  intent,  be  fined  up  to  $2,000  or 
“debarred”  from  the  Medicare  program  for  up 
to  five  years.  The  fines  may  be  used,  in  some 


cases,  to  repay  beneficiaries  the  physician 
“overcharged.” 

Any  physician  who  is  the  “sole  community 
physician”  or  the  “sole  source  of  essential 
specialized  services  in  a community”  could  be 
fined  but  not  removed  from  the  program. 

Many  of  the  details  of  the  monitoring 
provisions  and  the  “participating  physician” 
plan  were  left  to  the  discretion  of  the 

Department  of  Health  and  Human  Services. 

* * * 

Disability  Criteria  to  be  Updated 

As  part  of  an  ongoing  effort  to  involve 
medical  experts  more  directly  in  the  deter- 
mination of  disability  eligibility  criteria,  the 
Social  Security  Administration  in  July  held  the 
first  of  what  is  expected  to  be  a series  of 
conferences  on  various  conditions  suffered  by 
significant  numbers  of  disability  beneficiaries. 

Co-sponsored  by  the  American  Medical 

Association,  the  first  conference  held  in 
Washington,  on  cardiovascular  impairment, 

and  was  intended  to  serve  as  a model  for 
others  to  follow.  It  involved  SSA  officials, 
outside  experts  and  representatives  of  bene- 
ficiaries, employers  and  insurers.  The  intent 
was  to  look  at  the  impact  of  new  technology 
and  medical  treatment  on  patients  with  cardio- 
vascular impairments  and  how  these  changes 
might  change  criteria  for  eligibility. 

The  conferences  follow  widespread  criticism 
of  SSA’s  earlier  attempts  to  implement  a 1980 
law  calling  for  periodic  reviews  of  disability 
beneficiaries.  The  reviews,  which  led  to  the 
cut  off  of  disability  benefits  for  many  mentally 
impaired  individuals,  resulted  in  a number  of 
court  cases  and  congressional  efforts  to  modify 
the  review  process. 

The  major  criticism  has  focused  on  the 
criteria  used  to  determine  medical  impair- 
ment. Health  and  Human  Services  Secretary 
Margaret  Heckler  has  suspended  the  disability 
reviews  until  Congress  takes  final  action. 

At  a press  conference  preceding  the  meeting, 
Heckler  noted  that  the  SSA  had  worked  with 
the  American  Psychiatric  Association  and  the 
American  Psychological  Association  to  develop 
new  criteria  for  mental  impairments.  New 
mental  impairment  criteria  will  be  ready  for 
release  and  comment  “soon,”  she  added. 
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The  cardiovascular  area  was  selected  as  the 
second  to  be  reviewed  because  about  one 
fourth  of  Social  Security’s  2.6  million  disability 
beneficiaries  have  cardiovascular  ailments. 
About  $5  billion  of  the  $17.5  billion  paid  out  in 
disability  benefits  last  year  went  to  bene- 
ficiaries with  cardiovascular  impairment. 

Heckler  said  that  changes  in  the  criteria  are 
not  motivated  by  a desire  to  save  money  but 
from  a need  to  make  sure  they  are  fair  and 
equitable. 

In  a statement  issued  at  the  conference, 
AMA  Executive  Vice  President  James  Sam- 
mons, M.D.,  noted  that  AMA  had  established  a 
Committee  on  Medical  Rating  of  Impairment 
in  1956  and  between  1958  and  1970  had 
published  13  separate  guides  to  the  evaluation 
of  impairment  in  various  body  systems.  Col- 
lected into  a single  volume  in  1971,  the  papers 
have  been  extensively  updated  for  a second 
edition  published  this  year. 

* * * 

New  Seatbelt/ Airbag  Rule  Revealed 

The  Reagan  Administration,  under  pressure 
from  courts  and  consumer  groups,  is  requiring 
automakers  to  put  mandatory  restraints  or 
airbags  in  cars  by  1989  if  the  states  don’t  crack 
down. 

The  decision,  announced  in  July  by  Depart- 
ment of  Transportation  Secretary  Elizabeth 
Dole,  represents  a reversal  from  its  position 
2%  years  ago  when  the  Administration  re- 
scinded the  Carter-era  regulations  that  would 
have  required  restraints  in  some  cars  in  1982. 

Automakers  would  not  have  to  install 
airbags  or  automatically  closing  seatbelts  if 
states  containing  two-thirds  of  the  population 
enact  seatbelt  legislation  within  5 years  re- 
quiring fines  for  motorists  who  don’t  buckle 
up,  said  Dole.  However,  only  New  York  has 
approved  such  a fine. 

In  recent  years,  the  auto  industry  has 
attempted  to  block  such  legislation,  arguing 
that  the  costs  exceeded  the  benefits.  General 
Motors  still  maintains  that  Dole  cannot  tell 
manufacturers  how  to  meet  a performance 
standard;  whereas  she  can  required  that  a 
dummy  withstand  a 30-mph  crash,  she  cannot 
require  airbags,  GM  says. 

Consumer,  health,  and  insurance  groups 


insist  that  the  additional  protection  is  worth 
the  cost.  The  AMA  supports  both  mandatory 
seatbelt  laws  and  immediate  implementation 
of  rules  requiring  passive  restraints  — pre- 
ferably airbags  — in  all  new  cars. 

“The  AMA  has  been  outspoken  in  its  belief 
that  requirements  like  these  will  help  improve 
automobile  passenger  safety,”  said  Executive 
Vice  President  James  H.  Sammons,  M.D.  He 
expressed  concern,  however,  about  the  provi- 
sion in  the  new  rule  allowing  the  passive 
restraint  requirement  to  be  lifted  if  two-thirds 
of  the  U.S.  population  is  covered  by  mandatory 
seatbelt  rules. 

* * * 

Physician  Attestation  Watered  Down 
in  New  Regs 

Months  of  protracted  negotiations  have 
produced  a compromise  of  sorts  on  a new 
physician  requirement  that  accompanied 
Medicare’s  move  last  year  to  a diagnosis 
related  groups  (DRGs)  prospective  pricing 
system. 

Under  the  compromise  spelled  out  in  newly- 
proposed  regulations  to  guide  the  DRG  system 
in  its  second  year,  physicians  will  still  have  to 
vouch  for  the  accuracy  of  the  diagnosis  listed 
in  the  medical  records  of  discharged  hospital 
patients.  But,  a widely-denounced  accompany- 
ing statement  warning  the  physician  of  the 
consequences  of  a falsified  record  will  no 
longer  appear  in  each  hospital  record.  Instead, 
the  physician  will  be  asked  to  sign  an  annual 
statement  indicating  that  he  is  aware  of  the 
penalties  for  fraud. 

Other  changes  are  intended  to  clarify  that 
physicians  are  not  responsible  for  the  codes 
the  hospital  attaches  to  their  diagnoses  nor  for 
the  accuracy  of  procedures  listed  in  the 
hospital  record  but  performed  by  nurses  and 
other  hospital  personnel  rather  than  by  the 
physician. 

* * * 


Firm  Pleads  Guilty  in  Pacemaker  Scheme 

Telectronics,  the  nation’s  fifth  largest  pace- 
maker manufacturer,  pleaded  guilty  in  July  to 
federal  charges  of  paying  kickbacks  to  cardi- 
ologists in  Rhode  Island  and  Florida. 
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An  estimated  312  Telectronics  pacemaker 
implants  were  performed  by  the  two  doctors 
who  received  kickbacks,  the  company  reported. 

Telectronics  is  the  second  firm  to  plead 
guilty  in  the  three-year  HHS  and  FBI  nation- 
wide investigations  of  the  pacemaker  industry. 
Pacesetters  Inc.  of  Sylmar,  CA,  pleaded  guilty 
of  similar  offenses. 

According  to  U.S.  District  Court  records, 
Teletronics  paid  Felix  Balasco,  M.D.,  of 
Providence,  RI,  between  1979  and  1982  every 
time  he  used  one  of  the  firm’s  pacemakers. 
The  company  also  paid  for  a $4,800  vacation 
trip  to  the  Dutch  West  Indies  for  Dr.  Balasco 
and  a Telectronics  sales  representative.  Dr. 
Balasco  will  not  comment  on  the  company’s 
statements. 

Teletronics  also  said  that  in  1980  it  paid 
Clifford  Colin,  M.D.,  of  New  Port  Richey,  FL, 
$100  for  each  of  their  pacemakers  he  im- 
planted. The  payments  were  hidden  in  a 
$9,065  equipment  leasing  agreement  with  Dr. 
Colin,  according  to  court  records.  The  com- 
pany said  that  it  leased  a vectocardiograph  for 
Dr.  Colin;  in  return,  they  said,  he  was  expected 
to  implant  about  80  Telectronics  pacemakers. 

Dr.  Colin  calls  their  explanation  “garbage.” 
The  company  leased  the  equipment  to  his 
office,  he  said,  so  that  the  physicians  could 
offer  free  pacemaker  testing  to  the  community. 
The  vectocardiograph  was  used  five  times  in 
two  years  by  local  physicians,  without  charge. 
Dr.  Colin  says  he  made  no  promise  to  implant 
Teletronics  pacemakers;  the  fact  that  he  only 
infrequently  used  this  brand  of  pacemaker 
angered  Teletronics  salesman,  he  said. 

In  return  for  the  guilty  plea  prosecutors 
agreed  not  to  press  charges  of  Medicare  fraud 
against  six  of  the  firm’s  executives.  The  firm  is 
expected  to  pay  back  $243,115  to  the  federal 
government. 

The  physicians  have  not  been  charged  with 
Medicare  fraud.  However,  they  still  are  under 
investigation.  Robert  Miller,  Colorado  U.S. 
attorney,  said  additional  charges  “may  be 
coming  down  soon”  in  the  pacemaker  investi- 
gation. 

The  investigation  was  prompted  in  1979 
when  a Colorado  Springs  cardiologist  com- 
plained to  HHS  that  he  was  offered  a bribe  to 
use  a company’s  product  exclusively. 


Organ  Registry  Bill  Passes  House 

The  House  of  Representatives  in  July 
overwhelmingly  approved  legislation  that 
would  set  up  a system  of  coordinating  for 
donors  and  recipients  of  organs. 

The  House  bill,  passed  396  to  6,  now  goes 
with  its  Senate  counterpart  to  a conference 
committee  where  differences  can  be  resolved. 
The  Senate  bill  is  a more  conservative  and  less 
costly  piece  of  legislation,  because  it  would 
simply  set  up  a task  force  to  study  the  organ 
distribution  problem. 

The  House  bill  would  establish  a computer- 
ized registry  to  match  heart,  liver,  lung,  kidney, 
pancreas,  and  bone  marrow  donors  to  recipi- 
ents. It  would  also  authorize  $40  million  in 
grants  over  the  next  four  years  to  strengthen 
and  expand  the  nation’s  110  organ-procure- 
ment centers. 

One  controversial  apsect  of  the  bill  would 
provide  $30  million  over  the  next  two  years  to 
pay  for  immunosuppressive  drugs  for  indigent 
patients.  Opponents  say  that  it  is  unfair  to 
have  the  government  pay  for  drugs  needed  by 
transplant  patients,  but  not  for  drugs  needed 
by  persons  with  other  life-threatening  diseases. 
Supporters  say  the  drugs  are  essential  to  the 
procedures’  success. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 
For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


September  1984  Nebraska  Medical  Journal  17-a 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 


Herbert  E.  Reese,  M.D.,  Lincoln President 

Francis  D.  Donahue,  M.D.,  Omaha President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 


William  L.  Schellpeper Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Francis  D.  Donahue,  M.D.,  Vice-Chairman Omaha 

Robert  F.  Shapiro,  M.D.,  Secretary Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Donald  J.  Pavelka,  M.D Omaha 

L.  D.  Cherry,  M.D Lincoln 

Hiram  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  Johnson,  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D.. Fairbury 

Paul  E.  Collicott,  M.D Lincoln 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  Lempka,  M.D Omaha 

Joseph  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D. Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  Rumbolz,  M.D.,  Chairman Omaha 

John  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  Bosley,  M.D Grand  Island 

James  Carson,  M.D McCook 

Patrick  Clare,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  Clare,  M.D.,  Chairman Lincoln 

Stanley  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  Newman,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Wm.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan.  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Kenton  Shaffer,  M.D,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

William  Rumbolz,  M.D Omaha 

Bruce  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  Bausch,  M.D Lincoln 

Stacie  Bleicher,  M.D Lincoln 

Robert  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman  Omaha 

Chris  Caudill,  M.D Lincoln 

Monroe  Dowling,  M.D Lincoln 

John  Fitzgibbons,  M.D Omaha 

David  E.  Jenny,  M.D Alma 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Craig  Urbauer,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  M.D.,  Chairman Lincoln 

Charles  S.  Wilson,  M.D.,  Vice-Chairman Lincoln 

Dwaine  J.  Peetz,  M.D.,  Advisor  & Counselor Neligh 

Michael  Breiner,  M.D Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  HI,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

F.  F.  Paustian,  M.D Omaha 

Mylan  VanNewkirk,  M.D Scottsbluff 

Dennis  G.  O'Leary,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  Harry,  M.D.,  Chairman Lexington 

Robert  Bass,  M.D Elkhom 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

William  Lundak,  M.D Lincoln 

Michael  L.  McCoy,  M.D Lincoln 

John  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Gard,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips,  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 


AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Klaus  Hartmann,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

William  Long,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Michael  Breiner,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D Omaha 

Richard  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Glen  F.  Lau,  M.D Lincoln 

John  R.  Luckasen,  M.D Omaha 

Donna  K.  Nelson,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

Richard  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 


C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

AD-HOC,  HEALTH  GALLERIES  COMMITTEE 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Mrs.  Orin  R.  Hayes Lincoln 

Orin  R.  Hayes,  M.D Lincoln 

Mrs.  Glen  Lau Lincoln 

Glen  F.  Lau,  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D ■ • Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions  — continued 


COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Chris  Caudill,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Roger  D.  Mason,  M.D Omaha 

John  F.  Porterfield,  M.D Lincoln 

Donald  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 


AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Dale  Ebers,  M.D.,  Chairman Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm.  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 

AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 

James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B.  Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Steve  Schwid,  M.D.,  Chairman Omaha 

Harry  Kieg,  M.D Papillion 

Barney  Rees,  M.D Omaha 

Glen  Lau,  M.D Lincoln 

Joe  Rogers,  M.D Lincoln 

Richard  Toren,  M.D Lincoln 

Richard  Hranac,  M.D Kearney 

Gerald  Rounsborg,  M.D North  Platte 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Howard  A. 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 
Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D..  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 
Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  W’ebster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

James  Miller,  Hastings Terence  Newman,  Hastings 

, Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance  John  Floyd,  Alliance 

Michael  Hanich,  Kearney Robert  Urban,  Kearney 

Victor  Thoendel,  David  City Gerald  Luckey,  M.D.,  David  Citv 

Richard  Brendel,  Platfsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

R.  H.  Scherer,  West  Point Thomas  Tibbels,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Wayne  K.  Weston,  Lexington John  Ford,  Lexington 

Rodney  Koerber,  Fremont William  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice. . . . Louis  J.  Gogela,  Jr.,  Beatrice 

D.  R.  Cronk,  Grand  Island Gordon  Francis,  Grand  Island 

Marvin  Bauhard,  Aurora Paul  F.  Meyer,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast.  Bloomfield 

C.  L.  Urbauer,  Lincoln E.  R.  Schwenke,  Lincoln 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman,  North  Platte 

Otto  Wullschleger,  Norfolk G.  Tom  Surber,  Norfolk 

John  F.  Fitzgibbons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison.  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  K.  Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete Robert  E.  Tuma,  Crete 

Thomas  Heywood,  Papillion Harry  E.  Keig,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Richard  Engelbart,  Scottsbluff Milton  Johnson,  Scottsbluff 

Richard  Pitsch,  Seward Paul  Hoff,  Seward 

Carroll  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 

Norberto  Silva,  Falls  City David  Borg,  Falls  City 

David  A.  Allerheiligen,  McCook....  E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

EMERGENCY  MEDICINE:  Part-time  and 

locum  tenens  positions  available  in  10  emergency 
departments  located  throughout  Nebraska.  Com- 
petitive income,  professional  liability  insurance  and 
flexible  scheduling  provided.  Respond  in  confi- 
dence to:  Jan  Bird,  Spectrum  Emergency  Care, 
Inc.,  6275  Lehman  Dr.,  Suite  C 202,  Colorado 
Springs,  CO  80918;  1-800-525-3681. 


FOR  SALE:  Grand  Island  physician  retiring. 
Wants  to  sell  modem,  up-to-date  office,  practice, 
equipment,  etc.  Contact  by  letter  only,  Box  010, 
Nebraska  Medical  Journal,  1512  First  National 
Bank  Bldg.,  Lincoln,  NE  68508. 


GENERAL  SURGEON:  Board  certified  or 
Board  eligible.  To  join  eight  member  family 
practice  medical  center.  Have  full-time  radiologist. 
Major  specialties  consult  on  regular  basis.  Located 
in  International  Falls  in  northern  Minnesota.  Near 
Yoyageurs  National  Park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  twenty  thousand.  Send  curriculum  vitae 
to  Doctor  James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minnesota 
56649. 

NEBRASKA-FOR  SALE  OR  LEASE:  Estab- 
lished family  practice,  building,  and  equipment  in 
Lincoln,  Nebraska  — Exceptionally  clean  safe  city, 
home  of  the  Capitol  and  University.  Assume  37 
years  practice.  Excellent  opportunity  for  someone 
interested  in  family  practice,  pediatrics,  or  internal 
medicine.  2250  sq.  ft.  office  space,  750  sq.  ft. 
garage,  1500  sq.  ft.  apartment.  Send  inquiries  to: 
Dot  Goeglein,  6821  Kearney  Ave.,  Lincoln,  NE 
68507,  (402)  488-4802. 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley 


SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2 ,1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE'® 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  at.  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A eta/:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  eg.  excitement,  stimulation  and 
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Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  (cefaclor  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  Dy  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a tonn  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ■ (cefaclor.  Lilly i occurs  the  drug  should  be  discontinued 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Climtesf 
tablets  but  not  with  Tes  Tape1  (Glucose  Enzymatic  Test  Strip 
USP,  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor1  (cefaclor  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursmg  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21  and  0 16  mcg/ml  at  two 
three  four  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness  like  reactions 
erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arihritis/arthralgia  and  frequently  (even  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
m children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  1 in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients; 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40> 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor1  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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ECG  STAT... 
wherever  you  are. 


If  you  can  use  a calculator,  you  can  now  expand 
the  heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  m 
lar-styled  carrying  case. 


INTECH  Systems  Cap 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
office.  Anywhere  you  go! 


MON 


RCV 


MICRO-TRACER  ™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 

INTECH 

Systems  Corp. 


ECG 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


CLARKSON  MEDICAL 
Cl)  LECTURE  SERIES  ® 


OTOLARYNGOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  16, 1984  Clarkson  Hospital  Storz  Pavilion 


8 a.m.  to  5 p.m. 

Featured  speakers  include:  Charles  Bluestone,  m.d. 
Roger  Wehrs,  m.d. 


Topics  include: 

Pharmacology  of  ENT 

T and  A Controversy 

Rhinitis  and  Sinusitis 

The  Ear  in  Health  and  Disease 

ENT  Allergy  Evaluation  and  Treatment 

Current  Concepts  in  Otitis  Media 

The  “Dizzy”  Patient 


Homographs  and  Reconstructive  Middle 
Ear  and  Mastoid  Surgery 

Workshops 

Panel  Discussion 

C.M.E.  and  A.A.FP  credits  to  be  awarded 

Bishop  Clarkson  Memorial  Hospital 
44th  and  Dewey  Ave. 

Omaha,  Neb.  68105 


For  more  information  call  (402)  559-3378 


WashingtoNotes 

Long-Acting  Antibiotic  Approved 

The  first  of  the  new  long-acting  antibiotics 
recently  approved  by  the  Food  and  Drug 
Administration  promises  to  save  hospitals 
time,  materials  and  labor.  This  second  genera- 
tion cephalosporin  cefonicid  (Monocid,  Smith 
Kline  & French  Laboratories)  was  approved 
last  month  for  use  in  urinary  and  lower 
respiratory  tract  infections,  skin,  bone  and 
joint  infections,  septicemia  and  surgical 
prophylaxis. 

It  appears  to  be  effective  against  such  gram- 
negative organisms  as  E.  coli,  H.  influenzae, 
Klebsiella,  and  Proteus,  along  with  gram- 
positive organisms  such  as  S.  pneumoniae,  S. 
aureus,  and  S.  epidermidis. 

Its  most  important  feature,  however,  ap- 
pears to  be  its  long  half-life.  Patients  normally 
receive  between  three  and  four  doses  a day.  By 
adding  a sulfonic  acid  side  chain  to  the 
cephalosporin  molecule,  which  slows  its  re- 

(Continued  on  page  8A) 
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OB-GYN  — 

PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 

This  represents  an  outstanding  medical  practice 
opportunity.  County  of  30,000  primary  service  area 
with  fine  small  community  of  12,000+  hosting  two 
nationally  known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as 
multiple  other  recreational  opportunities  and  facilities. 
The  hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical  team  to  two. 
There  are  over  400  births  in  this  county  each  year, 
and  the  pediatric  population  is  growing  steadily. 
Residents  want  the  best  in  specialist  medical  care.  For 
further  information  regarding  guarantees  or  other 
considerations  contact  Sharon  R.  Heinlen,  Adminis- 
trator, Callaway  Community  Hospital,  Hospital  Drive, 
Fulton,  MO  65251,  314-642-3376. 


Washington otes 
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lease  into  the  blood,  researchers  developed 
this  new  one-a-day  form. 

Researchers  report  that  use  of  a long-term 
antibiotic  could  cut  back  on  the  number  of 
doses  of  drug  per  day  as  well  as  the  number  of 
days  of  antibiotic  use.  By  reducing  the  number 
of  doses  each  day,  hospitals  could  save  roughly 
$5.40  per  patient  each  day;  the  overall 
reduction  in  antibiotic  use  could  save  an 
average  of  $155  per  bed  per  year. 

Additionally,  patients  could  be  treated 
outside  the  hospital  rather  than  remaining  as 
inpatients. 

* * * 

New  Tampon  Labels  Proposed 

Because  tampon  manufacturers  haven’t  re- 
sponded to  the  Food  and  Drug  Administration’s 
two-year  drive  for  voluntary  toxic  shock  ratings 
on  their  labels,  the  agency  announced  in  July 


that  it  will  propose  a regulation  rating  by 
number  the  absorbencies  of  various  products 
by  number.  The  number  will  appear  on  the 
package  with  an  explanation  of  its  significance. 

Findings  have  indicated  that  toxic  shock 
tends  to  occur  more  frequently  in  women  using 
foam  high-absorbency  tampons  than  in  women 
using  the  cotton  low-absorbency  tampons. 
However,  women  have  little  guidance  as  to 
which  product  to  choose. 

Tampons  hold  between  5 and  18  grams  of 
fluid,  with  Tampax  Junior  at  the  low  end  and 
Playtex  Super  Plus  at  the  high  end.  The 
descriptions  of  “regular,”  “super”  and  “super 
plus”  varied  from  brand  to  brand,  so  that  one 
company’s  “regular”  could  be  another  com- 
pany’s “super.” 

A task  force  of  tampon  manufacturers, 
consumer  groups  and  FDA  representatives 
had  reached  an  “impasse,”  according  to  acting 
FDA  Commissioner  Mark  Novitch,  M.D. 

Consumer  groups  had  pushed  for  standardi- 
zaion  of  the  current  descriptive  terms  rather 
than  numbers. 

The  FDA  preferred  the  numerical  approach 
because  it  did  not  want  to  regulate  the  way 
companies  describe  their  product. 

In  June,  1982,  the  FDA  required  manu- 
facturers to  include  a warning  about  toxic 
shock  syndrome  on  the  boxes  of  their  products. 
The  new  regulation  simply  provides  quantita- 
tive information.  The  agency  plans  to  launch  a 
consumer  education  program  to  encourage 
teachers  in  junior  and  senior  high  schools  to 
urge  their  students  to  use  the  least  absorbent 
tampons  necessary. 

* * * 

Incentives  for  Prevention 

A Senate  bill  introduced  in  July  offers  health 
insurers  new  incentives  to  include  preventive 
health  care  services  for  children  in  their  plans. 

The  Pediatric  Health  Care  Incentive  Tax 
Act,  sponsored  by  Sen.  John  Chafee  (R-RI) 
and  endorsed  by  the  American  Academy  of 
Pediatrics,  would  deny  tax  deductibility  to 
employer  group  health  plans  which  fail  to  offer 
these  preventive  services. 

If  passed,  the  Act  would  cover  immuniza- 
(Continued  on  page  11  A) 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  Is  a brief  summary. 

P WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
m anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
is  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations  [par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
ot  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide, 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components  Therefore.  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation.  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide . The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  ol  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances,  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide',  although  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak”  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  'Vbu  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  IYyrenium®  (brand 
of  triamterene ) and  25  mg.  of  hydrochlorothiazide 

Over  17  \fears  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 


The  unique 
red  and  white 
Dyazide®  capsule: 
Your  assurance  of 
SK&F  quality. 


©SK&F  Co.,  1983 


Taking  The  Bite  Out  Of  The  Beai: 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry’  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  U.S.  Savings  Bonds  every  payday 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  r. 

make  an  ap- 

pearance,  for  'T  T.  f ^ X 
you,  his  AcllVC 
growl  will  be  ^ 

worse  than  # &IA9VAV 

hisbite  in^merica. 


A Public  Service  of  This  Publication  & The  Advertising  Council 
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tions,  blood  and  urinalysis  tests  to  detect 
illnesses,  and  health  exams  at  regular  intervals. 

“We  are  not  proposing  that  all  sniffles  and 
bruises  be  covered  by  this  plan,”  said  Paul  F. 
Wehrle,  President  of  AAP.  “But  because 
preventive  services  are  not  covered  by  in- 
surance plans,  children  are  not  receiving  the 
medical  treatment  they  need.” 

“Over  90%  of  all  employment  groups  now 
have  some  form  of  private  health  insurance. 
Unfortunately,  the  focus  is  on  acute  care 
needs.  We  need  to  redesign  the  system  to 
encourage  preventive  care  — and  the  place  to 
start  is  with  children,”  said  Sen.  Chafee. 

The  extra  care  would  cost  employers  about 
$2.50  per  month  per  employee  in  group  health 
plans.  The  Act’s  supporters  say  that  this  could 
reduce  long-term  costs  by  eliminating  un- 
necessary hospitalizations:  the  cost  for  all 
services  from  birth  through  age  20  would  be 
equal  to  the  cost  of  one  day  in  the  hospital, 
they  contend. 

Tax-deductibility  of  employer-group  health 
insurance  plans  is  the  second  most  costly  of 
taxpayer-subsidized  health  programs;  the 
government  loses  $35  billion  a year  in  revenue 
to  ensure  that  these  programs  survive.  The 
government  should  reassess  their  investments, 
said  Sen.  Chafee  and  Dr.  Wehrle,  focusing  on 
preventive  as  well  as  episodic  acute  care. 

* * * 

Computer  Comparisons  Between 
Communities 

Early  next  year  health  planners,  business 
coalitions  and  others  will  be  able  to  purchase  a 
sophisticated  software  package  that  compares 
hospital  capacity,  per  capita  health  care 
spending  and  incidence  of  various  medical 
procedures  among  communities. 

With  the  touch  of  a computer  key,  for 
example,  a health  planner  in  Maine  could  see 
that  a child  in  one  community  is  nearly  seven 
times  as  likely  to  have  his  tonsils  removed  as  a 
child  in  another  Maine  town.  Or  a rate  setter 
could  see  that  hospital  spending  per  resident 
in  Boston  is  twice  that  of  nearby  New  Haven, 
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PHYSICIANS 


ENJOY 

the  freedom  you  deserve 

Christian  Hospital,  a 728-bed  acute  care  regional  health  care,  cen- 
ter in  suburban  North  St  Louis  County,  seeks  physicians  to  staff 
our  expanding  episodic  care  centers  on  a full-  or  part-time  basis. 
Take  advantage  of  an  opportunity  to  use  your  training  without  con- 
tinuing overhead  expenses  or  investment  capital.  In  addition,  our 
staff  scheduling  offers  you  the  freedom  to  spend  time  with  your 
family  or  pursue  the  recreational  and  cultural  advantages  of  metro- 
politan St  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family  Practice  or  Inter- 
nal Medicine 

Along  with  an  excellent  salary  and  compensation  package,  we  offer 
you  the  opportunity  to  join  an  organization  that  is  on  the  leading 
edge  of  the  changing  health  care  field  If  this  unique  opportunity 
sounds  interesting  to  you,  please  call  (314)  3C£;-2300,  ext  5141 
(collect)  for  further  details. 


D.W.  Brewer 

Physician  Recruiter 

Christian  Hospital  Northeast 

11133  Dunn  Rd.  - St.  Louis,  MO  63136 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 


even  though  no  difference  in  the  quality  of  care 
may  be  obvious. 

The  software’s  designers  interpret  their 
findings  to  mean  that  many  current  cost 
control  measures  — including  Medicare’s 
diagnosis  related  groups  and  the  about-to-be- 
replaced  professional  standards  review  organi- 
zations — have  mistakenly  focused  on  hospital 
lengths  of  stay  and  unit  costs  rather  than  on 
admissions.  They  further  assert  that  practice 
variations  and  higher  per  capita  health  costs 
are  associated  with  excess  hospital  capacity 
and  that  given  proper  data,  physicians  can  be 
induced  to  reduce  excess  capacity. 

The  new  software  program  is  based  on 
earlier  work  by  a Dartmouth  epidemiologist 
Jack  Wennberg,  M.D.,  MPH,  on  small  area 
analysis  of  medical  practice.  Wennberg’s 
studies  reflect  his  background  in  epidemiology 
and  his  belief  that  comparing  defined  age  and 
sex  adjusted  geographic  populations  is  a more 

(Continued  on  page  14A) 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Ste.  216A,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
.American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E"  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 

3rd  Floor,  State  Office,  301  Centennial  Mall  South,  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  — NE  toll  free  800-642-1255 
National  Multiple  Sclerosis  Society  — Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Roger  H.  Kobayashi,  M.D.,  President 

Dept,  of  Pediatrics,  UNMC  . — 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Donald  A.  Dynek,  M.D.,  President 
100  N.  56th  St.,  #203,  Lincoln  68504 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
David  H.  Filipi,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Director 
River  City  Office  Park,  #202,  401  N.  117th,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physicians  Assistants 
Joe  Scott,  PA-C,  President 
1624  N.  107th  Ave.,  Omaha  68114 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Frederick  F.  Paustian,  M.D.,  F.A.C.P.,  Governor, 

301  Doctors  Bldg.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
Louis  J.  Gogela,  M.D.,  President 
6630  Rexford  Drive,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Joan  Werblow,  President 

103  Hillcrest  Landing,  75th  & Main,  Ralston  68127 
Nebraska  Health  Care  Association 

Sandra  A.  Hockley,  Executive  Director 
3100  "0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  "L”  St,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  Ph.D.,  President 
333  So.  44th  St.,  Omaha  68131 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall,  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Gerald  N.  Siedband,  M.D.,  President 
4848  Sumner  Street,  Lincoln  68506 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Society  .of  .Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Pkwy.  So.,  Omaha  68114 
Nebraska  Society  of  Internal  Medicine 
Daniel  B.  Stone,  M.D„,  President 
515  Doctors  Bldg.,  So.  Tower,  Omaha  68131 
Nebraska  Society  for  Respiratory  Therapy 
Steve  Luppes,  RRT,  President 

Bergan  Mercy  Hospital,  75th  & Mercy  Rd.,  Omaha  68124 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Edith  Thomsen,  CMA-A,  President 
P.O.  Box  104,  Minden  68959 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary’  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


MEDICINE  . . . 

The  Business/The  Practice 


At  last  there  is  a system  for  the  medical  environment.  The 
Benchmark  Medical  Processing  System  is  a proven  compre- 
hensive medical  practice  management  system  designed 
by  professionals,  for  professionals.  It  has  economically  and 
efficiently  provided  a tool  with  which  medical  practices  can 
determine  and  meet  their  ever  changing  medical  and  financial 
needs. 

Our  one  vendor  support  including  all  aspects  of  the  training, 
installation,  hardware  maintenance,  and  software  maintenance 
assures  a most  successful  installation. 

Developed  by  Contel  CADO  we  have  a job  proven  track  record 
in  over  1 5,000  businesses  with  over  300  application  programs. 
Contel  is  a $4  billion  diversified  telecommunications  and 
information  products  company  that  has  developed  the  CADO 
Computer  series  . . . unmatched  in  price  performance. 


TEL  CADO 

m 

DELIVER  SOLUTIONS 
BEFORE 

WE  DELIVER  THE 
SYSTEM. 


See  us  at 
The  Midwest  Clinical 
Society  Convention 
Oct.  29-31,  Booth  #31 
Red  Lion  Inn  - Omaha 


FOR  MORE  INFORMATION: 

PHYSICIANS  NAME/CLINIC 

□ Please  have  salesman  call 

□ Please  send  additional  info 

PI  We  would  like  t<">  arrange  for  a 

ADDRESS 

demonstration 

CITY 

STATE 

ZIP 

TYPE  OF  PRACTICE 

Benchmark  Computer  Systems 

PHONE  # 

11236  Davenport  • Omaha,  NE  68154 
402-330-5040  or  800-642-1289 
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NEBRASKA 

MEDICAL  ASSOCIATION 
116th  Annual  Session 


April  26-29,  1985 


Lincoln,  Nebraska 


Washington otes 

(Continued  from  page  11  A) 

valid  statistical  technique  than  other  ap- 
proaches which  look  at  single  institutions. 

More  recently,  Dr.  Wennberg  completed 
studies  with  similar  results  in  Iowa  and  in 
conjunction  with  Harvard  researcher  Philip 
Caper,  M.D.,  has  related  his  technique  to 
DRGs.  His  works  are  gaining  increasing 
attention  in  Congress  and  in  the  business  and 
planning  communities. 

Business  groups,  which  are  spreading  Wenn- 
berg’s  findings  as  part  of  a general  push  for  the 
collection  and  disclosure  of  health  care  data 
see  it  as  a useful  tool  for  “purchaser  cost 
management  activities.”  Thus,  the  Washington 
Business  Group  on  Health  and  the  National 
Association  of  Manufacturers  recently  spon- 
sored a meeting  focusing  on  data  collection, 
including  Wennberg’s  small  area  analysis 
technique,  and  will  sponsor,  along  with  the 
American  Health  Planning  Association,  special 
seminars  demonstrating  the  technique  this  fall. 

The  business  groups  are  urging  that  pro- 
posed confidentiality  regulations  for  peer 
review  organizations  be  loosened  to  permit 
general  disclosure  of  physician  specific  data. 
Hospital  and  medical  organizations  — includ- 
ing the  American  Medical  Association  — have 
argued,  on  the  other  hand,  that  the  proposed 
rules,  which  do  permit  release  of  hospital 
specific  information,  are  already  too  loose.  As 
a result  of  'the  controversy,  the  Reagan 
Administration  is  expected  to  hold  off  pub- 
lishing final  confidentiality  rules  until  after 
elections. 

* * * 

Malpractice  Costs  Cited 
by  Bill  Sponsors 

Two  increasingly  influential  US  Representa- 
tives who  wTant  to  apply  a no-fault  insurance 
system  of  sorts  to  medical  malpractice  say  that 
the  cost  of  malpractice  insurance  adds  up  to  $3 
to  the  cost  of  each  visit  to  a physician,  $5  a day 
to  the  average  hospital  bill,  and  up  to  $300  to 
the  cost  of  some  births. 

The  plan  by  Reps.  Henson  Moore  (R-LA) 
and  Richard  Gephardt  (D-MO)  would  limit 
malpractice  awards  for  federal  beneficiaries 
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whose  physician  and/or  hospital  offered  to 
compensate  them  for  economic  losses  within 
six  months  of  an  occurrence  that  resulted  in  an 
adverse  medical  outcome.  States  would  have 
the  option  of  setting  up  their  own  no-fault  mal- 
practice plans. 

The  measure  is  opposed  by  the  American 
Medical  Association,  which  prefers  state  mal- 
practice reforms,  and  by  some  consumer 
groups  who  believe  the  measure  is  unfair  to  the 
elderly  and  poor  who  might  be  frozen  out  of 
malpractice  compensation  — even  for  extreme 
cases  — because  they  are  not  working. 

Two  medical  specialties  which  have  been 
particularly  hard  hit  by  malpractice  claims  and 
premiums  — the  American  College  of  Ob- 
stetricians and  Gynecologists  and  the  American 
Association  of  Neurological  Surgeons  — looked 
at  a federal  solution  more  favorably,  though 
they  had  reservations  about  Moore’s  and 
Gephardt’s  Alternative  Medical  Liability  Act 
(HR  5400). 

The  bill’s  greatest  support  came  from  the 
Council  of  Community  Hospitals,  which  has 
110  of  the  nation’s  7,000  hospitals  as  members, 
and  by  the  Hospital  Corporation  of  America, 
the  world’s  largest  hospital  chain.  It  was  also 
endorsed  by  an  HMO  official,  academicians 
and  a defense  attorney.  It  is  adamantly 
opposed  by  the  Association  of  Trial  Lawyers  of 
America  which  claimed  casualty  insurers  are 
subsidizing  other  lines  of  insurance  with 
“incredible  profits”,  from  medical  liability 
premiums. 

Though  subject  to  varying  interpretations, 
the  statistics  that  led  Moore  and  Gephardt  to 
introduce  their  legislation  are  not  generally 
disputed  by  any  of  the  players.  They  suggest 
about  $1.7  billion  a year  in  premiums  and 
another  $15  billion  or  more  a year  for  the 
“defensive”  medicine  physicians  practice  to 
protect  themselves  against  malpractice 
charges. 

The  number  of  malpractice  claims  filed 
against  US  physicians  has  more  than  doubled 
in  the  last  five  years  — rising,  according  to 
AMA  Board  of  Trustees  Member  James  Todd, 
M.D.,  from  3.3  per  100  physicians  prior  to 
1978  to  8 per  100  since  1978. 

The  problem  is  particularly  intense  in  some 
specialties  and  states,  however,  and  next  year 


one  in  three  Florida  ob/gyns  can  expect  to  be 
sued  for  malpractice,  ACOG  representative 
Charles  Gibbs,  M.D.,  reported.  Despite  the 
fact  that  overall  infant  mortality  rates  are 
declining,  60%  of  ob/gyns  in  the  United  States 
will  have  a malpractice  claim  filed  against  them 
at  some  stage  of  their  career,  he  added,  and  in 
New  York  nearly  half  of  all  ob/gyns  have  been 
sued  three  times  or  more. 

The  size  of  claims  is  also  rising.  According  to 
Robert  Pierson,  a vice  president  of  an  HCA 
insurance  subsidiary,  the  number  of  claims  per 
bed  filed  against  HCA  owned  or  managed 
institutions  increased  by  50%.  At  the  same 
time,  total  claims  payout  per  bed  increased  by 
297%.  This  year  in  Florida,  the  average 
payment  per  case  is  expected  to  be  $23,800. 

The  impact  on  malpractice  premiums  is 
startling  in  some  specialties.  According  to  Dr. 
Gibbs  some  ob/gyns  are  now  paying  $70,000  a 
year.  Neurologists  in  New  York  spend  $60,000 
a year  on  malpractice.  Over  the  last  10  years, 
Rep.  Gephardt  reported,  premiums  have  in- 
creased by  131%.  Last  year,  they  averaged 
$6,350  per  physician  but  the  charges  vary 
drastically.  Some  physicians  in  Indiana,  which 
has  a highly-regarded  malpractice  reform  law, 
pay  only  $1,200  a year  for  medical  liability. 

The  impact  is  clear  in  the  hard-hit  special- 
ties. Nine  percent  of  ob/gyns  queried  in  one 
survey  have  given  up  the  practice  of  obstetrics 
entirely;  20%  avoid  caring  for  high  risk 
pregnancies.  A Florida  survey  also  found  that 
80%  of  ob/gyns  are  ordering  more  tests  to 
protect  themselves  against  a malpractice 
action;  70%  are  using  fetal  monitoring  more 
often;  and  50%  are  conforming  more  of  their 
own  findings  through  referrals. 

* * * 

Dr.  Young  Becomes  New  FDA 
Commissioner 

Frank  E.  Young,  M.D.,  was  sworn  in  in 
August  as  new  Commissioner  of  the  Food  and 
Drug  Administration,  ending  an  11 -month 
hiatus  since  Arthur  H.  Hayes,  M.D.,  left  the 
post  last  fall. 

Young,  a microbiologist  who  has  been  dean 
of  the  University  of  Rochester  medical  school 
since  1979,  will  oversee  roughly  7,000  FDA 
employees  at  the  agency’s  headquarters  in 
(Continued  on  page  346) 
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Are 

your 

patients 

worried 

about 

their 

bones? 


They  might  be.  Osteoporosis  is  receiving  much  attention 
from  the  media.  Your  patients  will  turn  to  you  for  more 
information  about  this  disease.  They’ll  want  to  know  what 
they  can  do  to  reduce  their  risk  of  developing  osteoporosis. 

You’ll  need  to  be  armed  with  the  facts  about  the  disease. 
The  National  Dairy  Council  has  developed  a material  to  help 
you  answer  patients’  questions.  Titled  “Calcium:  A Summary 
of  Current  Research  for  the  Health  Professional,”  it  provides 
valuable  background  about  the  role  calcium  plays  in  bone 
health.  And  it  includes  pamphlets  your  patients  can  take 
home. 

For  more  information  about  the  material,  detach  the  coupon 
below  and  return  it  to  Dairy  Council  of  Central  States. 

Don’t  let  your  patients  be  crippled  by  ignorance. 


Clip  and  return  to  Dairy  Council  of  Central  States,  Suite  103,  Hillcrest  Landing, 
Ralston,  NE  68127. 

Please  send  me  more  information  about  “Calcium:  A Summary  of  Current 
Research  for  the  Health  Professional.” 


Name  

Address 

City/State/Zip  County 
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Motrin  reduces 
inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibuorcfen 


TABLETS 

mg 


Good  medicine...good  value 


© 1984  The  Upiohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  ot  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported.  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold.  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary.  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy.  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  |aundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g.  eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin . used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarm:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1 % (but  less  than  3%)-Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus;  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%-Probable  Causal  Relationship*" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  |aundice,  abnormal  liver  function  tests  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS), 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1% -Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis;  Hematologic:  Bleeding 
episodes  (eg,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlem  vasculitis  Renal:  Renal  papillary 
necrosis. 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d,  or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b / s 
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THE  NEBRASKA  MEDICAL  JOURNAL 

Progress  in  Prevention,  Detection 
and  Treatment  of  Cancer 


THE  past  35  years  have  been  of 
signal  importance  in  our  under- 
standing of  the  pathogenesis  of 
cancer,  in  developing  our  means  to  detect 
most  cancers  in  earlier  stages,  and  in  the 
maturing  of  surgical  and  radiotherapeutic 
techniques  for  curing  many  patients  of  cancer. 
During  that  period,  there  has  been  a massive 
international  effort,  led  by  the  U.S.  National 
Cancer  Institute,  to  improve  the  quality  of  life 
and  survival  of  the  two-thirds  of  cancer 
patients  in  whom  total  eradication  of  cancer 
has  not  been  previously  possible.  Many  thous- 
ands of  organic  and  inorganic  compounds  have 
been  screened  for  anti-cancer  activity.  Seren- 
dipidous  discoveries  like  that  of  the  diamine 
platinum  compounds,  and  a few  scientifically 
designed  anti-metabolites  aimed  at  crippling 
malignant  cells’  reproductive  activities,  like 
fluorouracil  and  methotrexate,  have  been 
developed.  A whole  new  set  of  subspecialities 
of  oncologic  care  have  developed,  in  internal 
medicine,  radiology,  surgery,  pediatrics  and 
gynecology.  In  public  health,  we  have  reached 
the  era  of  preventive  medicine  oncologists, 
working  to  control  the  contamination  of  food, 
water  and  air  by  an  ever-expanding  list  of 
carcinogens. 

Over  ten  years  ago,  a national  program  for 
the  conquest  of  cancer  was  launched  on  the 
Federal  level,  which  is  now  funded  by  a billion- 
dollar-plus  annual  budget.  This  has  led  to  the 
establishment  of  some  two  dozen  comprehen- 
sive “cancer  centers”  across  the  United  States, 
and  has  stimulated  most  of  the  medical  and 
dental  schools  to  develop  integrated  programs 
of  basic  and  clinical  research  in  cancer,  with 
expansion  of  the  scope  of  their  services  to 
cancer  patients.  The  major  community  hospi- 
tals of  this  country  are  now  also  competing 
among  each  other  for  the  care  of  cancer 
patients,  and  for  a share  in  the  research  dollars 
available  to  carry  on  clinical  investigation  in 
radiation  and  chemotherapy.  A major  portion 
of  the  health  care  budget  of  this  country  (now 
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1 1 % of  the  gross  national  product)  reflects  the 
hospital  investment  in  expensive  new  un- 
shared facilities  — linear  accelerator  units, 
third  and  fourth  generation  CT  scanners, 
intensive  care  units,  and  the  soon  available 
nuclear  magnetic  resonance  scanners  needed 
for  better  cancer  care. 

Care  of  cancer  patients  today  has  reached  a 
cross-roads  because  of  the  mounting  health 
costs  and  greater  competition  between  the 
increasing  supply  of  physician  specialists  and 
hospitals  for  patients.  The  essence  of  curing 
cancer  demands  educated  patients  and  team- 
work between  the  primary  physician,  who  first 
suspects  or  makes  the  diagnosis,  and  the 
surgeon,  radiation  oncologist  and  hematologist 
or  medical  oncologist  who  will  participate  in 
the  patient’s  care  at  various  times.  It  is  more 
important  than  ever  before  that  we  maintain 
the  ultimate  in  interdisciplinary  medical  team 
work,  to  maximize  the  access  to  ambulatory 
care  of  cancer  patients,  at  lowest  possible 
costs,  to  initiate  potentially  curative  therapy. 

The  list  of  achievements  in  care  of  advanced 
cancer  is  becoming  more  impressive  each  year. 
Beginning  with  childhood  acute  lymphocytic 
leukemia,  the  cure  rates  for  these  young 
patients  and  others  with  Hodgkin’s  disease, 
nonseminomatous  testicular  cancer,  Wilm’s 
tumor,  Ewing’s  sarcoma,  neuroblastoma,  and 
even  osteogenic  sarcoma  have  improved  dra- 
matically. This  has  led  to  a first-time  ever 
reduction  in  the  death  rate  from  cancer  in 
patients  under  35  years  of  age  in  the  United 
States.  The  progress  in  the  cure  rate  for  these 
patients  is  to  a major  extent  due  to  cooperative 
nationwide  group  efforts  between  family  phy- 
sicians, a few  large  cancer  centers  having  the 
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necessary  expertise,  and  the  rapidly  growing 
subspecialty  of  pediatric  and  medical  oncology. 
Only  through  cooperative-group  clinical  trials 
during  the  past  quarter  of  a century  have  many 
of  these  rarer  tumors  been  tested  on  uniform 
protocols  in  sequential  design  to  maximize  the 
end  results,  and  the  oncologic  specialists  have 
spread  the  good  news. 

In  adult  oncology  the  picture  is  less  en- 
couraging in  terms  of  improved  survival  for 
patients  with  all  but  the  earliest  stages  of  the 
commonest  carcinomas  of  the  lung,  GI  tract, 
ovary,  and  mammary  gland.  Carcinoma  of  the 
cervix  uteri,  once  the  chief  cause  of  female 
cancer  deaths,  is  now  the  fifth  cause,  having 
been  displaced  by  GI,  lung,  breast,  and  ovarian 
cancer.  Much  of  this  progress  in  control  has 
been  related  to  earlier  detection  by  routine 
annual  Pap  smears  of  all  sexually  active 
women  in  the  U.S.A.  This  cancer  may  smolder 
in  situ  for  as  long  as  10  or  more  years. 
However,  the  rapid  rise  in  lung  cancer  deaths 
in  women  not  heeding  advice  concerning 
tobacco  abuse,  has  all  but  cancelled  out  these 
gains,  as  primary  lung  carcinoma  bids  soon  to 
become  the  chief  cause  of  female  cancer 
deaths. 

Some  bright  spots  are  present  for  older 
adults  with  cancer;  10-15%  of  patients  with 
localized  small  cell  carcinoma  of  the  lung 
(limited  to  one  side  of  the  thoracic  cavity  and 
draining  lymph  nodes)  may  be  curable  by 
chemotherapy  that  does  not  have  to  be  very 
toxic.1.  Patients  with  limited  and  advanced 
stage  ovarian  cancer  also  may  be  curable  by 
multi-agent  chemotherapy  if  proper  surgical 
debulking  can  reduce  residual  cancer  to  under 
1.0  - 1.5  cm.  in  diameter.  The  surgical 
curability  of  Dukes  B2  (serosal  penetration 
with  negative  nodes)  colorectal  lesions  has 
risen  to  over  77%  at  5 years  and  of  Dukes  C 
lesions  (involved  regional  nodes)  to  47%  in  the 
hands  of  expert  surgeons,  equalling  the  sur- 
vivorship free  of  disease  of  any  adjuvant 
chemotherapeutic  program  yet  devised.2  This 
heightens  the  importance  of  Hemoccult  annual 
screening  for  all  patients  over  40-50  years  of 
age,  which  can  approximately  double  the 
percentage  of  such  favorable  stage  colorectal 
cancer  patients  submitted  for  surgical  cure.  A 
more  precise  Hemaquant  method  of  specifically 
analyzing  hemoglobin  residues  in  the  stool  will 
soon  be  available  to  increase  specificity  and 


sensitivity  of  this  screening.  Appropriate  use 
of  family  history  of  cancer  can  also  indicate 
high  risk  patients  through  dominant  Mendelian 
transmission  of  susceptibility  to  cancer  of  the 
colon,  as  well  as  endometrium,  breast,  and 
other  neoplasms.  In  such  families,  multiple 
cancers  occur  in  each  generation  and  may 
begin  to  appear  by  age  25-40.  Surprisingly, 
the  prognosis  after  treatment  of  such  cancers 
is  often  much  better  than  for  sporadic  cancer.3 

Similar  important  teamwork  carried  on  by 
the  family  practitioner  and  internist,  to  provide 
more  favorable  cases  for  surgical  or  radio- 
therapeutic  cure  is  also  even  more  important  in 
breast  cancer.  Meticulous  breast  self-examina- 
tion supervised  by  the  family  physician  is 
nearly  equal  to  annual  mammography  in 
doubling  the  percentage  of  localized  breast 
cancers  diagnosed  by  the  surgeon.  The  5-year 
survival  rate  for  women  practicing  self- 
examination  regularly  has  now  been  shown  to 
be  twice  that  of  women  who  neglect  this 
elementary  concern,  of  a cancer  that  develops 
in  nearly  9%  of  all  American  women.4  Two 
recent  Dutch  studies  suggest  a 50-70%  reduc- 
tion in  breast  cancer  mortality  among  women 
screened  by  1-4  annual  mammograms.  Moreover, 
the  localized  1-2  cm.  breast  cancers  discovered 
by  self-examination  or  mammography  can  be 
treated  just  as  definitively  without  mastectomy, 
by  appropriate  radiation  therapy,  for  women 
who  wish  to  avoid  disfigurement.  The  7-8  year 
results  of  the  Joint  Center  for  Radiation 
Therapy  are  fully  equal  to  the  results  of 
modified  radical  mastectomy.  Such  efforts  are 
all  the  more  necessary,  as  it  becomes  in- 
creasingly apparent  that  adjuvant  chemo- 
therapy of  breast  carcinoma  changes  survival 
minimally,  (20%  benefit  after  8 years  in 
premenopausal  women  only).5 

The  only  feasible  approach  to  control  of 
primary  lung  cancer,  80%  of  which  is  non-small 
cell,  lies  in  preventive  measures,  i.e.,  avoidance 
of  any  tobacco  abuse.  Even  chronic  passive 
exposure  to  cigarette  smoke  by  the  non- 
smoker  increases  risk  of  cancer  in  family 
members  at  least  two-fold.  Respiratory  illness 
is  much  more  frequent  in  children  of  smokers. 
All  physicians  must  be  more  concerned  with 
lay  education  programs  beginning  in  grammar 
and  high  school  to  minimize  the  impact  of 
tobacco  abuse,  which  is  the  single  most 
important  factor  contributing  to  the  current 
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epidemic  of  bronchogenic,  laryngeal,  head  and 
neck,  pancreatic  and  bladder  cancer,  as  well  as 
to  continuation  of  carcinoma  of  the  uterine 
cervix  as  a problem.  At  least  two-thirds  of  all 
fatal  cancers  are  closely  related  to  three  major 
factors  in  our  lifestyle:  tobacco  and  alcohol 
abuse  (probably  combined  with  critical  de- 
ficiencies of  B-carotene  and  Vitamin  A intake) 
and  to  the  abuse  of  fat  in  our  diets,  which 
clearly  promotes  breast  and  colorectal  cancer 
incidence.  The  importance  of  the  first  two 
factors  is  highlighted  by  the  50%  lesser 
incidence  of  and  death  rates  of  all  cancers  in 
Utah  Mormons,  who  eschew  alcohol,  coffee 
and  tobacco,  compared  to  non-Mormons.6 
Avoidance  of  excessive  caffeine  intake  which 
promotes  pre-cancerous  epithelial  changes  in 
fibrocystic  disease  contributes  probably  to 
their  lower  breast  cancer  incidence.  Cancer 
prevention  must  be  a much  larger  professional 
educational  activity  in  the  office  for  all  primary 
care  physicians  and  oncologic  specialists.  Low- 
fat  high-fiber  diets  appear  a feasible  first  step 
towards  reducing  cancer  incidence. 

As  Americans,  we  all  dream  that  some 
wonderful  new  technology  will  prolong  our 
lives,  when  illness  strikes.  However,  the 
astounding  25%  reduction  in  deaths  from  heart 


attacks  and  from  strokes  by  40%  in  the  past 
two  decades  cannot  be  related  to  the  develop- 
ment of  high-technology  hospitals  with  medical 
intensive  care  units.  Instead,  it  is  probably  due 
to  the  ever-increasing  effectiveness  of  dietary 
and  drug  management  of  hypertension,  even  in 
its  earliest  phases,  which  has  not  imposed  any 
great  financial  burden  on  either  patients  or 
providers  of  health  care.7  Some  new  develop- 
ments do  mandate  closer  attention  to  earlier 
detection  and  proper  staging  of  common 
cancers.  The  role  of  radiation  therapy  in  curing 
localized  breast  cancer  has  been  cited,  and 
now  it  looks  as  if  the  scourge  of  elderly  men, 
prostatic  carcinoma,  may  be  similarly  cured 
while  still  localized  in  the  prostate  gland.  We 
know  that  the  majority  of  prostate  carcinomas 
are  silent  and  remain  localized  to  the  prostate, 
even  until  death.  We  do  not  know  which  of 
these  may  later  disseminate,  to  cause  a painful 
and  chronic  disease.  With  the  advent  of  I125 
seed  implantation,  more  than  16,000  rads  may 
be  delivered  locally  within  the  prostate, 
without  interfering  with  sexual  or  urinary 
function.  The  dosage  is  more  than  enough  to 
destroy  the  cancer  in  situ,  and  only  48-72 
hours  of  hospitalization  is  required.  It  will  take 
many  years  to  assess  whether  this  new  method 
of  in  situ  irradiation  (which  is  also  applicable 
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FIGURE  1 


Cancer  mortality  rates  in  the  United  States,  1950- 
1977,  from  the  Surveillance,  Epidemiology  and  End 
Results  program,  National  Cancer  Institute  Mono- 
graph No.  59,  1977. 

Note  that  a constant  fraction  of  the  population  in 
each  age  decade  after  the  age  of  40  succumbs  to 
some  type  of  cancer,  with  women  consistently 
having  a lower  mortality  rate  than  men  at  all  ages. 
The  changing  age-related  death  rate  from  prostate 


carcinoma  suggests  that  a susceptible  fraction  of  the 
population  will  develop  this  cancer  after  the  age  of 
60,  with  a gradual  decline  in  death  rate  with 
advancing  age,  perhaps  as  there  are  fewer  survivors 
with  progressive  disease.  The  neoplasms  of  child- 
hood and  adolescence  represent  the  early  expres- 
sion of  cancer  related  to  chromosomal  and/or 
genetic  defects,  and  later  on  of  abnormal  immuno- 
regulation  in  disorders  such  as  Hodgkin’s  disease. 
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to  other  neoplasms)  will  lead  to  a reduction  in 
deaths  from  metastatic  prostate  carcinoma, 
the  second  commonest  cause  of  male  cancer 
deaths  (Fig.  1). 

At  present,  there  is  much  interest  in 
allogeneic  and  autologous  bone  marrow  trans- 
plantation, to  improve  the  cure  rates  for 
leukemias  and  solid  tumors.  Allogeneic  mar- 
row transplantation  seems  to  increase  cure 
rates  for  acute  non-lymphocytic  leukemias, 
especially  if  done  during  first  remission. 
Research  is  underway  to  see  if  autologous 
marrow  transplantation  may  contribute  to  cure 
of  melanomas,  ovarian  carcinomas,  sarcomas, 
germ  cell  tumors  or  primary  brain  tumors 
refractory  to  conventional  doses  of  chemo- 
therapy and  radiation.  Research  in  these  and 
other  new  therapies  must  and  will  continue. 
However,  more  lives  may  ultimately  be  saved 
from  cancer  if  each  of  us  as  physicians 
increased  our  efforts  individually  in  training 
our  patients  and  their  families  in  better  health 
care  habits,  life  styles  considerate  of  their 
bodies,  with  annual  checkups  weighted  to  the 
genetic  and  occupational  risks  of  cancer. 
Collectively  we  must  work  together  in  all  our 
specialties  as  a team,  to  apply  those  classic 
principles  of  effective  cancer  treatment: 

1)  Earlier  detection. 

2)  Surgical  or  radiotherapeutic  tumor  eradi- 
cation whenever  possible,  designed  to 
forestall  the  natural  history  of  the  tumor. 

3)  Teamwork  between  surgeon,  radiation 
therapist  and  oncologist  to  maximize  the 
use  of  drugs,  ionizing  radiation,  and 
surgery,  working  together  for  cure,  rather 
than  for  tumor  palliation  whenever  pos- 
sible. 


4)  If  only  palliation  is  all  that  we  can  offer, 
the  medical  oncologist  has  a variety  of 
methods  at  his  disposal  to  maximize 
activity  of  patients  and  to  minimize  pain 
and  dysfunction. 

Often  the  medical  oncologist  serves  the 
important  office  of  triage  consultant,  helping 
to  determine  the  best  order  in  which  to  utilize 
various  treatment  modalities,  and  when  to 
cease  intensive  therapy  for  the  benefits  of 
hospice  care  in  the  home  if  possible.  Let  us  be 
of  all  the  assistance  that  we  can  be,  since 
carcinoma  and  sarcoma  each  day  become 
among  the  more  curable  of  the  diseases 
associated  with  aging,  and  yet  we  all  still  see 
too  many  patients  deprived  of  their  chance  of 
cure  through  too-late  recognition  of  their 
problem. 
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ORIGINAL  ARTICLES 


Is  the  Usual  Normal? 

The  Quest  for  the  Ideal  Cholesterol  Range 


OVER  the  past  40  years,  coronary 
heart  disease  (CHD)  has  emerged 
as  the  primary  cause  of  death 
in  the  United  States  and  in  most  other 
industrialized  nations.  In  this  country,  over 
600,000  deaths  resulted  from  CHD  in  1982. 
The  cost  in  actual  health  care  dollars  and  in 
lost  income  is  staggering,  now  estimated  to 
exceed  $60  billion  annually.1 

While  multiple  factors  contribute  to  the 
genesis  of  CHD,  elevated  serum  cholesterol  in 
the  general  populous  is  one  of  the  most 
important,  accounting  for  the  disparity  in  CHD 
incidence  between  different  highly  developed 
nations.  True  hypercholesterolemia,  although 
common  in  many  asymptomatic  adults  and 
children,  is  largely  unappreciated  since  cho- 
lesterol “norms”  utilized  by  clinical  laboratories 
are  based  upon  the  same  “normal”  population. 
The  “norms”,  as  with  other  population  data, 
thus  reflect  a statistical  rather  than  an  optimal 
range  of  normality. 

Without  norms  that  reflect  the  optimal  or 
ideal,  many  physicians  and  their  patients  may 
continue  to  condone  a serum  cholesterol  level 
which  is  unequivocally  associated  with  an 
increased  risk  for  CHD  events.  Clinical  labora- 
tories, therefore,  obligatorily  must  play  a 
fundamental  role  in  the  modification  of  labora- 
tory standards  for  substances  like  cholesterol, 
especially  in  the  face  of  new  and  evolving 
medical  understanding.  The  current  “norms” 
for  serum  cholesterol  in  Nebraska  clinical 
laboratories  have  not  been  realigned  in  terms 
of  what  prospective  studies  of  CHD  have 
shown  to  be  pathogenic.  As  well,  results  of  the 
recent  Lipid  Research  Clinics  - Coronary 
Primary  Prevention  Trial  (LRC-CPPT)  study 
have  clearly  shown  that  reduction  of  serum 
cholesterol  reduces  the  risk  of  CHD  events.2 
Without  an  appropriate  (ideal)  normative 
frame  of  reference  in  clinical  laboratories  for 
serum  cholesterol  levels,  assessment  of  risk  or 
risk  alteration  cannot  be  achieved. 

Method: 

Thirty-one  Nebraska  laboratories,  hospital- 
based  and  privately  operated,  were  surveyed 
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to  determine  the  current  clinical  laboratory 
“norms”  for  several  lipid  studies  commonly 
requested  by  physicians  involved  in  primary 
care.  Each  laboratory  was  contacted  by  tele- 
phone and  asked  their  methods  of  determina- 
tion as  well  as  the  reported  ranges  of  normality 
for  total  serum  cholesterol,  triglycerides  and 
high-density  lipoprotein  (HDL)  cholesterol 
tests.  If  adjustments  for  age  or  sex  were 
utilized  in  any  of  the  aforementioned  assays, 
these  were  also  recorded. 

Results: 

Of  the  3 1 laboratories  surveyed,  1 1 refer 
their  lipid  level  requests  to  one  of  several 
regional  laboratories,  all  of  which  were  in- 
cluded in  the  survey.  Serum  cholesterol  and 
triglyceride  levels  are  routinely  assayed  in  the 
20  remaining  laboratories,  with  HDL  deter- 
minations performed  in  15  of  these. 

The  method  utilized  to  measure  serum 
cholesterol  was  similar  in  all  20  laboratories 
that  perform  the  test.  Each  employs  a colori- 
metric assay,  based  on  the  Liebermann- 
Burchard  cholesterol  oxidase  reaction.  Serum 
triglycerides  are  measured  in  an  identical 
fashion  in  the  20  Nebraska  laboratories,  each 
utilizing  a lipase-mediated  hydrolysis  reaction 
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with  colorimetric  measurement  of  the  liber- 
ated glycerol.  HDL-cholesterol  levels  are 
determined  by  an  electrophoretic  method  in 
four  laboratories,  while  a heparin-manganese 
precipitation  process  is  utilized  in  the  re- 
maining 11  Nebraska  laboratories. 

Reported  normal  ranges  for  serum  choles- 
terol vary  widely  among  the  laboratories 
surveyed  (Figure  1).  Specific  attention  was 
given  to  men,  ages  30  to  49  years,  as  they 
represent  the  group  at  highest  risk  for  the 
development  of  premature  symptomatic  CHD. 
For  men  ages  30  to  39,  14  of  20  laboratories 
(70%)  reported  a normal  serum  cholesterol  up 
to  270  mg/dl,  with  normals  in  four  laboratories 
ranging  as  high  as  300  mg/dl.  Similarly,  for 
men  ages  40  to  49  years,  16  laboratories  (80%) 
accepted  a cholesterol  level  of  270  mg/dl  as 
normal,  6 laboratories  (30%)  as  high  as  300 
mg/dl,  and  one  as  high  as  312  mg/dl. 

Numerous  approaches  are  utilized  by  the  15 
Nebraska  laboratories  reporting  HDL-choles- 
teral  values.  Three  laboratories  compare  the 
measured  HDL-cholesterol  level  with  an  HDL- 
cholesterol  value  felt  to  be  “protective” 
against  the  development  of  CHD.  For  men, 
this  protective  value  is  between  45  and  50 


mg/dl,  while  for  women,  protective  levels  range 
from  40  to  55  mg/dl.  Eight  clinical  laboratories 
report  separate  “average  HDL-cholesterol 
levels”  for  men  and  women,  implying  that 
HDL-cholesterol  levels  above  these  average 
ranges  are  protective  against  CHD.  Average 
HDL-cholesterol  levels  for  men  range  from  29 
to  70  mg/dl,  while  for  women  the  range 
extends  from  30  to  96  mg/dl.  Two  laboratories 
quote  a specific  risk  for  CHD  based  on  the 
HDL-cholesterol  value.  Two  clinical  labora- 
tories do  not  report  a normal  range  of  HDL- 
cholesterol  in  their  clinical  report. 

Serum  triglyceride  norms  are  quite  con- 
sistent among  the  20  Nebraska  clinical  labora- 
tories performing  this  analysis.  The  reported 
norms  include  values  between  10-200  mg/dl, 
with  three  laboratories  providing  age  specific 
norms  and  one  laboratory  defining  separate 
normative  values  for  males  and  females. 

Discussion: 

There  is  abundant  clinical  and  experimental 
evidence  to  suggest  that  the  current  serum 
cholesterol  “norms”  reported  by  Nebraska 
clinical  laboratories  are  elevated  above  what  is 
in  keeping  with  optimal  health.  Current  norms 


SERUM  CHOLESTEROL  NORMS  (mg/dl) 


ideal 

CHOLESTEROL 
RANGE  * 


OMAHA  HOSPITALS 
AND 

LABORATORIES 


LINCOLN  HOSPITALS 
AND 

LABORATORIES 


OTHER  NEBRASKA 
HOSPITALS 


Figure  1.  The  serum  cholesterol  norms  of  20 
Nebraska  laboratories  for  men,  ages  30-39  years 
and  40-49  years.  Three  laboratories  use  age- 
adjusted  cholesterol  norms  for  the  30-39  and  40-49 


year  age  groups. 

*Delimitations  (120-200  mg/dl)  for  a proposed  ideal 
serum  cholesterol  range  for  adults  of  all  ages. 
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for  serum  triglyceride  and  HDL-cholesterol 
levels  reported  by  Nebraska  laboratories,  on 
the  other  hand,  appear  to  represent  normative 
values  for  healthy  adults.34  The  elevated  total 
serum  cholesterol  “normative”  range  is  com- 
mon to  all  Nebraska  laboratories  surveyed 
with  no  significant  difference  between  urban 
and  rural  laboratories,  between  private  and 
state-supported  laboratories,  or  between  those 
located  in  and  out  of  hospitals.  Because  the 
current  total  serum  cholesterol  norms  include 
values  that  are  clearly  associated  with  an 
increased  risk  of  premature  CHD,  it  becomes 
clearly  evident  that  a new  set  of  normative 
values  are  necessarily  required.  Epidemiologic 
surveys,  including  cross-cultural  comparisons, 
longitudinal  cohort  studies  and  general  popu- 
lation trends,  have  all  contributed  important 
information  towards  the  elucidation  of  the 
ideal  cholesterol  range  for  adults. 

The  relationship  between  serum  cholesterol 
levels  and  CHD  death  rates  has  been  com- 
pared for  Japanese  men  residing  in  Japan  and 
those  who  had  emigrated  to  Hawaii  or  Cali- 
fornia. Native  Japanese  were  found  to  have  an 
age-adjusted  mean  serum  cholesterol  of  181 
mg/dl,  compared  to  age-adjusted  mean  choles- 
terol levels  of  218  mg/dl  and  225  mg/dl  for 
Japanese  emigrants  to  Hawaii  and  California, 
respectively.5  The  risk  of  CHD  deaths  for 
Japanese  residing  in  California  was  nearly 
three  times  that  of  native  Japanese  and  was 
comparable  to  non-Japanese  citizens  residing 
in  California.  The  CHD  death  rate  for  Japan- 
ese living  in  Hawaii  was  intermediate  between 
the  other  two  cohorts.6  Thus,  in  this  cross- 
cultural  study,  increased  CHD  mortality  rates 
were  attributable  to  seemingly  small  incre- 
ments in  serum  cholesterol  levels,  well  below 
the  mean  cholesterol  reported  as  normal  by 
clinical  laboratories  in  Nebraska. 

Longitudinal  population  studies  within  the 
United  States  have  confirmed  the  positive 
correlation  of  serum  cholesterol  with  increas- 
ing risk  of  CHD  mortality.  In  the  Framingham 
study,  this  correlation  was  most  evident  in  the 
youngest  cohort  of  men,  those  30  to  39  years  of 
age  at  the  onset  of  the  22-year  prospective 
study.7  For  men  in  this  age  group  with  a serum 
cholesterol  level  between  220  and  239  mg/dl, 
the  risk  of  CHD  death  was  2 Vi  times  greater 
than  men  with  a mean  cholesterol  < 200 
mg/dl.  Those  men  in  the  same  age  group 


having  a serum  cholesterol  > 259  mg/dl  were 
nearly  five  times  as  likely  to  die  from  CHD  as 
those  whose  cholesterol  was  < 200  mg/dl.  The 
correlation  between  serum  cholesterol  levels 
and  CHD  death  was  less  evident  in  older  age 
groups,  although  all  men  with  serum  choles- 
terol levels  > 259  mg/dl  had  a dramatically 
increased  risk  of  CHD  death  when  compared 
to  those  in  the  same  age  cohort  whose  serum 
cholesterol  was  < 200  mg/dl.8 

The  Framingham  findings  were  confirmed 
by  the  Pooling  Project  Research  Group,9  which 
combined  the  results  of  the  Chicago  People’s 
Gas,  Chicago  Western  Electric,  Albany  Civil 
Servant  and  Techumseh  Community  Studies 
with  the  Framingham  data  (Figure  2).  As 
shown,  the  observed  rates  for  CHD  events  rose 
steadily  from  the  lowest  quintile  of  serum 
cholesterol  to  the  highest  during  the  8.6  year 
period  of  observation.  The  positive  relation- 
ship between  serum  cholesterol  and  CHD 
events  is  less  apparent  for  men  older  than  50 


Figure  2.  The  expected  and  observed  incidence  of 
major  CHD  events  (nonfatal  and  fatal  myocardial 
infarction  or  sudden  CHD  death)  over  an  8.6  year 
period  for  serum  cholesterol  quintiles  of  men  ages 
40-59  years  included  in  the  Pooling  Project  Re- 
search Group  report.9  Although  not  identical  for 
each  age  group,  the  serum  cholesterol  quintiles  I-V 
(*)  closely  approximate  the  following  distribution:  I: 
< 195  mg/dl,  II:  195-220  mg/dl,  III:  221-240  mg/dl, 
IV:  241-270  mg/dl,  V:  > 270  mg/dl. 
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years  of  age  until  the  second  highest  quintile  of 
cholesterol  level  is  reached.  For  men  ages  55 
to  59,  the  increased  CHD  incidence  was  only 
apparent  when  the  highest  cholesterol  quintile 
was  compared  to  each  of  the  lowest  four 
quintiles.  Thus,  serum  cholesterol  levels  play  a 
greater  role  in  the  prediction  of  CHD  in  men 
younger  than  50  years  of  age  than  those  older. 

Observations  parallel  to  the  Pooling  Project 
Research  Group  have  been  made  worldwide. 
In  the  Seven  Country  Study,  the  incidence  of 
CHD  death  in  16  cohorts  of  men,  ages  40  to  59 
was  determined  prospectively  over  a 10-year 
span.  Although  no  threshold  value  for  serum 
cholesterol  safety  was  determined,  the  age 
adjusted  risk  of  death  from  CHD  was  pro- 
gressively upward  when  the  mean  serum 
cholesterol  of  the  cohort  exceeded  160  mg/dl.10 

A measurement  of  serum  cholesterol  levels 
in  primitive  African  tribes  has  also  provided 
important  information  on  what  the  ideal 
cholesterol  level  for  man  might  be.  Kalahari 
bushmen,  a nomadic  hunting  and  gathering 
tribe,  were  found  to  have  a cholesterol  level 
between  110  and  128  mg/dl  over  a three-year 
study.  In  a different  tribe  of  bushmen  who 
consumed  milk  and  other  dairy  products  in 
their  diet,  the  mean  serum  cholesterol  level 
was  found  to  range  between  181  to  235  mg/dl 
over  a one-year  period  of  observation.11 

We  might  also  take  a lesson  from  our 
children.  The  mean  serum  cholesterol  level  of 
the  pediatric  population  after  one  year  of  age 
in  the  United  States  ranges  between  150  and 
160  mg/dl.12  Children  born  to  parents  having 
had  a premature  CHD  event,  have  significantly 
increased  cholesterol  levels,  averaging  195 
mg/dl  in  one  study.13 

Several  epidemiologic  studies  have  sug- 
gested a statistically  significant  increase  in 
colon  cancer  in  subgroups  of  patients  having 
the  lowest  mean  serum  cholesterol  level.14  On 
closer  examination  of  the  data,  it  was  found 
that  the  majority  of  patients  in  the  lowest 
serum  cholesterol  subgroups  presented  with 
colon  cancer  within  the  first  two  years  of  the 
study.  When  these  patients  were  excluded,  the 
inverse  correlation  between  serum  cholesterol 
and  colon  cancer  became  statistically  insig- 
nificant suggesting  that  the  low  serum  choles- 
terol level  in  some  adults  was  a harbinger  of  an 
unrecognized  carcinoma.15,16  Therefore,  al- 


though very  low  serum  cholesterol  levels  may, 
in  some  patients,  be  associated  with  colon 
cancer,  causative  relationship  is  unsubstan- 
tiated. Furthermore,  serum  cholesterol  de- 
creases dramatically  with  starvation  and 
cachexia,  and  has  commonly  been  observed  to 
fall  from  abnormally  high  to  unusually  low 
levels  in  terminally-ill  patients.  Apart  from 
these  patients,  serum  cholesterol  levels  below 
100-120  mg/dl  are  rarely  found  in  hospitalized 
patients  or  asymptomatic  adults  upon  inci- 
dental determination. 


Conclusions: 

Cholesterol  “norms”  currently  reported  by 
Nebraska  clinical  laboratories  reflect  a statis- 
tical rather  than  an  ideal  range  of  normality. 
Numerous  epidemiologic  studies  have  clearly 
documented  the  positive  correlation  between 
premature  CHD  death  and  serum  cholesterol 
levels  exceeding  200  mg/dl,  especially  in  adult 
males  < 40  years  of  age.  Populations  with  a low 
incidence  of  CHD  deaths  have  a mean  serum 
cholesterol  between  160-180  mg/dl.  Healthy 
adolescents  in  the  United  States  without  a 
family  history  of  early  CHD  also  have  a mean 
serum  cholesterol  near  160  mg/dl. 

It  is  said  that  the  ideal  body  weight  should 
be  at  or  near  the  body  weight  at  the  time  of  our 
graduation  from  high  school.  We  would  recom- 
mend that  adults  should  also  strive  to  maintain 
their  “high  school”  cholesterol  level  through 
dietary  discretion,  regular  enjoyable  exercise, 
and,  when  appropriate,  pharmacologic  inter- 
vention in  order  to  minimize  the  development 
of  CHD. 

Clinical  laboratories  must  redefine  their 
serum  cholesterol  norms  to  a range  of  values 
not  associated  with  a high  incidence  of  CHD. 
With  currently  available  epidemiologic  data, 
we  believe  that  a serum  cholesterol  range  of 
120-200  mg/dl  represents  the  ideal  serum 
cholesterol  level  for  adults,  and  should  replace 
the  current  widely  used  and  misleading  statis- 
tical norms.  Improved  awareness  of  physicians 
and  their  patients  of  unsafe  serum  cholesterol 
levels  should  further  reduce  the  incidence  of 
CHD  in  the  United  States. 
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Immunochemical  Determination 
of  CK-MB  and  LDH-1  in  the 
Community  Hospital 


Abstract: 

We  used  an  immunochemical  method  to  test 
for  the  LDH-1  fraction  of  total  lactate  dehy- 
drogenase in  135  specimens  from  99  patients 
hospitalized  for  suspected  myocardial  infarc- 
tion (MI).  We  used  an  immunoinhibition/ 
immunoprecipitation  method  to  test  for  the 
MB  fraction  of  creatine  kinase  in  111  speci- 
mens from  75  patients  hospitalized  for  sus- 
pected MI.  We  achieved  a diagnostic  sensitivity 
of  93%  and  specificity  of  100%  for  CKMB  by 
immunoinhibition  (I-CKMB);  and  a sensitivity 
of  887c,  and  a specificity  of  839c  for  immuno- 
chemical LDH-1  (I-LDH-1).  The  coefficient  of 
variation  of  both  tests  was  less  than  57c. 
I-LDH-1  and  I-CKMB  determinations  are 
ideal  for  the  small  to  medium-sized  hospital 
laboratory,  because  they  are  simple,  reliable, 
cost  effective,  and  require  no  additional 
equipment  or  specially  trained  personnel. 

BECAUSE  of  recent  changes  in 
Medicare  reimbursement,  it  has 
become  increasingly  important 
to  document  medical  diagnoses  at  the  least 
possible  cost.  The  diagnosis  of  myocardial 
infarction  requires  a combination  of  clinical 
and  EKG  data  with  demonstration  of  increased 
CKMB  and  LDH-1  levels.  Many  rural,  medium 
to  small  hospitals  do  not  have  in-house 
electrophoresis  equipment,  and  must  obtain 
isoenzyme  data  from  reference  laboratories.  In 
addition  to  the  cost  of  purchasing  these  tests, 
there  is  the  disadvantage  that,  in  many  cases, 
results  are  not  immediately  available,  especial- 
ly on  weekends  and  holidays,  possibly  resulting 
in  the  extra  cost  of  a longer  stay  in  the  coronary 
intensive  care  unit. 

The  use  of  immunochemical  methods  for  the 
determination  of  CKMB  and  LDH-1  has 
proven  effective  in  larger  medical  centers; 
however,  we  were  interested  to  see  if  these 
procedures  could  be  established  on  a routine 
basis  in  a medium-sized  community  hospital 
without  the  expense  of  new  personnel,  increased 
hours  or  new  equipment. 


RODNEY  K.  KOERBER.  M.D.* 

Medical  Director  of  Laboratory 

Memorial  Hospital  of  Dodge  County 

Clinical  Assistant  Professor  of  Pathology  UNMC 

WENDELL  REESE,  (MT  ASMT) 

Administrative  Director,  Laboratory 
Memorial  Hospital  of  Dodge  County 

JEANETTE  POLING  (MT  II) 

Chemistry  Section  Supervisor 
Memorial  Hospital  of  Dodge  County 


Material  and  Methods: 

Immunochemical  determinations  of  LDH-1 
(I-LDH-1)  were  performed  on  135  specimens 
from  99  patients  hospitalized  in  the  coronary 
intensive  care  unit  of  Memorial  Hospital  of 
Dodge  County  with  a suspected  diagnosis  of 
myocardial  infarction  (MI).  LDH  isoenzymes 
by  agarose  gel  electrophoresis  (E-LDH-1) 
were  performed  at  Physicians'  Laboratory  in 
Omaha  in  all  cases. 

CKMB  by  immunoinhibition  (I-CKMB)  was 
determined  on  111  specimens  from  75  patients 
hospitalized  for  suspected  MI.  CK  isoenzymes 
were  determined  by  agarose  gel  electro- 
phoresis (E-CKMB)  at  the  reference  labora- 
tory'. 

The  charts  of  all  these  patients  w'ere 
reviewed  by  one  of  us,  (RKK),  and  assigned  to 
one  of  tw'o  categories  “MI  Present”  or  “No  MI 
Present”.  These  assignments  were  based  on 
historical  and  EKG  data,  and  enzyme  studies 
determined  by  electrophoresis.  These  charts 
were  reviewed  without  prior  knowledge  of  the 
results  of  the  immunochemical  studies. 

The  age  range  was  35-92  for  the  I-LDH-1 
group,  and  39-92  for  the  I-CKMB  group.  The 
male,  female  ratio  was  65%  male  to  35% 
female  for  the  I-LDH-1  group,  and  66%  male 
and  34%  female  for  the  I-CKMB  group.  The 
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prevalence  of  MI  was  32%  in  the  I-CKMB 
group,  and  39%  in  the  I-LDH-1  group. 

The  total  LDH  activity  was  determined  in 
our  laboratory  with  an  Hitachi  705,  at  37°C 
using  reagents  from  Boehringer-Mannheim 
Diagnostics.  Total  CK  activity  was  determined 
on  an  MCA  centrifugal  analyzer  using  reagents 
from  Roche  Diagnostics.  I-CKMB  and 
I-LDH-1  were  determined  using  commercially 
available  kits.  (Isomune-CK  and  Isomune-LD 
obtained  from  Roche  Diagnostics.) 

Results: 

The  correlation  coefficient  for  I-LDH-1 
compared  to  E-LDH-1,  with  I-LDH-1  expressed 
as  a percent  of  total  LDH,  was  0.90,  and  with 
I-LDH-1  expressed  in  IU/L,  was  0.96.  The 
coefficient  of  correlation  for  I-CKMB  com- 
pared with  E-CKMB  was  0.4  with  I-CKMB 
expressed  as  percent  total,  and  0.60  with 
I-CKMB  expressed  in  IU/L.  The  coefficient  of 
variation  (CV)  for  the  I-CKMB  procedure  was 
2.18%,  and  for  the  I-LDH-1  procedure,  3.12% 
for  “within  run”  determinations. 

We  determined  normal  ranges  for  I-LDH-1 
and  I-CKMB  with  specimens  from  a group  of 
53  individuals  composed  of  normal  laboratory 
volunteers,  non-MI  and  non-ischemic  patients. 
The  upper  limit  of  normal  for  I-LDH-1  was 
23%  of  total  LDH.  The  upper  limit  of  normal 
for  I-CKMB  was  10  IU/L.  The  manufacturer 
suggested  that  for  total  CK  values  greater  than 
1,000  IU/L,  the  cut-off  should  be  changed  to 
less  than  4%  total  CK  activity,  (probably  due 
to  interference  with  the  procedure  from 
increased  pyruvate  and  lactate  levels).  (See 
Discussion.) 

Results  for  I-CKMB: 

Normal:  < 10  IU/L  if  the  total  is  < 1,000  IU/L 
< 4%  if  the  total  is  > 1,000  IU/L 

No.  of  patients  with  MI  with  positive  I-CKMB 
= 28  = True  Positives  (TP) 

No.  of  patients  with  MI  with  negative  I-CKMB 
= 3 = False  Negatives  (FN) 

No.  of  “No  MI”  patients  with  positive  I-CKMB 
= 0 = False  Positives  (FP) 

No.  of  “No  MI”  patients  with  negative  I-CKMB 
= 44  — True  Negatives  (TN) 

Total  Number  of  Patients:  75 


Sensitivity  = 93%  *PV+  = 100% 
Specificity  = 100%  *PV—  = 96% 

Results  for  I-LDH-1:  (Using  an  upper  limit 
of  normal  for  LDH-1  of  23%  Total  LDH.) 

No.  of  patients  with  MI  with  positive  I-LDH-1 
= 34  = True  Positives  (TP) 

No.  of  patients  with  MI  with  negative  I-LDH-1 
= 5 = False  Negatives  (FN) 

No.  of  patients  “No  MI”  with  positive  I-LDH-1 
= 10  = False  Positives  (FP) 

No.  of  patients  “No  MI”  with  negative  I-LDH-1 
= 53  = True  Negatives  (TN) 

Total  Number  of  Patients:  99 

Sensitivity  = 88%  *PV  + = 76% 
Specificity  = 83%  *PV—  = 91% 

*PV+  = Predictive  Value  of  Positive  Test 
*PV-  = Predictive  Value  of  Negative  Test 

NOTE:  See  Appendix  for  formula  used  in 
determining  results 

There  were  six  patients  in  the  I-LDH-1  group 
with  either  inappropriately  timed  single  deter- 
minations, or  with  an  equivocal  diagnosis. 
There  were  two  indeterminate  patients  in  the  I- 
CKMB  group,  one  of  which  had  a single 
inappropriately  timed  specimen,  and  the  other 
which  had  an  equivocal  diagnosis.  Exclusion  of 
these  patients,  and  inclusion  of  only  patients 
with  definite  “MI”  or  “No  MI”,  with  appro- 
priately timed  specimens,  gave  the  following 
results: 

I-LDH-1:  Sensitivity-97%;  Specificity-85%; 

*PV+-76%;  and  PV-  98%. 

I-CKMB:  Sensitivity-96%;  Specificity- 100%; 
PV+-98%;  and  PV-98%. 

Discussion: 

There  are  several  methods  that  have  been 
used  to  separate  the  isoenzymes  of  LDH  and 
CPK.  Determination  of  heat  stabile  LDH7  or 
the  alpha-hydroxvbutyrate  dehydrogenase 
activity8  in  serum  will  yield  an  approximation 
of  the  LD-1  activity.  Neither  of  these  methods, 
however,  have  gained  wide-spread  support 
because  of  lack  of  accuracy  and  precision.1 

Because  of  the  difference  in  charge  of 
individual  isoenzymes,  their  separation  can  be 
accomplished  with  column  chromatography/' 
This  method  has  been  automated  for  the 
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determination  of  CKMB  and  is  currently 
available  for  use  with  the  DuPont  ACA.  This 
method  is  technically  simple,  rapid,  and 
sensitive;  however,  clinically  significant  prob- 
lems with  accuracy  can  occur  because  CKMM 
or  CKBB  may  elute  with  CKMB,  yielding  false 
positive  results.1"  This  is  of  clinical  importance 
because  CKBB  may  be  found  in  patients  with 
a number  of  types  of  cancer,  especially 
carcinoma  of  the  prostate,  and  in  patients  with 
mesenteric  artery  thrombosis.1112  A false 
positive  CKMB  in  a patient  with  mesenteric 
artery  thrombosis  could  lead  to  a delay  in 
diagnosis,  because  the  symptoms  of  myo- 
cardial infarction  and  mesenteric  thrombosis 
may  be  indistinguishable  early  in  the  course  of 
the  disease. 

We  chose  not  to  use  the  ACA  method  for 
CKMB  determinations,  because  a significant 
percentage  of  our  patients  are  elderly,  and 
because  we  have  an  active  urological  service. 

Radioimmunoassay  for  CKMB  requires 
special  equipment  and  radioactive  reagents, 
and  offers  no  theoretical  advantage  over 
ICKMB. 

Separation  of  CK  and  LDH  isoenzymes  by 
electrophoresis  is  currently  the  most  widely 
used  method  in  most  larger  hospitals  and 
reference  laboratories.  Electrophoresis  offers 
the  advantages  of  sensitivity,  accuracy  and 
precision.  In  addition,  CK  and  LDH  “variants” 
can  usually  be  readily  identified;  although  they 
may  interfere  with  interpretation  and  quantita- 
tion of  results.13 

Compared  to  immunologic  methods,  elec- 
trophoresis is  more  expensive,  time  consuming, 
and  requires  special  equipment  and  specially 
trained  personnel.  Thus,  in  some  hospitals, 
electrophoresis  does  not  lend  itself  to  a seven- 
day-week  operation. 

Determination  of  Normal  Values: 

The  cut-off  point  for  I-LDH-1  expressed  as  a 
percentage  of  total  LDH  should  ideally  be 
chosen  so  as  to  minimize  the  cost  of  mis- 
classifying  a randomly  screened  patient.1,2  '"  We 
determined  a cut-off  point  with  values  from 
normal  volunteers  and  non-MI,  non-ischemic 
patients,  and  arrived  at  a figure  of  23%  total 
LDH.  Using  that  value,  our  figures  for  sensi- 
tivity and  specificity  of  88%  and  83%  respec- 
tively were  less  than  those  of  Usategui-Gomez; 


et  al.6,  who  obtained  a sensitivity  of  94%  and  a 
specificity  of  96%.  However,  the  values  for 
sensitivity  and  specificity  for  I-LDH-1  are 
much  more  comparable  at  97%  and  85% 
respectively  if  the  patients  with  inappropriately 
timed  specimens  are  excluded,  indicating  the 
importance  of  the  proper  use  of  laboratory 
tests  to  maximize  the  sensitivity,  specificity  and 
predictive  value  of  their  results. 

Most  importantly,  using  23%  as  an  upper 
limit,  the  predictive  value  of  a negative  test  was 
91%.  Thus,  appropriately  timed  specimens 
with  a negative  LDH-1  should  offer  solid 
supportive  evidence  that  a given  patient  does 
not  have  an  acute  myocardial  infarction,  and 
can  be  transferred  out  of  the  intensive  care 
unit. 

The  correlation  between  I-LDH-1  and 
E-LDH-1  was  relatively  good  in  our  study 
(coefficient  of  correlation  0.90  with  I-LDH-1 
expressed  as  percent  total  LDH,  and  0.96  with 
I-LDH-1  expressed  in  IU/L),  and  was  com- 
parable to  that  obtained  by  Usategui-Gomez; 
et  al.6 

Although  the  diagnostic  value  of  I-CKMB 
was  excellent  in  terms  of  sensitivity,  specificity 
and  predictive  value,  there  was  less  direct 
correlation  between  I-CKMB  and  E-CKMB 
than  between  I-LDH-1  and  E-LDH-1.  The 
coefficient  of  correlation  for  I-CKMB  com- 
pared with  E-CKMB  with  I-CKMB  expressed 
as  percent  total,  was  0.40,  and  with  I-CKMB 
expressed  in  IU/L  was  0.60. 

This  apparent  lack  of  direct  correlation  may 
be  due  to  the  fact  that  the  I-CKMB  values 
were  determined  in  batches  after  a period  of 
frozen  storage  in  order  to  minimize  the  cost  of 
the  study.  Thus,  in  most  cases,  I-CKMB’s  and 
E-CKMB’s  were  not  only  performed  at  a 
different  laboratory,  but  were  performed  on 
different  days. 

Since  it  is  often  necessary  to  demonstrate  a 
change  in  CKMB  levels  to  document  the 
diagnosis  of  myocardial  infarction,  more  strict 
correlation  between  I-CKMB  and  E-CKMB 
values  may  be  desirable. 

We  have  recently  instituted  in-house  elec- 
trophoresis, thus  allowing  us  to  determine 
I-CKMB’s  and  E-CKMB’s  simultaneously  in 
our  own  laboratory.  Comparison  of  I-CKMB 
and  E-CKMB  for  the  first  twenty  cases, 
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showed  a correlation  coefficient  of  0.98,  both 
with  I-CKMB  expressed  as  percent  total,  and 
in  IU/L. 

There  seems  to  be  some  negative  bias  with  I- 
CKMB  compared  to  E-CKMB  in  IU/L  or 
percent  total,  especially  in  patients  with  large 
infarcts.  Haythorne,  et  al.18  speculated  that 
there  may  be  interference  with  the  I-CKMB 
procedure  due  to  oxidation  of  NADH+  (used 
in  the  detection  procedure  of  I-CKMB),  back 
to  NAD  by  increased  pyruvate  and  lactate 
levels  encountered  in  patients  with  large 
infarcts.  They  showed  that  by  adding  sodium 
oxamate  (a  competitive  inhibitor  of  LDH),  the 
interference  could  be  overcome.  We  did  not 
find  it  necessary  to  add  this  step  to  the 
procedure;  althought  if  a more  strict  correlation 
of  I-CKMB  to  E-CKMB  is  necessary,  this 
remains  an  option. 

Following  the  manufacturer’s  recommenda- 
tions in  regard  to  using  4%  of  total  as  a cut-off 
resulted  in  no  problem  in  this  series,  but  could 
conceivably  result  in  difficulty  in  interpreta- 
tion in  patients  with  total  CK's  equal  to  or 
close  to  1,000  IU/L.  We  encountered  this 
problem  in  only  two  cases,  and  electrophoresis 
confirmed  our  result  in  both  cases. 

Although  we  did  not  perform  I-LDH-1  and 
I-CKMB  simultaneously  in  all  cases,  the  two 
patient  groups  were  comparable  in  that  they 
both  consisted  of  patients  admitted  to  the 
coronary  care  unit  with  a chief  complaint  of 
chest  pain.  Both  groups  had  a relatively  equal 
age  range  (35-92  for  the  I-LDH  group  and  39- 
92  for  the  I-CKMB  group),  and  an  equal  male- 
female  distribution  (65%  males  and  35% 
females  for  the  I-LDH  group;  and  66%  males 
and  34%  females  for  the  I-CKMB  group).  The 
prevalence  of  MI  in  the  group  tested  for  I- 
CKMB  was  32%  and  for  I-LDH-1  was  39%; 
therefore,  the  respective  predictive  values  of 
positive  tests  should  be  comparable. 

Usategui-Gomez  et  al.6  not  only  showed 
excellent  sensitivity  with  the  I-LDH-1  method, 
but  found,  that  in  approximately  25%  of 
patients,  the  I-LDH-1  was  of  diagnostic  value 
one  day  earlier  than  the  altered  isoenzyme 
ratio  (LDH-l>LDH-2).  This  is  explained  by 
the  fact  that  the  content  of  LDH-1  in  the 
myocardium  (40%)  is  only  slightly  greater  than 
the  value  of  LDH-2  (35%),  thus  a relatively 


large  insult  is  required  to  alter  the  serum 
isoenzyme  ratio. 

False  positive  elevations  of  LDH-1  can  be 
caused  by  hemolysis,  renal  damage  or  sub- 
clinical  myocardial  injury.  Recently,  elevations 
of  LDH-1  have  been  described  in  patients  with 
germ  cell  malignancies.14 

Of  the  10  false  positive  I-LDH- l’s  we 
encountered,  6 (60%)  had  severe  arterio- 
sclerotic heart  disease  with  chest  pain.  We 
postulate  that  these  patients  had  sub-clinical 
myocardial  ischemic  injury.  Of  the  remaining 
four  patients  with  increased  I-LDH- l’s,  one 
was  a 78-year-old  woman  with  a hip  fracture, 
one  had  paroxysmal  atrial  tachycardia,  one  was 
an  obese  34-year-old  woman  with  chest  pain 
with  no  evidence  of  MI  and  one  had  a diagnosis 
of  pulmonary  embolus. 

False  positive  I-CKMB  elevation  did  not 
occur  in  our  series,  but  could  theoretically  be 
seen  in  patients  with  “CK  variants”,13  in 
marathon  runners,15  and  in  patients  with 
certain  types  of  malignancies.1647 

Since  we  have  initiated  I-CKMB  testing  on  a 
routine  basis,  we  have  encountered  a single 
false  positive  in  a 70-year-old  man  with 
disseminated  prostatic  malignancy.  Electro- 
phoresis of  this  specimen  showed  no  CKBB  or 
CK  “variant”. 

Summary: 

Cost  awareness  has  always  been  of  para- 
mount importance  to  the  concerned  physician; 
however,  with  the  recent  changes  in  Medicare 
reimbursement,  the  maintenance  of  quality 
care  in  small  to  medium-sized  community 
hospitals  has  become  increasingly  difficult.  In 
this  study,  the  immunological  determination  of 
CKMB  and  LDH-1  dramatically  decreased  the 
cost  of  documenting  the  diagnosis  of  myo- 
cardial infarction  without  sacrificing  sensitivity, 
specificity  and  predictive  value.  It  is  estimated 
that  the  population  involved  in  testing  for 
myocardial  infarction  exceeds  2,000,000  pa- 
tients per  year  in  the  United  States.  Decreasing 
testing  costs  by  as  little  as  ten  dollars  per 
patient  yields  an  overall  decrease  in  expendi- 
ture of  $20,000,000  per  year.19  Although  these 
tests  are  only  part  of  the  expense  required  to 
diagnose  and  treat  the  patient  suspected  of 
having  a myocardial  infarction,  the  numbers 
above  attest  to  their  importance. 
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Appendix 

Formula  for  Test  Results: 

TP  = True  Positives 
FN  = False  Negatives 
FP  = False  Positives 
TN  = True  Negatives 

Sensitivity  = TP  = % 

TP+FN 

Specificity  = TN  = % 

TN+FP 

Test  Efficiency  = TN  + TP  = % 
TN+FN+TP+FP 

*PV+  = TP  = % 

TP+FP 

*PV-  = TN  = % 

TN+FN 

*PV+  = Predictive  Value  of  Positive  Test 
*PV—  = Predictive  Value  of  Negative  Test 
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Cancer  Cytogenetics1 


MORE  than  20  neoplasms  are  now 
known  to  be  associated  with 
specific  chromosomal  abnor- 
malities. The  most  widely  known  of  these  is  the 
association  of  the  Philadelphia  chromosome 
with  chronic  granulocytic  leukemia.  Recent 
cytogenetic  advances  have  made  it  possible  to 
subdivide  acute  nonlymphoblastic  leukemia, 
acute  lymphoblastic  leukemia,  and  non- 
Hodgkin’s  lymphomas  into  several  subgroups, 
each  having  a consistent  chromosomal  defect 
and  a different  clinical  course  and  response  to 
treatment.  Solid  tumors  are  now  being  ex- 
tensively studied  and  specific  chromosomal 
abnormalities  are  emerging.  The  clinically 
important  findings  by  groups  of  malignancies 
are  reviewed. 

LYMPHOPROLIFERATIVE  DISORDERS 

Acute  Lymphoblastic  Leukemia 

In  the  last  few  years  it  has  become  apparent 
that  specific,  recurring  chromosomal  abnor- 
malities are  seen  in  subgroups  of  patients  with 
acute  lymphoblastic  leukemia  and  that  these 
groups  of  patients  exhibit  common  clinical 
characteristics.  The  most  common  abnormali- 
ties have  been  reciprocal  translocations  where- 
in portions  of  chromosomes  are  exchanged 
between  chromosomes  4 and  11,  chromosomes 
9 and  22,  and  chromosomes  8 and  14.  Patients 
with  these  translocations  show  uniformally 
poor  prognoses  and  should  be  considered 
candidates  for  new,  innovative  treatment 
approaches  such  as  allogeneic  bone  marrow 
transplantation. 

Non-Hodgkin’s  Lymphomas 

When  cytogenetic  studies  are  performed  on 
lymph  nodes  of  patients  with  non-Hodgkin’s 
lymphomas,  karyotypes  are  achieved  approxi- 
mately 80%  of  the  time.  The  20%  failure  rate 
reflects  the  difficulty  in  performing  these 
studies  and  possibly  more  heterogeneity 
among  this  diagnostic  group.  Approximately 
80%  of  the  patients  in  whom  cytogenetics  are 
successfully  performed  will  have  detectable 
clonal  chromosomal  abnormalities.  Since  the 
original  report  on  the  translocation  between 
chromosome  8 and  14  being  characteristic  of 
Burkitt  lymphoma,  it  has  become  apparent 
that  specific  chromosomal  alterations  are 
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associated  with  different  pathological  sub- 
types  of  non-Hodgkin’s  lymphomas.  These 
findings  offer  considerable  promise  for  im- 
proving our  diagnostic  capabilities  and  for 
directing  the  approach  to  treatment. 

MYELOPROLIFERATIVE  DISORDERS 

Chronic  Granulocytic  Leukemia 

The  presence  of  a Philadelphia  chromosome 
establishes  the  diagnosis  of  typical  chronic 
granulocytic  leukemia.  Usually  the  Philadelphia 
chromosome  results  from  a translocation  of 
genetic  material  from  chromosome  No.  22  to 
chromosome  No.  9.  The  Philadelphia  chromo- 
some in  chronic  granulocytic  leukemia  is 
present  in  megakaryocytes  in  addition  to 
erythroid  and  granulocytic  precursors.  How- 
ever, in  this  disorder,  lymphocytes  are  karyo- 
typically  normal.  The  Philadelphia  chromo- 
some is  present  throughout  the  course  of  the 
leukemia.  The  average  survival  time  from 
diagnosis  in  typical  chronic  granulocytic  leu- 
kemia is  44  months  compared  to  15  months  in 
patients  with  a similar  bone  marrow  and 
peripheral  blood  morphology  but  without  the 
presence  of  the  Philadelphia  chromosome. 

Blast  Crisis  of  Chronic  Granulocytic 
Leukemia 

Almost  all  patients  with  chronic  granulo- 
cytic leukemia  eventually  undergo  a transition 

*The  research  relating  to  Cancer  Cytogenetics  and  correlative  studies  is 
supported  by  the  State  of  Nebraska  Health  Department  LB506,  the 
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to  acute  leukemia.  This  is  generally  associated 
with  the  development  of  new  chromosome 
abnormalities  in  addition  to  the  Philadelphia 
chromosome.  Frequent  abnormalities  include 
the  finding  of  a second  Philadelphia  chromo- 
some, an  isochromosome  for  17q,  or  a third 
chromosome  8 (trisomy  8).  These  chromo- 
somal changes  precede  the  clinical  recognition 
of  transition  to  acute  leukemia  by  as  long  as 
several  months. 

Acute  Nonlymphoblastic  Leukemia 

Acute  nonlymphoblastic  leukemia  includes  a 
variety  of  leukemias  of  granulocytic,  monocytic 
and  erythroid  precursors.  There  have  been  a 
number  of  examples  identified  where  particu- 
lar morphologic  appearances  correlate  with 
specific  chromosomal  abnormalities.  These 
include  a translocation  between  chromosome  8 
and  21  in  patients  with  acute  granulocytic 
leukemia  with  maturation  and  a translocation 
between  chromosomes  15  and  17  in  acute 
promyelocytic  leukemia.  Gross  chromosomal 
abnormalities  are  found  in  approximately  50% 
of  patients  with  acute  nonlymphoblastic  leu- 
kemia, and  more  subtle  findings  are  found  in 
almost  all  patients  with  this  diagnosis.  A 
change  in  the  number  of  chromosomes  has 
been  associated  with  previous  exposure  to 
known  leukemogenic  agents  and  these  patients 
have  a poorer  prognosis  than  do  those  with 
only  more  subtle  findings. 

Dysmyelopoietic  Syndrome  or  Preleukemia 

The  presence  of  abnormal  chromosome 
karyotypes  in  patients  with  dysmyelopoietic 
syndromes  has  been  associated  with  a greater 
likelihood  of  the  development  of  acute  leu- 
kemia and  a shorter  survival  time.  The 
presence  of  chromosomal  abnormalities  sup- 
ports the  diagnosis  of  “preleukemia”  as 
opposed  to  a nonprogressive  abnormality. 

OTHER  SOLID  TUMORS 

There  are  increasing  examples  of  specific 
chromosomal  abnormalities,  especially  dele- 
tions and  translocations,  associated  with  cer- 
tain solid  tumors.  Associations  of  a deletion  of 
the  long  arm  of  chromosome  13  with  retino- 
blastoma, and  of  a deletion  of  the  short  arm  of 
chromosome  11  with  aniridia-Wilms’  tumor  are 
well  documented.  A deletion  of  the  long  arm  of 
chromosome  22  has  been  associated  with 
meningiomas.  Specific  translocations  have 
been  reported  in  mixed  parotid  gland  tumors 


and  in  papillary  cystoadenocarcinoma  of  the 
ovary.  The  presence  of  a translocation  involv- 
ing chromosome  No.  7 in  a neuroblastoma 
which  had  developed  in  a patient  with  a 
constitutional  partial  trisomy  for  chromosome 
No.  15 1 and  loss  of  chromosome  No.  7 
associated  with  the  emergence  of  acute  mye- 
lomonocytic  leukemia  has  been  observed  in  a 
sibling  with  Fanconi  anemia.2 

TABLE  I: 

NEOPLASMS  AND  CHROMOSOME 
ABERRATIONS 

Neoplasm  Chromosome  defect(s) 


Leukemias 


Chronic  myelogenous 

t(9q;22q) 

Acute  nonlymphocytic 

Ml 

t(9q:22q) 

M2 

t(8q;21q) 

M3 

t(15q;17q) 

M4 

t(9q;  1 1 q) 

Chronic  lymphocytic 

+ 1 2 ,t(  1 1 q;  1 4q) 

Acute  lymphocytic 

t(9q’22q),  t(4q;llq), 
t(8  q;  1 4 q) 

Lymphomas 

Burkitt’s 

t(8  q;  1 4 q) 

Large  cell  immunoblastic 

t(8  q;  1 4 q) 

Follicular  small  cleaved 

t(14q:18q) 

Follicular  mixed 

t(  1 4 q;  1 8 q) 

Follicular  large  cell 

t(  1 4 q;  1 8q) 

Small  cell  lymphocytic 

+ 12 

Solid  Tumors 

Neuroblastoma,  dissiminated 

del(lp) 

Small  cell  lung  carcinoma 

del(3p) 

Papillary  cystadenocarcinoma 

of  ovary 

t(6q;  1 4 q) 

Retinoblastoma  (constitutional) 

del(13q) 

Retinoblastoma  (tumor) 

del(  1 3 q) 

Aniridia-Wilms  Tumor 

del(llp) 

t=translocation,;  p=short  arm,  q=long  arm,  del=deletion 
Adapted  and  revised  from  Yunis.6 

DISCUSSION 

The  associations  of  cytogenetic  abnormali- 
ties with  specific  malignancies  have  been 
studied  and  extensively  reviewed.3'4  The  cor- 
relations of  specific  chromosomal  breakpoints 
with  specific  neoplasms  and  other  biochemical 
parameters  of  the  disease  are  of  interest.  For 
example,  cytogenetic  and  molecular  studies  in 
Burkitt’s  lymphoma  reveal  that  the  break- 
points on  chromosomes  in  reciprocal  trans- 
locations involve  specific  genes.  The  oncogene, 
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c-myc,  is  located  on  the  distal  portion  of  the 
long  arm  of  chromosome  No.  8,  the  heavy  chain 
gene  on  the  distal  portion  of  the  long  arm  of 
No.  14,  the  lambda  light  chain  gene  on  the 
proximal  portion  of  the  long  arm  of  No.  22  and 
the  kappa  light  immunoglobulin  chain  gene  is 
located  on  the  pericentric  region  of  chromo- 
some No.  2.5  When  the  immunoglobulin  genes 
on  chromosome  Nos.  2,  14  or  22  come  in 
contact  with  c-myc,  the  oncogene  is  promoted 
and  activated.  This  event  appears  to  endow 
the  altered  cell  with  the  capacity  to  escape 
intracellular  and  immunological  control  of 
cellular  replication  and  thereby  allows  for  the 
emergence  of  Burkitt’s  lymphoma.  In  many 
other  malignancies,  oncogenes  at  specific 
breakpoints  have  been  repeatedly  observed. 
Table  I and  Figure  I summarize  some  of  these 
specific  chromosomal  observations. 

SUMMARY 

It  is  now  known  that  more  than  20  different 
neoplasms  are  associated  with  a specific 
chromosomal  change.  In  the  case  of  the 
t(l 5 ; 1 7)  in  APL  or  Ph’  positive  CML,  the 
correlations  have  both  diagnostic  and  prognos- 


tic significance.  Future  studies  of  clinical  and 
cytogenetic  parameters  should  enhance  our 
knowledge  regarding  etiological  factors  as  well 
as  improve  our  understanding  of  how  selected 
cells  develop  a proliferative  advantage  through 
malignant  transformation.  Such  studies  should 
also  allow  for  a more  precise  classification  of  a 
neoplasm  and  to  the  development  of  more 
specific  forms  of  therapy. 
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ALL  — Acute  Lymphocytic  Leukemia;  ANLL  — Acute  NonLymphocytic  Leukemia;  APL  — 
Acute  Promyelocvtic  Leukemia;  AW  — Aniridia-Wilms’  Tumor;  BL  — Burkitt’s  Lymphoma; 
CLL  — Chronic  Lymphocytic  Leukemia;  CML  — Chronic  Myelogenous  Leukemia; 
FL  — Follicular  Large  Cell  Lymphoma;  FSC  — Follicular  Small  Cleaved  Cell  Lymphoma; 
IL  — Immunoblastic  Lymphoma;  NBL  — Non-Burkitt’s  Lymphoma;  SL  — Small  Cell 
Lymphocytic  Lymphoma;  OPA  — Papillary  Adenocarcinoma  of  the  Ovary;  Nb  — Neuro- 
blastoma; SCLC  — Small  Cell  Lung  Carcinoma;  c-myc  — Oncogene;  Igk  — Kappa  light 
immunoglobulin  chain  gene;  Ig  heavy  — Heavy  immunoglobulin  chain  gene;  Ig  — Lambda 
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Acute  Renal  Failure  Associated 
with  Amoxapine  Overdose 


AMOXAPINE  (Asendin),  a new 
tricyclic  antidepressant,  has 
l been  favorably  viewed  by 
clinicians  because  of  its  apparent  low  incidence 
of  side  effects  as  well  as  possible  earlier  onset 
of  action.1-2  This  demethylated  derivative  of 
the  antipsychotic,  loxapine,  has  more  recently 
received  attention  for  its  potential  renal 
toxicity  with  overdose.  Pumariega  et  al  1 
recently  reported  a case  and  summarized 
reports  of  Lederle  Laboratories,  the  manu- 
facturer of  amoxapine,  regarding  eight  cases  of 
acute  renal  failure  as  complications  of  amoxa- 
pine overdose.  We  report  another  case  of 
amoxapine  overdose  associated  with  renal 
failure. 

Case  Report 

A 22  year  old  white  male  was  brought  to  the 
emergency  room  at  the  University  of  Nebraska 
Medical  Center  by  his  brother  approximately 
two  hours  after  ingesting  an  estimated  3.0  to 
4.5  gms  of  amoxapine  in  a suicide  attempt.  The 
patient  was  being  treated  for  depression  and 
dependent  personality  disorder  in  the  Univer- 
sity Psychiatric  Outpatient  Service.  Upon 
admission,  physical  examination  found  him  to 
be  lethargic,  diaphoretic,  tachycardic  (120 
bpm)  with  a blood  pressure  of  140/86  mmHg. 
A gastric  lavage  tube  was  utilized  to  evacuate 
gastric  contents  and  instill  activated  charcoal 
and  magnesium  citrate. 

The  patient  was  then  transferred  to  the 
Intensive  Care  Unit  where  the  onset  of 
myoclonic  jerks  progressed  to  a grand  mal 
seizure  four  hours  after  the  overdose.  Control 
of  the  seizure  was  obtained  with  diazepam  10 
mg  intravenously.  Physostigmine  1.0  mg  intra- 
venously was  given  for  supraventricular  tachy- 
cardia. An  endotracheal  tube  was  placed  and 
oxygen  was  administered.  Cardiac  rhythm, 
blood  gases,  and  electrolytes  were  closely 
monitored.  The  patient  was  somnolent  but 
easily  aroused  and  would  follow  verbal  com- 
mands. During  this  period  his  respiratory  rate 
(14  to  24  breaths/minute)  and  blood  pressure 
(120/78  to  148/100  mm  Hg)  were  stable  with 
persistent  sinus  tachycardia  (105  to  120  bpm). 

Admission  laboratory  values  were  as  follows: 
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serum  urea  nitrogen,  9 mg/dl;  serum  creatinine, 
1.6  mg/dl;  serum  potassium  3.0  mg/L;  carbon 
dioxide,  11  meq/L;  serum  calcium,  10.3  mg/dl; 
and  serum  magnesium,  2.5  mg/dl.  The  urine 
and  drug  screens  were  positive  only  for 
amoxapine.  Urinalysis  via  catheter  obtained 
eight  hours  after  the  overdose  demonstrated 
gross  hematuria  and  2+  proteinuria  but  was 
free  of  casts. 

On  the  second  day  of  hospitalization  the 
patient  demonstrated  a period  of  oliguria  with 
response  to  increased  fluid  administration. 
However,  over  the  following  four  days  the 
patient’s  serum  creatinine  rose  to  8.9  mg/dl 
with  a peak  in  blood  urea  nitrogen  of  86  mg/dl 
by  the  ninth  hospital  day.  Uric  acid  peaked  on 
day  two  at  11.1  mg/dl  and  was  8.7  mg/dl  by 
day  nine.  During  this  period  the  patient’s  urine 
output  ranged  from  40  to  80  ml/hour.  Urinalysis 
for  myoglobin  was  negative.  Serum  creatine 
phosphokinase  was  351  units  on  day  two, 
rising  to  498  units  by  day  four,  and  returned  to 
normal  by  day  nine  at  40  units.  Lactic  acid 
dehydrogenase  remained  normal  throughout 
hospitalization.  The  patient’s  medical  history 
indicated  no  previous  renal  or  urinary  tract 
disease.  Serum  creatinine  and  blood  urea 
nitrogen  one  month  before  overdose  was 
normal  with  no  evidence  of  proteinuria,  hema- 
turia or  casts. 

The  patient  was  transferred  out  of  Intensive 
Care  on  day  seven.  During  the  remaining  eight 
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days  his  serum  creatinine  fell  to  2.1  mg/dl  and 
serum  urea  to  31  mg/dl.  Diuresis  continued  to 
increase  and  he  remained  alert  and  appropriate. 
Repeat  urinalysis  on  day  eight  indicated  only 
trace  protein  and  zero  to  two  RBC/hpf. 
Meanwhile,  he  became  hypertensive  with 
pressures  as  high  as  200/120  mm  Hg,  which 
ultimately  responded  to  clonidine  and  hydrala- 
zine. He  was  transferred  to  inpatient  psychiatric 
care  on  day  twenty-three  with  antihypertensive 
medication.  After  transfer,  clonidine  and  hy- 
dralazine were  slowly  withdrawn  over  a four 
week  period  with  minimal  change  in  blood 
pressure  ranging  from  110/60  mmHg  to 
140/84  mmHg,  through  withdrawal  of  medica- 
tions and  continuing  through  inpatient  psychi- 
atric care.  Serum  creatinine  and  blood  urea 
nitrogen  returned  to  normal  twenty-four  days 
after  the  overdose. 

Discussion 

Amoxapine  has  been  marketed  in  the  United 
States  since  the  fall,  1980.  Fifty  overdose 
cases  have  been  reported,  eight  of  which 
resulted  in  acute  renal  failure  beginning  by  the 
third  day  after  ingestion.3  All  cases  (including 
this  case)  resolved  within  two  weeks  with 
proper  treatment.  However,  five  of  the  eight 
cases  of  acute  renal  failure  required  hemo- 
dialysis or  peritoneal  dialysis.1-2  Additionally, 
amoxapines’  parent  compound,  loxapine,  has 
also  been  associated  with  renal  failure  result- 
ing from  overdosage  as  reported  by  Tam  et  al.4 
Their  case,  with  complications  of  seizures  and 
rhabdomyolysis,  also  required  hemodialysis. 
This  suggests  a greater  similarity  between 
amoxapine  and  the  antipsychotic  loxapine  as 
compared  to  amoxapine  and  other  tricyclic 
antidepressants.  In  this  case,  as  with  other 
reported  cases,  exact  cause  of  renal  failure 
cannot  be  elucidated.  Despite  the  absence  of 
myoglobin  in  the  urine,  the  rapid  increase  in 
creatinine  without  an  equivalent  increase  in 
blood  urea  nitrogen,  as  well  as  high  creatine 


phosphokinase,  suggests  atraumatic  rhabdo- 
myolysis and  myoglobinuric  renal  failure. 
However,  the  possibility  of  direct  toxicity  to 
muscle  and  renal  tissue  from  the  drug  and  its 
metabolities  should  not  be  excluded. 

With  amoxapines’  relatively  benign  cardio- 
vascular complications,  this  drug  may  be 
indicated  in  those  depressed  patients  with 
inherent  cardiac  problems.5  However,  the 
authors  believe  that  patients  with  inherent 
decreased  renal  function  may  be  at  greater  risk 
with  amoxapine  overdose.  With  overdoses  as 
low  as  one  gram  inducing  acute  renal  failure,1 
the  clinician  must  be  cautioned  in  prescribing 
amoxapine  to  the  potentially  suicidal  out- 
patient. Furthermore,  any  patient  suspected  of 
amoxapine  overdose  should  be  screened  for 
renal  failure  and  rhabdomyolysis  for  at  least 
three  days  after  ingestion. 

Summary 

In  summary,  we  have  described  a case  of 
amoxapine  overdose  associated  with  acute 
renal  failure.  Amoxapine  overdose  could  cause 
convulsions  leading  to  atraumatic  rhabdo- 
myolysis and  myoglobinuric  renal  failure. 
However,  direct  toxicity  to  muscle  and  renal 
tissue  from  this  drug  and  its  metabolites 
should  not  be  excluded  until  further  evidence 
is  established.  Acute  renal  failure  should  be 
screened  in  cases  of  amoxapine  overdoses. 
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"MEDICINE  IN  TRANSITION" 

THE  MORAL  AND  ETHICAL  DILEMMAS 

Cost  pressures  are  the  principle  driving 
force  underlying  the  dynamic  changes  in  the 
environment  of  medicine  that  we  have  been 
discussing  the  last  four  months  in  these  pages. 
We  are  actually  witnessing  revolutionary 
changes  in  the  delivery  system.  And  in  the 
competitive  marketplace,  monetary  risk  will  be 
one  of  the  more  powerful  motivating  elements. 
Not  only  will  these  forces  influence  the  way 
medical  care  is  delivered,  but  it  will  also 
present  many  moral  and  ethical  dilemmas  that 
we  as  physicians  and  as  a society  have  not 
faced  before. 

Traditionally,  the  inferred  contract  between 
physician  and  patient  involved  a moral  and 
ethical  obligation  of  the  physician  to  deliver 
high  quality  and  efficient  care,  plus  a financial 
obligation  of  the  patient  to  pay  for  such  care. 
This  arrangement  made  the  physician  the 
patient’s  advocate  for  the  best  and  most  cost 
effective  care.  It  also  insured  the  privacy  of  the 
patient  regarding  his/her  illness.  The  trend  is 
rapidly  moving  toward  making  the  physician  a 
subcontractor  of  medical  care,  thus  placing  the 
patient  in  a triangle  with  many  conflicts  of 
interest.  The  contractor  (government,  prepaid 
programs,  ETC)  subcontracts  with  the  pro- 
vider to  provide  services  to  the  patient;  but 
with  increasing  cost  pressures,  there  will  be 
ever  increasing  pressure  to  curtail  services  so 
the  contractor  doesn’t  have  to  pay  the  con- 
sequences. Many  systems  will  have  the  in- 
centives or  financial  risk  built  in  to  accomplish 
these  goals.  Where  now  is  the  patient  advo- 
cate? Who’s  interest  should  be  served?  The 
patient?  The  contractor?  The  physician?  The 
hospital?  The  government?  The  dilemma  is 
already  before  us  in  the  DRG  system.  Further- 
more, with  increasing  severe  limitation  of 
funds,  what  corners  are  going  to  be  cut  to 
maintain  quality  of  care? 

Under  the  influence  of  cost  pressures,  there 
has  been  a remarkable  proliferation  of  new 
delivery  systems  such  as  HMO’s,  IPA’s, 
PPO’s,  closed  hospital  staff,  and  for  profit 
corporate  medicine.  Many  of  these  health 
carriers  curtail  entry  into  the  system  for  the 
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provider;  some  are  also  selective  in  consumer 
entrance  into  the  system.  Will  the  traditional 
referral  pattern  be  based  on  quality,  avail- 
ability, and  pricing,  or  are  we  shifting  to  only 
monetary  concerns?  How  will  the  young 
physician  get  into  the  system?  Many  of  these 
systems  are  based  on  contract  agreements  for 
discounted  care.  Cost  shifting  is  common  in 
many  types  of  non-health  business  relation- 
ships, but  such  payment  rearranging  has  been 
a major  problem  in  the  health  care  field.  Which 
groups  should  pay  less  and  which  groups 
should  pay  more?  Is  it  morally  correct  to  favor 
one  payer  over  another? 

As  cost  pressures  continue  to  be  applied, 
there  will  be  many  other  moral  dilemmas  that 
will  be  facing  us.  Who  and  how  will  the  decision 
be  made  to  stop  and  start  life  support 
systems?  With  the  increasing  pressure  for 
less  testing,  less  monitoring,  and  less  hospitali- 
zation, and  at  the  same  time,  increasing 
litigation,  who  will  offer  the  guidance  for  the 
acceptable  standard  of  care  by  the  providers? 
With  increasing  cost  pressures,  more  severe 
limitations  on  funds,  and  a regulated  system, 
we  could  ultimately  expect  a breakdown  in 
quality  and,  eventually,  scarcity  and  rationing. 
Is  health  care  rationing  by  age  or  disease 
morally  and  socially  desirable  and  ethically 
defensible?  Can  we  ration  health  care  by 


income  without  an  excessive  burden  to  many? 
Who  should  pay  for  catastrophic  illnesses? 
How  do  we  integrate  the  continuous  advancing 
technology  in  the  system  with  severe  limitation 
of  funds?  Self-interest  and  altruism  are  the  two 
most  basic  principles  of  morality.  This  conflict 
is  built  into  the  very  fabric  of  our  training  and 
practice.  How  will  we  handle  the  single  focus  of 
this  new  strongly  competitive  and  monetarily 
guided  marketplace? 

We,  the  physician,  will  be  the  first  to  face 
and  attempt  to  answer  many  of  these  moral 
and  ethical  questions.  Because  American 
culture  embraces  individual  life  and  the 


quality  of  that  life,  many  complex  moral  and 
ethical  dilemmas  about  quality  health  care  for 
all  will  arise,  and  the  physician  will  be 
expected  to  address  these  concerns.  These 
questions  should  never  be  answered  by  the 
physician  alone;  societal  input  is  a must.  We 
physicians  must  initiate  a discourse  with  our 
communities,  government,  institutions,  re- 
ligious representatives,  contractors  of  care, 
and  the  providers  to  discuss  these  dilemmas. 
And  this  group  must  then  answer  the  over- 
whelming question:  What  will  be  the  ethical 
parameters  of  less  funding  and  less  care? 

Herbert  E.  Reese,  M.D. 
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ANNUAL  STATE  CONVENTION 
MEETING 
April  27  - 29,  1984 

Report:  Resolutions  Committee 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  our  past  year, 
therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  grateful  thanks  and  appreciation  to 
the  officers  and  other  members  of  the  Nebraska 
Medical  Association  Auxiliary  Executive 
Board  who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  functioning 
of  our  organization;  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  specified  to  the  members  of  the  Metro 
Omaha  Medical  Society  Auxiliary,  hostess  to 
this  fifty-ninth  Annual  Meeting,  for  the  gracious 
hospitality  extended  to  all  of  us;  and  be  it 
further 

RESOLVED,  that  we  declare  particular 
gratitude  to  MOMSA  President,  Nancy  Niel- 
son, and  to  her  NMAA  Convention  Committee: 
Mary  Jane  Smith,  Chairman,  and  members 
Mary  Adwers,  Joan  Osterholm,  Lynda  Thomas, 
Eleanor  Ward  and  Linda  Wax  for  their 
thoughtful  planning  and  labors  to  insure  our 
enjoyment  and  entertainment,  and  be  it 
further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  help  and  leadership,  that  in  particular 
Doctor  Dwaine  Peetz,  President  of  the  Ne- 
braska Medical  Association,  and  Doctor  Joel 
Johnson,  Chairman  of  the  Commission  on 
Association  Affairs  be  informed  of  our  grate- 
fulness for  their  assistance  and  guidance 
throughout  the  year,  and  for  including  us  in  the 
portions  of  their  program  they  so  graciously 
share  with  us,  and  be  it  further 

RESOLVED,  that  Doctor  Alan  Forker, 
Editor  of  the  Nebraska  Medical  Journal,  Mrs. 


John  McGreer,  III,  Editor  of  the  Newsletter, 
Nebraska  Medical  Liability  Mutual  for  their 
interest  and  monetary  support  of  our  News- 
letter, Mr.  Kenneth  Neff,  Executive  Secretary 
of  the  Nebraska  Medical  Association,  Mr. 
William  Schellpeper,  Assistant  Executive  Sec- 
retary, and  to  the  State  Medical  Office 
personnel  for  their  help  in  preparing  materials 
and  mailing  the  Newsletter,  be  advised  of  our 
sincere  thanks  for  the  efficient  way  they  have 
handled  our  Auxiliary  news,  for  their  ready 
assistance  whenever  we  asked  for  it,  and  be  it 
further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary;  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals, 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted, 

Mrs.  Fay  Smith 
Resolutions  Chairman 


PROJECT  MEDVOTE 

PROJECT 

MEDVOTE 

is  the  American  Medical  Association’s 
program  to  register  all  potential  voters  in  the 
Medical  family  sphere  so  that  our  voices  will 
be  heard. 

You  have  until  October  26  in  Nebraska  to 
register  to  make  your  vote  count  on  November 
6,  1984! 

350,000  AMA  Members  and  Auxiliary 

+ 

Spouses,  Family,  Employees  = 
1,000,000  Eligible  Voters! 

That’s  voting  power  in  today’s  America! 
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Coming  Meetings 


1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept,  25-27  — 
Lincoln  Cornhusker. 

UNIVERSITY  OF  NEBRASKA 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Cocktail  Reception,  Kansas  City,  MO, 
Wednesday,  October  10,  1984,  5:30-7:00 
p.m.,  Pershing  Place  East  at  the  Westin 
Crown  Center  Hotel;  in  conjunction  with  the 
American  Academy  of  Family  Physicians 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  cordially  invited.  Cash  bar. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 

— Alumni  Roundup  and  Reception  in 
Omaha,  Monday,  October  29,  1984,  6:00- 
7:30  p.m.,  Red  Lion  Inn  Ballroom;  in 
conjunction  with  the  Omaha  Mid-West 
Clinical  Society  Postgraduate  Assembly. 
Cash  bar.  All  alumni,  spouses,  faculty  and 
friends  are  cordially  invited.  Followed  at 
7:45  p.m.  with  50-year  dinner  in  Nebraska 
Room,  Red  Lion  Inn.  Class  reunions  will  be 
held  in  Omaha  at  the  end  of  October  for 
classes  ending  in  “4”  and  “9”. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — Business  meeting  for  fall  elec- 
tion, Wednesday,  November  7,  1984,  7:30 
p.m.,  Center  for  Continuing  Education 
Amphitheater,  UNMC  campus,  Omaha. 
Refreshments.  All  AOA  Alpha  members 
encouraged  to  attend. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — December  Convocation,  Wednes- 


day, December  5,  1984,  12:00  noon,  Center 
for  Continuing  Education  Amphitheater, 
UNMC  campus,  Omaha.  All  students,  faculty, 
AOA  members,  and  friends  are  cordially 
invited.  Reception  for  new  AOA  members  — 
Wednesday,  December  5,  1984,  5:30-7:00 
p.m.,  CCE  Lobby,  UNMC  campus.  Students, 
AOA  members,  spouses  and  faculty  are 
cordially  invited. 

CREIGHTON  UNIVERSITY 

ABORTION  — AND  BEYOND,  Oct.  13, 
1984,  Ahmanson  Law  Center,  Creighton 
University.  Course  Director:  Paul  Byrne, 
M.D.  For  information:  CME  office  (402) 
280-2550. 

CREIGHTON  MEDICAL  ALUMNI  DINNER 
— October  28,  1984  at  the  Red  Lion  Inn. 
Cocktails  at  6:30  p.m.  (cash  bar)  and  dinner 
at  7:30  p.m.  Reservations  in  advance  are 
required.  Contact  Dr.  Richard  O'Brien, 
Dean,  Creighton  University  School  of 
Medicine,  California  at  24th  Street,  Omaha, 
NE  68178.  Tickets  are  $19.00  per  person. 

SPECIAL  PROBLEMS  IN  DERMATOLOGY, 
Nov.  25-30, 1984,  Nassau,  Bahamas.  Program 
Co-Directors:  Ramon  Fusaro,  M.D.,  Ph.D. 
and  Edward  A.  Krull,  M.D.  For  information: 
CME  office  (402)  280-2550. 

INFECTIOUS  DISEASES/METABOLIC 
BONE  DISEASE,  Ixtapa,  Mexico.  Series  of 
week-long  seminars  beginning  Nov.  28,  1984 
and  ending  Apr.  10,  1985.  Program  Director: 
W.  Eugene  Sanders,  Jr.,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

PRACTICAL  CARDIOLOGY  FOR  THE 
GENERALIST,  Dec.  1-8,  1984,  Freeport, 
Bahamas.  Program  Director:  Joseph  D. 
Lynch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

CLINICAL  ENDOCRINOLOGY  & NEPH- 
ROLOGY FOR  THE  PRACTICING  PHY- 
SICIAN, Feb.  2-9,  1985,  Ocho  Rios,  Jamaica. 
Program  Director:  Paul  Steffes,  M.D.  For 
information:  CME  office  (402)  280-2550. 
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CARDIOLOGY:  STATE  OF  THE  ART,  Feb. 
9-16,  1985,  Puerto  Vallarta,  Mexico.  Program 
Director:  Syed  Mohiuddin,  M.D.  For  in- 
formation: CME  office  (402)  280-2550. 

CARDIOPULMONARY  DISEASE,  Feb.  16- 
23,  1985,  Ocho  Rios,  Jamaica.  Program 
Director:  Walter  O’Donohue,  Jr.,  M.D.  For 
information:  CME  office  (402)  280-2550. 

MEDICAL  & SURGICAL  ONCOLOGY  FOR 
PRIMARY  PRACTITIONERS  & GEN- 
ERAL SURGEONS,  Feb.  23  - Mar.  3,  1985, 
Puerto  Vallarta,  Mexico.  Program  Director: 
James  Mailliard,  M.D.  For  information: 
CME  office  (402)  280-2550. 

REVIEW  AND  UPDATE  — GENERAL 
PEDIATRICS  AND  FAMILY  PRACTICE 
— March  3-8,  1985.  Sponsors:  Creighton 
University  School  of  Medicine,  University  of 
Kansas  College  of  Health  Sciences,  Univer- 
sity of  Nebraska  College  of  Medicine. 
Location:  Sheraton  Hotel,  Cancun,  Mexico. 
Credit:  25  hrs.  AMA  Category  I.  Fee:  $400 
Physicians,  $200  Residents.  Topics:  Infec- 
tious Diseases,  Pediatric  Orthopedics, 
Dermatology,  Endocrinology,  Pediatric  and 
Adult  Cardiology. 


UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AMA  Cat.  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  - 
September  6-7,  November  29-30,  1984  and 
February  21-22,  June  13-14,  1985.  Sponsor: 


University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 

RESEARCH  DAY  — October  5,  1984.  Spon- 
sor: University  of  Kansas  Medical  Center. 
Location:  Battenfeld  Auditorium,  University 
of  Kansas  Medical  Center,  39th  and  Rain- 
bow Blvd.,  Kansas  City,  Kansas.  Credit: 
AMA  Cat.  I - 7 hrs.  Fee:  TBA. 

39TH  ANNUAL  INTERNAL  MEDICINE 
SYMPOSIUM  — October  18-19,  1984. 
Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Battenfeld  Auditorium, 
University  of  Kansas  Medical  Center,  39th 
and  Rainbow  Blvd.,  Kansas  City,  Kansas. 
Credit:  AMA  Cat.  I,  AAFP.  Fee:  TBA. 

MEDICINE  AND  RELIGION:  THE  FAMILY 
— October  23-24,  1984.  Sponsor:  Univer- 
sity of  Kansas  Medical  Center.  Sponsor: 
Battenfeld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE,  SW.  Fee:  TBA. 

ANNUAL  DIABETES  SYMPOSIUM  — 
November  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE.  Fee:  TBA. 

LEUKEMIA  SOCIETY  ANNUAL  SYM- 
POSIUM — November  9,  1984.  Sponsor: 
University  of  Kansas  Medical  Center  and 
The  Leukemia  Society  of  American,  Inc., 
Metropolitan  Kansas  City  Chapter.  Loca- 
tion: Alameda  Plaza  Hotel,  Wornell  at  Ward 
Parkway,  Kansas  City,  Missouri.  Credit: 
AMA  Cat.  1,  AAFP.  Fee:  TBA. 

DEMENTIA:  DEALING  WITH  PATIENT 
AND  FAMILY  DEPRESSION  — November 
14,  1984.  Sponsor:  University  of  Kansas 
Medical  Center,  Greater  Kansas  City  Area 
Alzheimer’s  Disease  and  Related  Disorders 
Association.  Location:  Battenfeld  Auditori- 
um, University  of  Kansas  Medical  Center, 
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39th  and  Rainbow  Blvd.,  Kansas  City,  KS. 
Credit:  7 contact  hours  (0.7  CEUs)  Nursing 
Education  credit,  8 hours  AMA  Category  I 
credit,  Social  Worker  and  Physical  Therapist 
credit  pending.  Fee:  $30. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Ixtapa, 
Mexico.  Credit:  20  hrs.  AMA  Category  I, 
18  Prescribed  hrs.  AAFP,  20  cognates, 
Formal  Learning,  ACOG.  Fee:  Registration 
and  Land  Package:  Physicians  $699,  Spouses 
Attending  Course  $599,  Spouses  Not  At- 
tending Course  $499.  Registration  only: 
Physicians  $200,  Spouses  $100.  Description: 
This  year’s  postgraduate  course  will  con- 
centrate primarily  (but  not  exclusively)  on 
the  surgical  approaches  to  obstetrical  and 


gynecological  disorders.  Some  of  the  newer 
and  most  exciting  techniques  will  be  pre- 
sented, but  equal  time  will  be  given  to  the 
review  of  the  latest  modifications  of  older 
surgical  procedures.  Included  in  the  non- 
surgical  portion  of  the  course  will  be  dis- 
cussions of  psychological  concerns  confront- 
ing the  physician,  the  nurse  and  the  patient. 


SCHEDULED  MEETINGS 

52ND  ANNUAL  POSTGRADUATE 
ASSEMBLY  — Omaha  Mid-West  Clinical 
Society,  October  29,  30,  31,  1984,  The  Red 
Lion  Inn,  Omaha.  For  information  contact: 
Miss  Lorraine  E.  Seibel,  Executive  Secre- 
tary, Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  #210-A,  Omaha,  NE 
68114. 


Welcome  New  Members 


Jeffrey  H.  Hollis,  M.D. 
125  So.  14th 
Geneva,  NE  68361 

Jeffrey  L.  Susman,  M.D. 
Wahoo  Clinic 
Wahoo,  NE  68066 


Chris  W.  Schmidt,  M.D. 
711  No.  Custer 
Grand  Island,  NE  68801 

James  C.  Wendt,  M.D. 

620  No.  Alpha 
Grand  Island,  NE  68801 


Alan  J.  Taege,  M.D. 
Box  28 

Neligh,  NE  68756 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Stanley  Potter,  M.D.  — (Born  April  5,  1916  - 
died  July  20,  1984)  — Medical  Specialty  — 
Thoracic  Surgery.  Doctor  Potter  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1941.  He  was  a 


member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association. 
Survivors  include:  Margaret,  his  wife,  and 
sons,  George  of  Columbia,  MD,  Clinton  of 
Topeka,  KS,  and  Timothy  of  Omaha. 
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WashingtoNotes 

(Continued  from  page  15A) 

Rockville,  MD,  the  National  Center  tor  Toxi- 
cological Research  in  Jefferson,  AR,  the 
Engineering  and  Analytic  Center  in  Win- 
chester, MA,  and  12  laboratories  and  seven 
specialized  research  centers. 

“There  are  few  tasks  more  demanding  in 
federal  service  than  heading  up  the  FDA,  an 
agency  which  oversees  the  safety  and  efficacy 
of  what  we  eat  and  the  medicines  to  cure  our 
ills,”  said  HHS  Secretary  Margaret  Heckler. 
Dr  Young’s  responsibility,  she  said,  “is  to 
balance  technical  breakthroughs  and  public 
health.” 

The  current  “explosion”  of  research  offers 
huge  benefits.  Dr.  Young  said.  “I  welcome  the 
challenge  to  apply  ever-expanding  science  to 
political  decisionmaking.  We  at  FDA  must 
chart  a course  through  these  turbulent  times,” 
he  said. 

Dr.  Young  first  went  to  Rochester  to  serve  as 
chairman  of  the  department  of  microbiology 
and  professor  of  radiation  biology,  pathology, 
microbiology  and  biophysics.  While  there,  he 
developed  a laboratory  for  research  into 
vaccine  development  and  gene  cloning,  pub- 
lishing more  than  150  articles. 

* * * 

Adverse  Reactions  to  Food 

The  Allergy  and  Infectious  Disease  Institute 
at  NIH  has  produced  a report  called  “Adverse 
Reactions  to  Foods.”  The  report  is  an  attempt 
to  come  to  grips  with  controversial  questions 
about  food  allergy  and  its  management.  The 
problem  has  plagued  the  practicing  allergist  in 
recent  years,  mostly  because  advancing  tech- 
nology permits  much  more  precise  measure- 
ments of  allergic  response  than  were  available 
when  food  allergists  first  began  treating 
patients  with  food  allergies.  Much  of  this  new 
work  has  raised  doubts  about  these  earlier 
therapies. 

A few  years  ago  the  allergy  institute  made  an 
attempt  to  resolve  the  issue  through  a con- 
sensus development  conference.  But  propo- 
nents of  some  aspects  of  food  allergy  testing 
and  management,  fearing  their  clinical  prac- 
tices threatened,  torpedoed  the  conference 
before  it  could  get  organized. 


The  present  report,  which  was  produced  in 
association  with  the  American  Academy  of 
Allergy  and  Immunology,  attempts  a dispas- 
sionate approach,  examining  the  present  status 
of  research  in  the  field  with  the  idea  that  this 
will  provide  some  guide  to  what  might  be  a 
profitable  reserach  avenue  to  follow. 

* * * 

Abnormal  Cells  Held  Suitable  for 
Vaccine  Production 

The  use  of  abnormal  cells  for  cultivating 
viruses  for  vaccines  got  something  approach- 
ing a green  light  from  participants  at  a two-day 
meeting  at  NIH  at  the  end  of  last  month.  For 
years  cells  that  had  evidence  of  potential 
carcinogenicity  such  as  an  abnormal  chromo- 
some number  were  viewed  with  suspicion  as 
materials  on  which  to  cultivate  viruses  for 
human  vaccines. 

Today,  however,  the  conference  agreed,  the 
methods  of  “cleaning  up”  the  final  product  — 
a suitable  antigen  — have  not  reached  the 
stage  where  it  is  highly  unlikely  that  an  DNA 
with  malignant  potential  is  left. 

The  result  will  be  to  permit  the  use  of  cells 
such  as  Vero  cells,  for  example,  on  which  to 
cultivate  poliovirus  for  the  new  Salk  inactivated 
polio  vaccine.  Vero  cells  are  a subhuman 
primate  cell  line.  The  use  of  these  cells  is 
crucial  to  the  success  of  this  vaccine  since  this 
depends  on  very  high  titers  of  virus  which  can 
only  be  economically  achieved  on  such  cells.  It 
also  opens  the  way  to  using  malignant  cell  lines 
for  any  possible  anti-AIDS  vaccine  since  the 
agent  most  closely  identified  with  AIDS, 
HTLV-III,  can  only  be  grown  on  a human 
leukemia  cell  line. 

However,  the  FDA  says  that  the  conference 
opinions  does  not  mean  automatic  approval  of 
such  cells  for  vaccine  production.  When  it 
comes  to  licensure,  each  agent  will  be  decided 
on  a case  by  case  basis. 

* * * 

Technology  Cited  as  Major  Cost  Factor 

Medicare  has  made  new  technology  acces- 
sible to  the  nation’s  growing  numbers  of 
elderly  and  disabled  citizens,  but  the  new 
technology  has  not  always  been  used  wisely 
and  is  responsible  for  more  than  one-fourth  of 
a 107%  increase  in  Medicare  costs  between 
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1977  and  1982,  according  to  a Congressional 
research  office. 

The  report  by  the  Congressional  Office  of 
Technology  Assessment  suggests  possible 
mechanisms  for  controlling  technology-associ- 
ated costs  including  more  direct  government 
involvement  in  Medicare  coverage  decisions 
and  changes  in  hospital  and  physician  reim- 
bursement. Options  for  physician  payment 
changes  include  fee  schedules,  reductions  in 
fees  for  certain  specialties  and  mandatory 
assignment  of  claims. 

According  to  OTA,  payments  per  Medicare 
enrollee  rose  an  average  of  19%  per  year 
between  1977  and  1982.  The  report  notes  that 
life  expectancy  and  health  status  of  the  elderly 
improved  during  the  same  period,  but  con- 
cludes nevertheless  that  “there  is  substantial 
evidence  to  suggest  that  inappropriate  use  of 
medical  technology  is  common  and  raises 
Medicare  and  health  system  costs  without 
improving  quality  of  care.” 

Most  of  the  increase  in  Medicare  costs  was 
due  to  general  inflation,  the  report  said; 
however,  about  28%  was  related  to  medical 
technology.  This  included  a 25%  increase  due 
to  expanded  use  of  services  and  a 3%  increase 
in  medical  prices  above  the  general  inflation 
rate. 


HCFA  Adds  New  Wrinkle  to  Fee  Freeze  . . 
AMA  Intends  to  Sue 

Medicare  officials  charged  with  designing  a 
new  system  to  freeze  and  monitor  physician 
fees  added  a new  wrinkle  to  a system  in  early 
August.  And  on  August  28,  the  AMA  Board  of 
Trustees  announced  the  Association’s  inten- 
tion to  file  a law  suit  challenging  the  constitu- 
tionality of  the  provisions  of  the  Medicare 
amendments  passed  with  the  Deficit  Reduc- 
tion Act  of  1984. 

The  HCFA  modification  responded  to  con- 
cerns of  beneficiary  representatives,  particu- 
larly the  16  million  member  American  Associa- 
tion of  Retired  Persons.  As  first  contemplated, 
the  monitoring  system  would  have  compared 
physician’s  charges  during  the  15-month  freeze 
with  his  or  her  highest  charge  for  the  same 
procedure  during  the  three  month  base  period 
from  April-June  1984.  As  described  to 
American  Medical  Association  representatives 


on  August  10,  however,  it  now  would  compare 
both  the  highest  charge  and  the  “customary 
charge  pattern.” 

The  modification  would  affect  “nonpartici- 
pating physicians”  who  have  maintained  more 
than  one  fee  structure  for  some  services.  It 
means  they  will  be  monitored  by  the  carriers 
and  the  government  to  determine  whether  the 
distribution  of  charges  among  patients  has 
become  more  heavily  weighted  toward  the 
higher  charges.  Extreme  shifts  in  the  intensity 
of  procedures  billed  for  Medicare  patients 
would  also  be  flagged. 

If,  during  the  base  period  for  example,  a 
physician  had  charged  80%  of  his  Medicare 
patients  $25  for  a regular  office  visit  and 
charged  the  other  20%  of  Medicare  patients 
(such  as  those  eligible  for  Medicaid)  $15,  he 
would  be  flagged  when  the  distribution  of 
charges  shifted  to  90%  at  $25  a visit  and  10% 
at  $15  a visit. 

Medicare  carriers  are  expected  to  identify 
and  monitor  for  each  nonparticipating  phy- 
sician his  or  her  10  most  frequent  services  and 
another  10  procedures  chosen  at  random. 

Surgeons  will  probably  be  monitored  for 
more  than  20  procedures. 

If  the  monitoring  system  flags  increased 
charges  or  variations  in  the  distribution  of 
charges,  the  Medicare  carrier  will  contact  the 
physician  for  an  explanation.  If  the  physician 
cannot  provide  a sufficient  explanation,  he  or 
she  will  be  monitored  monthly.  If  the  pattern 
continues,  the  case  would  be  referred  to  the 
HHS  Inspector  General  for  possible  sanctions 
including  fines  or  “debarment”  from  Medicare. 

HCFA  officials  previously  had  intended  to 
send  two  letters  to  physicians;  the  first 
explaining  the  mandates  of  the  law  that 
created  the  freeze;  the  second  to  include  a 
participation  agreement  for  physicians  who 
agree  to  accept  100%  of  Medicare  cases  on 
assignment. 

The  explanation  and  the  participation  agree- 
ment have  now  been  combined  in  single  letter 
which  was  sent  to  physicians  late  in  August. 
Participation  agreements  must  be  signed  and 
mailed  to  the  carrier  by  October  1. 

On  or  about  October  1,  the  Medicare 
carriers  — upon  request  — will  provide 
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physicians  with  a preliminary  profile  of  their 
charges  during  the  base  period.  Final  profiles 
will  not  be  available  until  January,  since  some 
claims  may  not  be  filed  until  the  end  of  the 
calendar  year. 

* * * 

AMA  Will  Sue  Over  Medicare  Amendments 

The  American  Medical  Association  Board  of 
Trustees  on  August  28  announced  the  Associa- 
tion’s intention  to  file  suit  challenging  the 
constitutionality  of  the  Medicare  amendments 
passed  with  the  Deficit  Reduction  Act  of  1984 
containing  the  reimbursement  freeze  under 
Medicare  and  provisions  establishing  “partici- 
pating” and  “nonparticipating”  classes  of 
physicians. 

Announced  by  AMA  Board  Chairman  John 
J.  Coury,  Jr.,  M.D.,  the  statement  said  that  the 
AMA  believes  that  the  amendments  will  deny 
Medicare  beneficiaries  the  ability  to  select  the 
physician  from  whom  they  will  receive  care.  In 
addition,  the  legislation  freezes  non-participat- 
ing physicians’  fees  to  Medicare  patients  until 
October  1,  1985.  This  singles  out  non- 
participating physicians,  alone  among  all  seg- 
ments of  our  society,  by  forbidding  them  from 
freely  entering  into  contractual  agreements 
with  patients. 

The  Act  authorizes  penalties  against  non- 
participating physicians  (those  physicians  who 
do  not  agree  to  accept  assignment  in  100%  of 
their  Medicare  cases)  who  raise  their  charges. 

Finally,  the  provisions  that  mandate  restric- 
tive fee  schedules  for  clinical  laboratories  will 
deprive  Medicare  beneficiaries  and  others  of 
complete  medical  services  by  promoting  the 
reduction  of  those  services,  particularly  in 
small  and  rural  communities. 

The  AMA  is  concerned  that  this  legislation 
will  seriously  jeopardize  the  availability,  access 
and  complete  delivery  of  medical  services  to 
the  American  people. 

* * * 

Cyclamates  Revisited 

Reconsidering  its  14-year  ban,  the  Food  and 
Drug  Administration  has  asked  scientists  to 
take  a second  look  at  the  21  studies  of  the 
artificial  sweetener. 


Cyclamate  dominated  the  artificial  sweetener 
market  in  the  1950s  and  1960s,  with  sales 
totalling  a billion  dollars  a year  and  consump- 
tion running  as  high  as  18  million  pounds  a 
year.  As  a table-top,  low  calorie  sweetener,  it 
was  marketed  under  the  trade  name  “Sucaryl” 
and  promoted  for  obese  persons  and  diabetics. 

When  a single  rat  study  in  Canada  indicated 
that  the  sweetener  caused  bladder  tumors, 
however,  the  FDA  banned  its  use  in  1970.  This 
rat  study  later  was  criticized  by  the  American 
Statistical  Association  and  American  Society 
of  Toxicologists,  which  cited  statistical  fal- 
lacies and  biased  methodology. 

Now,  the  FDA  has  reevaluated  the  research, 
finding  “very  little  credible  data”  that  cycla- 
mate causes  cancer  in  animals.  FDA’s  new 
report,  based  on  an  internal  study  completed 
last  April,  especially  criticizes  the  Canadian 
rat  study. 

“Cyclamate  ...  is  not  carcinogenic,”  asserts 
the  new  FDA  report.  Moreover,  it  adds,  “no 
newly  discovered  toxic  effects  of  cyclamate  are 
likely  to  be  revealed  if  additional  standardized 
studies  were  performed.” 

FDA  scientists  have  concluded  that  the 
results  of  the  controversial  rat  study  “are 
confounded,  not  repeatable,  and  not  explicable. 
The  strain  of  rats  in  which  tumors  were  found 
is  now  believed  to  spontaneously  produce 
tumors,  which  may  be  unrelated  to  cyclamate 
consumption. 

Just  to  be  sure,  the  FDA  has  asked  the 
National  Research  Council  to  conduct  an 
independent  assessment  of  the  product  under 
a $390,000  contract.  The  NRC  review  will  be 
complete  next  March. 

* * * 

Smith-Kline  Charged  on  Heart  Drug 

For  the  first  time  in  history,  the  U.S.  Justice 
Department  in  August  filed  criminal  charges 
against  a pharmaceutical  company  for  failing 
to  promptly  report  to  federal  officials  the  toxic 
side  effects  of  a drug. 

The  drug,  Selacryn  (ticrynafen),  has  been 
linked  to  tentatively  25  deaths  and  340  cases 
of  liver  and  kidney  disease. 

The  Smith-Kline  Corporation  and  four 
company  officials  waited  36-105  days  before 
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reporting  cases  of  liver  damage  in  patients 
taking  the  anti-hypertensive  drug,  the  govern- 
ment says.  Federal  law  requires  that  drug 
companies  report  unexpected  adverse  effects 
to  the  Food  and  Drug  Administration  within  15 
days  of  receipt  of  information. 

Fourteen  counts  charge  that  the  company 
and  three  of  its  physicians  failed  to  report 
these  adverse  effects.  Twenty  additional  counts 
against  those  parties  and  a fourth  physician 
charge  that  the  drug  label  contained  inaccurate 
information,  claiming  that  no  causal  relation- 
ship had  been  established  between  the  drug 
and  subsequent  liver  damage. 

All  charges  are  misdemeanors  because  there 
is  no  evidence  of  willful  violation  of  the  law. 
Among  those  charged  are  officers  of  United 
States  Pharmaceutical  Products,  an  S-K  sub- 
sidiary. 

* * * 

HCFA  Officials  Deny  Rationing  under 
Under  PROs 

Federal  officials  in  charge  of  Medicare’s  new 
peer  review  organizaiton  system  have  sought  to 
diffuse  charges  that  the  system  relies  on  state 
quotas  that  could  lead  to  rationing  of  care  for 
elderly  and  disabled  beneficiaries. 

Health  Care  Financing  Administration  of- 
ficials defended  their  implementation  of  the 
PROs  at  a Senate  Finance  Health  Subcommit- 
tee hearing.  Subcommittee  Chairman  David 
Durenberger  (R-MN),  who  sponsored  the  ori- 
ginal PRO  legislation,  held  the  hearing  in 
response  to  widespread  criticisms  stemming 
from  the  first  PRO  contracts. 

The  criticisms  centered  on  admissions  and 
quality  objectives  in  the  contracts  that  speci- 
fied percentages  and  numbers  of  cases  by 
which  the  PROs  intended  to  reduce  certain 
types  of  admissions,  hospital  complications  and 
“avoidable  deaths.” 

The  major  questions  centered  on  how  the 
goals  were  arrived  at,  whether  they  are 
achievable,  and  how  strictly  HCFA  will  hold  the 
PROs  to  the  objectives  in  their  contracts. 

Several  of  the  witnesses  — including  repre- 
sentatives of  the  American  Medical  Association 
and  the  American  Medical  Peer  Review  Associ- 
ation urged  that  the  PRO  contracts  be  modified 
to  specify  that  contracts  could  be  renegotiated. 


Sen.  Durenberger  questioned  HCFA’s  decision 
to  seek  actual  reductions  in  admissions  rather 
than  simply  trying  to  hold  the  line  under  the 
new  diagnosis  related  group  (DRG)  payment 
system  which  critics  say  could  increase  hospital 
admissions. 

HCFA  Administrator  Carolyne  Davis  in- 
sisted that  the  objectives  should  be  viewed  as 
targets  not  quotas.  She  told  Durenberger  that 
his  legislation’s  requirement  of  performance- 
based  contracts  necessitated  the  development 
of  specific  numerical  “milestones”  against 
which  to  measure  the  PRO  performance. 

Davis  also  contended  that  although  the  PRO 
bidders  worked  within  HCFA  parameters,  the 
bidders  set  their  own  goals,  surprising  the 
HCFA  officials  in  some  instances  with  the 
“ambitiousness”  of  the  proposals.  She  claimed 
the  objectives  “are  achievable”  and  defended 
the  decision  to  call  on  PROs  to  reduce  rather 
than  simply  hold  down  admissions. 

The  HCFA  Administrator  pledged,  however, 
that  “even  though  we  are  being  specific  in  the 
contracts,  we  do  not  intend  to  be  rigid  or 
inflexible  if  we  learn,  during  the  course  of  the 
contract,  the  numbers  should  be  modified.  We 
are  always  ready  to  renegotiate  with  the  PROs 
if  they  have  overstated  the  nature  of  a 
particular  problem,  or  if  they  have  identified  a 
more  pressing  problem  for  review,  or  even  if  the 
statistics  they  used  to  develop  the  objective  in 
question  were  incorrect.” 

Davis,  who  also  pledged  to  work  with  hospital 
and  medical  groups  in  implementing  the 
program,  met  with  the  AMA,  AMPRA  and  the 
American  Hospital  Association  August  21. 

* * * 


Custis  to  Serve  Paralyzed  Vets 

Donald  L.  Custis,  M.D.,  former  medical 
director  of  the  Veterans  Administration,  an- 
nounced this  month  that  he  will  serve  as 
director  of  medical  services  for  the  Paralyzed 
Veterans  of  America  (PVA). 

In  his  new  position,  Dr.  Custis  will  coordinate 
PVA’s  programs  that  care  for  veterans  with 
spinal  cord  injuries.  PVA,  a long-time  supporter 
of  spinal  cord  research,  is  hoping  to  boost  the 
number  of  young  physicians  in  the  field  of 
injured  veteran  care. 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

Herbert  E.  Reese,  M.D.,  Lincoln President  AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 

Francis  D.  Donahue,  M.D.,  Omaha President-Elect  Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer  Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 

Kenneth  E.  Neff,  Lincoln Executive  Director  Y.  Roffman,  M.D.,  Omaha. 

William  L.  Schellpeper Assistant  Executive  Director 


BOARD  OF  DIRECTORS 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Francis  D.  Donahue,  M.D..  Vice-Chairman Omaha 

Robert  F.  Shapiro,  M.D.,  Secretary Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Donald  J.  Pavelka.  M.D Omaha 

L.  D.  Cherry,  M.D Lincoln 

Hiram  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  Johnson.  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D Fairbury 

Paul  E.  Collicott,  M.D Lincoln 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  Lempka,  M.D Omaha 

Joseph  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  Rumbolz,  M.D.,  Cnairman Omaha 

John  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  Bosley,  M.D Grand  Island 

James  Carson,  M.D McCook 

Patrick  Clare,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  Clare,  M.D.,  Chairman Lincoln 

Stanley  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  Newman,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Wm.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan.  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Kenton  Shaffer,  M.D,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam.  M.D *. Hastings 

Charles  Field.  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

William  Rumbolz,  M.D Omaha 

Bruce  Taylor.  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  Bausch,  M.D Lincoln 

Stacie  Bleicher,  M.D Lincoln 

Robert  Grant,  M.D Lincoln 

Robert  Nelson.  M.D Omaha 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Klaus  Hartmann.  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

William  Long,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Michael  Breiner,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D Omaha 

Richard  Hranac,  M.D Kearney 

Sushil  S Lacy,  M.D Lincoln 

Glen  F.  Lau,  M.D Lincoln 

John  R.  Luckasen,  M.D Omaha 

Donna  K.  Nelson,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

Richard  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Chris  Caudill,  M.D Lincoln 

Monroe  Dowling,  M.D Lincoln 

John  Fitzgibbons,  M.D Omaha 

David  E.  Jenny,  M.D Alma 

Todd  Sorensen.  M.D Scottsbluff 

Ex-Officio: 

Craig  Urbauer,  M.D Lincoln 

Charles  S.  Wilson.  M.D Lincoln 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  M.D.,  Chairman Lincoln 

Charles  S.  Wilson,  M.D..  Vice-Chairman Lincoln 

Dwaine  J.  Peetz,  M.D..  Advisor  & Counselor Neligh 

Michael  Breiner,  M.D Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Ronald  Klutman,  M.D Columbus 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

Richard  Raymond,  M.D O'Neill 

Blaine  Y.  Roffman,  M.D Omaha 

F.  F.  Paustian,  M.D Omaha 

Mylan  VanNewkirk,  M.D Scottsbluff 

Dennis  G.  O’Leary,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  Harry,  M.D.,  Chairman Lexington 

Robert  Bass,  M.D Elkhom 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

William  Lundak,  M.D Lincoln 

Michael  L.  McCoy,  M.D Lincoln 

John  O'Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Gard,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips,  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J:  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C:  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

AD-HOC,  HEALTH  GALLERIES  COMMITTEE 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Mrs.  Orin  R.  Hayes Lincoln 

Orin  R.  Hayes.  M.D Lincoln 

Mrs.  Glen  Lau - Lincoln 

Glen  F.  Lau,  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 
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COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Chris  Caudill,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Roger  D.  Mason,  M.D Omaha 

John  F.  Porterfield,  M.D Lincoln 

Donald  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steve  Schwid,  M.D.,  Chairman Omaha 

Harry  Kieg,  M.D Papillion 

Barney  Rees,  M.D Omaha 

Glen  Lau,  M.D Lincoln 

Joe  Rogers,  M.D Lincoln 

Richard  Toren,  M.D Lincoln 

Richard  Hranac,  M.D Kearney 

Gerald  Rounsborg,  M.D North  Platte 


AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Dale  Ebers,  M.D.,  Chairman Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm.  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 

AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 

James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B.  Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpv. 

Second  District:  Councilor:  Howard  A 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs* 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline.  Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslev,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 

Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT  SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


James  Miller,  Hastings Terence  Newman,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance  John  Floyd,  Alliance 

Michael  Hanich,  Kearney Robert  Urban,  Kearney 

Victor  Thoendel,  David  City Gerald  Luckey,  M.D.,  David  Citv 

Richard  Brendei,  Plattsmouth Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

R.  H.  Scherer,  West  Point Thomas  Tibbels,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Wayne  K.  Weston,  Lexington John  Ford,  Lexington 

Rodney  Koerber,  Fremont William  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice.  . . Louis  J.  Gogela,  Jr.,  Beatrice 

D.  R.  Cronk,  Grand  Island Gordon  Francis,  Grand  Island 

Marvin  Bauhard,  Aurora Paul  F.  Meyer,  Aurora 

Melvin  Campbell,  Ainsworth John  Bryd,  Valentine 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

C.  L.  Urbauer,  Lincoln E.  R.  Schwenke,  Lincoln 

Gerald  Rounsborg,  North  Platte. . . . Cleve  Hartman.  North  Platte 

Otto  Wullschleger,  Norfolk G.  Tom  Surber,  Norfolk 

John  F.  Fitzgibbons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk . G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  K.  Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete  Robert  E.  Tuma,  Crete 

Thomas  Heywood,  Papillion Harry  E.  Keig,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Richard  Engelbart,  Scottsbluff Milton  Johnson,  Scottsbluff 

Richard  Pitsch,  Seward Paul  Hoff,  Seward 

Carroll  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 

Norberto  Silva,  Falls  City David  Borg,  Falls  City 

David  A.  Allerheiligen,  McCook.  . . . E.  C.  Beyer,  McCook 

L.  I.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 


SENIOR  RESIDENT/FELLOW  IN  CHILD 
PSYCHIATRY:  Wanted  for  diagnosis,  treatment 
and  patient  care  in  all  areas  of  child  psychiatry 
under  supervision  of  hospital  staff:  Requires  M.D. 
degree  in  Medicine  and  three  years  training  as  a 
Resident  in  Psychiatry;  $17,160.00  per  year;  40 
hours  per  week.  Send  resume  to  Bob  Powell, 
Nebraska  Job  Service,  P.0.  Box  94600,  Lincoln, 
Nebraska  68509.  Job  Order  No.  226177. 

FAMILY  PHYSICIAN:  Needed  now  to  join  B/C 
F.P.  in  modern,  superiorly-equipped  clinic  and 
adjoining  hospital.  Reason:  Associate  leaving.  Call 
shared  with  the  two  other  F.P.’s  in  this  award 
winning  community  in  west  central  Nebraska.  Send 
C.V.  to:  Larry  Wilson,  M.D.,  902  - 20th,  Gothenburg, 
NE  69138. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 
Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


GENERAL  SURGEON:  Board  certified  or 
Board  eligible.  To  join  eight  member  family 
practice  medical  center.  Have  full-time  radiologist. 
Major  specialties  consult  on  regular  basis.  Located 
in  International  Falls  in  northern  Minnesota.  Near 
Voyageurs  National  Park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  twenty  thousand.  Send  curriculum  vitae 
to  Doctor  James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minnesota 
56649. 
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FOP,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 " 

• More  total  sleep  time1" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE'® 

flurozepom  HCI/Roche 

References:  1.  Kales  J et  a/  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A et  at  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  ai 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  at:  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R eta/:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26: 121-137,  1983 


DALMANE" @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g,,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients : 15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


DOCUMENTED 

PROVEN  IN 
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HOME 

FOR  A COMPLETE  NIGHT'S  SLEEP 

DALMANE 

flurozepom  HQ/Roche 

STANDS  APART 

15-MG/30-MG  CAPSULES 
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Daniel  B.  Stone,  M.D.,  President 
515  Doctors  Bldg.,  So.  Tower,  Omaha  68131 
Nebraska  Society  for  Respiratory  Therapy 
Lynn  Lamprecht.  RRT,  President 

Mem.  Hospital  of  Dodge  Co.,  450  E 23rd  St.,  Fremont  68025 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  .American  Association  of  Medical 
Assistants 

Edith  Thomsen,  CMA-A,  President 
P.O.  Box  104,  Minden  68959 
Nebraska  Urological  Association 

Charles  F.  Damico.  M.D.,  F.A.C.S.,  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  WTest  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #2 10- A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


TURN 

TO  POSTGRADUATE  MEDICINE 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postgaduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


WashingtoN otes 

Physicians  to  be  Recruited 
for  Research 

The  National  Institutes  of  Health  and  the 
Howard  Hughes  Medical  Institute  in  August 
launched  a new  multi-million  dollar  program  to 
boost  biomedical  research  and  increase  the 
flow  of  new  physicians  into  research  careers. 

The  program  will  chose  30  medical  students 
a year  for  six  months  to  a year  of  research 
under  the  guidance  of  NIH  scientists.  Recruit- 
ment will  begin  this  fall,  with  the  first  group  of 
students  entering  the  program  in  the  fall  of 
1985. 

“It  is  expected  that  this  early  exposure  to  the 
excitement  and  intellectual  challenge  of  re- 
search — after  the  second  year  of  medical 
school  — will  encourage  more  medical  students 
to  undertake  careers  in  biomedical  research,” 
said  Donald  S.  Fredrickson,  M.D.,  president  of 
the  Hughes  Medical  Institute  (HHMI). 

There  is  a serious  shortage  of  physicians  in 
(Continued  on  page  13  A) 


OB-GYN  — 

PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984 
in  Fulton,  Missouri 

This  represents  an  outstanding  medical  practice 
opportunity.  County  of  30,000  primary  service  area 
with  fine  small  community  of  12,000+  hosting  two 
nationally  known  colleges  and  a growing  industrial 
base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as 
multiple  other  recreational  opportunities  and  facilities. 
The  hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an 
orthopedic  surgeon  to  build  its  surgical  team  to  two. 
There  are  over  400  births  in  this  county  each  year, 
and  the  pediatric  population  is  growing  steadily. 
Residents  want  the  best  in  specialist  medical  care.  For 
further  information  regarding  guarantees  or  other 
considerations  contact  Sharon  R.  Heinlen,  Adminis- 
trator, Callaway  Community  Hospital,  Hospital  Drive, 
Fulton,  MO  65251,  314-642-3376. 
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ECG  STAT... 
wherever  you  are. 


MICRO-TRACER m 

INTECH  Systems  Corp 


fr,ir 


«cv 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


INTECH 

Systems  Corp. 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 


With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  gg 
lar-styled  carrying  case. 

MICRO-TRACER™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 
BARE  HANDS. 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous. 

A better  community  is  in  your  hands.  thaTor  au°oftusorks 


© United  Way  1984 
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On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  1S0PTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


1S0PT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


IS0PT1N  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose)  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxm  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block  3rd  degree  (0.8%),  bradycardia  HR<50/min  (1 .1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

C}  KNOLL  PHARMACEUTICAL  COMPANY 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


■T*l  A Put>lic  service  message  from  this  magazine  and  the 
xxncJ  Advertising  Council 


WashingtoN otes 

(Continued  from  page  7 A) 

research,  say  authorities.  The  consequence, 
they  fear,  may  be  a breakdown  in  the  transfer  of 
knowledge  from  the  lab  to  the  bedside. 

HHMI,  one  of  the  largest  private  medical 
research  organizations  in  the  world,  will  support 
the  program  at  a cost  of  $10.5  million  for  the 
first  five  years,  which  includes  stipends,  travel 
and  support  for  the  students,  and  building 
renovation  and  construction.  NIH  and  HHMI 
will  cooperate  on  selection  of  students,  coun- 
seling, teaching,  and  interaction  with  students 
when  they  return  to  their  home  institutions. 

* * * 

Tougher  Labels  for  Two 
Anti-Inflammatories 

Facing  growing  criticism  of  the  safety  of  two 
anti-inflammatory  drugs,  the  Department  of 
Health  and  Human  Services  (HHS)  has  de- 
cided this  month  to  keep  the  drugs  on  the 
market,  but  toughen  up  their  labeling. 

The  drugs  are  overprescribed,  not  uniquely 
beneficial  for  any  illness,  and  are  too  often 
administered  for  acute  conditions  such  as 
tennis  elbow  or  bursitis,  HHS  Secretary 
Margaret  Heckler  announced.  She  fell  short  of 
recommending  withdrawal,  however.  The  evi- 
dence does  not  indicate  that  the  drugs  pose  an 
imminent  hazard  to  public  health,  or  that  their 
approval  applications  should  be  suspended, 
she  said. 

The  drugs  — phenylbutazone  and  oxyphen- 
butazone,  marketed  since  1952  and  1961 
under  the  trade  names  Butazolidin  and  Tan- 
dearil,  respectively  — face  declining  popularity, 
as  safer  alternatives  have  become  available. 

The  public  interest  organization  Health 
Research  Group  recently  petitioned  HHS  to 
pull  the  drugs  off  the  market,  saying  they  have 
caused  more  than  10,000  deaths  among  the 
135  million  people  who  use  them  worldwide. 
Several  other  countries  — including  Britain, 
Sweden,  Norway  and  Israel  — have  removed 
the  drugs  from  the  market  or  restricted  their 
use. 

Secretary  Heckler  rejected  the  HRG  petition, 
but  proposed  the  following  changes: 

* the  medicines  should  be  available  for  chronic 
(Continued  on  page  281) 


THE 

SECOND 

ANNUAL 

WESTERN 

REGIONAL 

ONCOLOGY 

CONFERENCE 

January  17  and  18,  1985,  Marriott  Hotel, 

El  Paso,  Texas,  cosponsored  by  Texas  Tech 
University  School  of  Medicine  Regional 
Academic  Health  Center,  Providence  Memorial 
Hospital  and  The  American  Cancer  Society 
(CMEs  and  CEARPs  applied  for) 

FOR  INFORMATION  CONTACT:  EUNICE  GOLDSMITH, 
CONFERENCE  COORDINATOR,  PROVIDENCE 
MEMORIAL  HOSPITAL,  2001  N.  OREGON,  EL  PASO, 
TEXAS  79902,  (915)  542-6699 


PHYSICIANS 

ENJOY 

the  freedom  you  deserve 

Christian  Hospital,  a 728-bed  acute  care  regional  health  care  cen- 
ter in  suburban  North  St  Louis  County,  seeks  physicians  to  staff 
our  expanding  episodic  care  centers  on  a full-  or  part-time  basis. 
Take  advantage  of  an  opportunity  to  use  your  training  without  con- 
tinuing overhead  expenses  or  investment  capital.  In  addition,  our 
staff  scheduling  offers  you  the  freedom  to  spend  time  with  your 
family  or  pursue  the  recreational  and  cultural  advantages  of  metro- 
politan St  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family  Practice  or  Inter- 
nal Medicine 

Along  with  an  excellent  salary  and  compensation  package,  we  offer 
you  the  opportunity  to  join  an  organization  that  is  on  the  leading 
edge  of  the  changing  health  care  field  If  this  unique  opportunity 
sounds  interesting  to  you,  please  call  (314)  355-2300,  ext.  5141 
(collect)  for  further  details. 


D.W.  Brewer 

Physician  Recruiter 

Christian  Hospital  Northeast 

11133  Dunn  Rd  - St.  Louis,  M0  63136 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 


that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul’s  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189,  extension  7642. 
He’ll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


WORKT-FREE  INSURANCE  FROM 


ISKfcUl 


Medical  Services  Division 

§»***")  St  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  CompanyTThe  St  Paul  Insurance  Company/St.  Paul  Guardian  Insurance  Company/The 
f AGt~Ty  st  P3U|  Insurance  Company  of  Illinois  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc.,  Saint  Paul.  Minnesota  55102. 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Public  Policy  and  the 
Health  Care  Delivery  System 


THE  changes  in  health  care  have 
never  been  more  turbulent, 
never  more  exciting,  never  more 
full  of  controversy  and  conflict.  Why?  All  the 
participants  are  at  risk  for  quality  and  price: 
providers  (hospital/physicians),  buyers,  inter- 
mediaries, and  consumers.  What  happened  to 
create  this  change?  1946  was  the  key  year. 
Why?  Because  of  the  experience  during  World 
War  II  regarding  the  poor  status  of  health  of 
the  entrants  to  the  military  services.  Public 
policy  beginning  in  that  year  said  that  all  had 
the  right  to,  and  government  would  be 
responsible  for,  the  access  and  financing  of 
health  care.  A series  of  laws  provided  easy 
access  to  capital  as  reflected  in  tax  exempt 
bonds,  Hill- Burton  funds,  research  and  devel- 
opment monies,  and  significantly  the  entitle- 
ment programs  (Medicare,  Medicaid)  in  late 
’60’s.  The  response  — hospitals  dotted  the 
counties  of  the  land,  explosion  in  development 
of  technology,  increase  in  number  of  medical 
schools  and  size  of  classes,  proliferation  of 
allied  health  services  — assured  access  to 
health  care.  The  philanthropic  model  was 
created. 

The  result  accomplished  the  state  of  the  art 
today,  with  enhanced  duplication  of  programs 
and  services,  and  encouraged  delivery  of  care 
in  more  expensive  environments: 

- Hospitals  proliferated  and  duplicated  pro- 
grams and  services;  they  only  needed  to 
manage  regulation  and  adjust  margin  to 
achieve  a committed  bottom  line. 

- Physicians  were  being  reimbursed  under 
usual  and  customary  fee  schedules,  which 
accelerated  fee  incomes. 

- Consumers  were  at  minimal  financial  risk 
and  were  encouraged  to  use  expensive  envi- 
ronments (hospitals)  for  care  on  the  assump- 
tion that  quality  of  care  was  better,  but  only 
reflected  better  documentation  of  monies 
expensed.  Health  care  delivered  in  an  inappro- 


V.  WILLIAM  MEYERS,  M.D.* 

Medical  Director,  Bergan  Mercy  Hospital 

Omaha,  Nebraska 

priate  setting  is  unnecessary  care  and  reflects 
poor  management  of  resources  for  care. 

- Buyers’  (industry)  health  plan  benefits  with 
minimal  financial  risk  to  the  consumers  was  a 
perk  for  employees  and  a bargaining  tool  for 
unions. 

- Intermediaries  (insurance  companies)  were 
the  major  agents  at  risk  in  the  commercial 
market.  Open  ended  contracts  that  didn’t 
project  enough  premium  base  for  a system 
fueled  by  usual,  customary,  and  margin 
adjusting  reimbursement  precipitated  the  cri- 
sis of  red  ink  in  ‘80-‘81  for  this  industry. 

- Government,  losing  on  underestimated 
demand,  expanded  scope  of  entitlement  pro- 
grams (disability),  and  inappropriateness  of 
setting  of  services,  introduced  the  regulatory 
controls  Professional  Service  Review  Organi- 
zation (PSRO)  and  Utilization  Review  (UR)  in 
the  ‘70’s. 

Public  policy  changed  suddenly  and  drama- 
tically in  1982  with  the  passage  of  T.E.F.R.A. 
(Tax  Equity  and  Fiscal  Responsibility  Act). 
The  government  now  was  no  longer  respon- 
sible for  access  and  financing  of  health  care. 
This  responsibility  now  was  placed  on  the 
individual  and/or  his/her  agents.  The  impact 
of  this  law  was  primarily  on  hospitals  and 
hospital- based  physicians.  Admitting  physi- 
cians were  not  included.  The  major  change  was 
for  the  first  time  the  health  care  delivery 
system  had  to  respond  to  defined  reimburse- 
ment - a price  for  a spell  of  illness.  Further 

*Send  reprint  requests  to  V.  William  Meyers,  M.  D.,  Medical  Director, 
Bergan  Mercy  Hospital,  7500  Mercy  Road,  Omaha,  Nebraska  68124. 
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definition  occurred  in  1983  with  the  Prospec- 
tive Payment  System  (PPS),  DRG’s  and  its 
regulatory  component  Professional  Review 
Organization  (PRO). 

The  result  of  these  two  laws  fractured  the 
philanthropic  public  policy  of  1946  and  cre- 
ated a competitive  economic  model  with  risk 
orientation  for  all  participants  of  the  system. 
The  results  of  patient  care  were  now  to  be 
measured  against  quality,  price,  appropriate 
setting  and  resouces  available.  The  impact  of 
this  legislation  and  the  ability  of  providers  to 
cost  shift  the  negative  results  of  limited 
reimbursement  to  other  buyers  of  health  care 
could  not  be  ignored.  Industries’  health  plans 
had  to  be  revisited.  Escalating  costs  were 
already  severely  impacting  their  operations. 
Alternative  delivery  systems  and/or  cost  shar- 
ing now  were  attractive  models  for  the  new 
health  care  delivery  system. 

All  participants  are  now  at  financial  risk  for 
quality  outcomes.  Measurement  becomes  a 


must.  The  need  to  merge  clinical  and  financial 
information  is  never  more  imminent.  The  lack 
of  systems  to  support  and  the  expertise  to 
interpret  data  will  lead  to  inadequate  infor- 
mation and/or  create  poor  management  de- 
cisions for  the  principals  of  the  new  health  care 
system. 

As  we  move  from  a philanthropic  model  to 
an  economical  model,  some  words  of  caution. 
The  dollar  now  drives  the  system  (the  econom- 
ic imperative),  not  self- interpreted  need  with 
unlimited  dollars  (technological  imperative). 
Bioethical  issues  are  already  surfacing  - the 
right  to  live  versus  the  individual’s  potential 
contribution  to  society. 

What  institutions  and  providers  should 
survive  this  competitive  model?  As  we  move 
questionably  forward  toward  health  care  cost 
containment,  hopefully  medical  statesmen  will 
emerge  for  patient  advocacy  and  societal 
issues  that  will  need  thoughtful  and  consid- 
erate solutions. 


PUBLIC  POLICY 


Philantrophic  Model  1946-’82 


Economic  Model  1982- 
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ORIGINAL  ARTICLES 


Suction  Lipectomy  for  Removal 
of  Localized  Fat  Deposits 


Presented  at  the  American  College  of 
Surgeons  Meeting,  Nebraska  Medical 
Association  Meeting,  April  1984. 

LIPECTOMY  assisted  by  suction 
was  successfully  adapted  from 
earlier  techniques  by  Dr.  Illouz 
in  Paris  in  1976.  This  is  a method  of  reducing 
prominent  localized  fat  deposits  in  unwanted 
areas  through  a small  incision  with  minimal 
blood  loss. 

The  areas  which  may  be  treated  by  this 
method  are  the  lower  abdomen,  the  sides  of 
the  upper  hips,  medial  thighs,  lateral  thigh 
prominences,  and  can  be  extended  for  fat 
deposits  of  the  knees,  ankles,  arms,  large 
lipomas  and  also  fat  under  the  chin  or  lower 
cheeks.1'2'3'4'5 

It  should  be  emphasized  that  this  is  a 
treatment  for  localized  fat  deposits  and  not  for 
generalized  obesity. 

The  technique  in  small  areas  can  be  carried 
out  under  local  anesthesia  on  an  outpatient 
basis.  More  extensive  procedures  require 
general  anesthesia  and  variable  lengths  of 
hospitalization. 

Techniques: 

The  procedure  is  done  through  a small  xh  to 
1 inch  incision  by  inserting  a blunt  cannula 
with  a blunt  edged  hole  on  the  side  of  the 
cannula  into  the  fatty  area.  Keeping  the  hole 
away  from  the  skin  and  close  to  the  deep  fascia 
the  cannula  is  drawn  back  and  forth  15  or  20 
times  while  simultaneous  pressure  is  applied 
from  the  outside  with  the  other  hand.  For  a 
round  or  oval  area  the  cannula  is  placed  in 
several  positions  which  fan  out  over  the  area  to 
be  removed.  Two  incisions  with  overlapping 
fans  give  even  better  results.  The  area  is 
marked  out  preoperatively,  with  the  patient 
standing. 

Even  the  most  extensive  cases  can  return  to 
normal  activity  within  two  weeks  postopera- 
tively,  and  return  to  exercise  within  four  to  six 
weeks. 

The  advantage  of  this  type  of  lipectomy  is 
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that  perforating  vessels  are  not  injured  by  the 
blunt  cannulation,  and  many  tissue  attach- 
ments persist,  connecting  the  skin  to  the 
underlying  fascia. 

From  this  technique  there  have  been  no 
reported  cases  of  fat  embolism,  damage  to  the 
saphenous  vein  system,  or  overlying  skin 
slough.  A number  of  diabetic  patients  have 
been  treated  without  any  cases  of  cellulitis  of 
lymphangitis. 

This  is  an  effective  surgical  procedure  for 
the  relief  or  removal  of  fat,  and  is  considered 
effective  when  done  by  an  experienced  plastic 
surgeon.  It  appears  so  simple  that  it  may  be 
misused,  and  actually  sounds  and  looks  a lot 
easier  than  it  really  is.  There  is  a high  degree  of 
manual  dexterity  and  coordination  necessary 
to  obtain  good  results. 

The  equipment  needed  for  this  procedure  is 
a suction  pump  and  the  appropriate  cannulaes. 

Complications: 

This  is  a surgical  procedure  and  the  same 
complications  are  possible  as  with  other 
surgical  procedures.  Other  problems  are  pain, 
some  residual  pigmentation,  bagginess  of  the 
skin  if  the  skin  is  too  loose,  and  edema  of  the 
area.  Possible  risks  are  infection,  hematoma, 
seroma,  tape  burns,  pain,  temporarily  altered 
sensation  and  asymmetry.  Waviness  of  the  skin 
may  develop.  This  can  be  caused  by  taking  out 
fat  too  superficially,  or  in  an  irregular  fashion. 
A depression  may  be  created  by  taking  out  too 
much  fat.  Rarely,  shock  may  develop. 

Choice  of  Patients: 

The  best  type  of  patients  are  young  people 
with  tight  skin.  A somewhat  arbitrary  age  of  35 
has  been  mentioned.  However,  this  type  of 
treatment  can  be  done  on  older  people  with 
the  understanding  that  the  results  may  not  be 
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Figure  1 


Figure  2 


FIGURES  1 and  2:  S.  M.  Before  and  2 months  after  suction  lipectomy  of  chin  and  lower  cheeks. 


quite  as  good.  Lipectomy  can  be  used  in 
association  with  other  traditional  types  of 
contouring,  such  as  removing  axillary  fat 
during  a reduction  mammoplasty,  or  revising 
the  hip  contour  laterally  while  doing  a surgical 
abdominal  lipectomy.  It  has  also  been  used  to 
remove  fat  under  the  chin  during  a face  lift 
procedure,  or  independently. 

Postoperative  Care: 

The  most  important  aspect  of  postoperative 
care  is  the  dressing.  This  is  done  with  a snug 
elastic  type  splinting.  The  objective  of  this  is 
to  pull  up  the  skin  and  compress  the  treated 
area.  The  dressing  is  left  on  for  at  least  a week, 
after  which  the  patient  may  wear  a girdle  or 
supportive  dressing  during  the  day  for  six  to 
eight  weeks. 


Case  Summaries: 

Case  #1  — A 34  year  old  white  female  felt 
that  she  had  excess  fat  under  her  chin  and  in 
the  jowel  area.  Under  local  anesthesia  a 
suction  lipectomy  was  done,  using  a 3 mm  and 
a 5 mm  cannula,  with  extraction  of  approxi- 
mately 60  cc  of  fat.  Patient  did  well  postop  and 
is  happy  with  the  results.  (Figs.  1 and  2) 

Case  #2  — A 36  year  old  white  female  had  a 
fat  deposit  on  the  lower  abdomen  which  did 
not  go  away  when  she  lost  weight.  On 
November  21,  1983  suction  lipectomy  was 
done,  with  the  removal  of  250  cc  of  fat.  Three 
weeks  later  there  was  a slight  irregularity  on 
the  right,  and  a relatively  numb  area  just  below 
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the  umbilicus.  This  was  improving.  (Figs.  3 
and  4) 

Case  #3  — A 20  year  old  white  female  was 
first  seen  seven  months  after  she  had  been 
struck  by  an  automobile.  She  suffered  a 
fracture  of  the  pelvis,  and  a large  lump  in  the 
lateral  left  thigh.  The  10  x 12  cm  mass 
persisted  in  spite  of  two  attempts  to  aspirate 
fluid.  It  was  raised  about  one  inch.  This  area 
was  treated  by  suction  lipectomy  with  good 
results.  Patient  did  not  complain  of  residual 
pain,  but  there  is  a slight  diminution  of 
sensation  which  does  not  bother  her.  (Figs.  5 
and  6) 


Figure  6 


Figures  5 and  6:  P.K.  Before  and  8 months  after 
suction  lipectomy  of  post  traumatic  mass  of  lateral 
left  hip. 


Case  #4  — A 36  year  old  white  female 
complained  of  fat  deposits  on  the  lateral  hips, 
especially  the  right,  which  was  larger  than  the 
left.  Patient  had  a spinal  operation  in  the  past 
for  congenital  scoliosis.  The  left  hip  was  higher 
than  the  right.  Suction  lipectomy  was  done 
with  approximately  400  cc  of  fat  removed  from 
each  side.  Patient  did  well  during  the  opera- 
tion and  recovery  period.  (Figs.  7 and  8). 


Figure  8 

Figures  7 and  8:  S.  K.  Before  and  5 days  after 
suction  lipectomy  of  lateral  hips.  Considerable 
ecchymosis  remains. 

Case  #5  — A 36  year  old  white  female 
complained  of  fat  deposits  on  the  lateral  hips 
and  lower  buttocks.  Suction  lipectomy  was 
done  with  250  cc  removed  from  the  right  and 
255  cc  removed  from  the  left.  She  has  done 
well. 
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Summary 

A method  of  removing  localized  unwanted 
areas  of  body  fat  by  the  use  of  a suction  device 
through  a small  incision  has  been  presented. 
Used  on  properly  selected  patients,  who  have 
realistic  expectations,  this  technique  has  great 
promise  as  a method  of  body  contouring  with 
minimal  scarring  and  few  complications. 

References 

1.  IllouzPG:  Body  Contouring  By  Lipolysis,  A Five  Year 


Experience  With  Over  3,000  Cases.  Plastic  Reconstructive 
Surgery  72:  591-597,  1983. 

2.  Fournier  PF,  Otteni  FM:  Lipodissection  In  Body 
Sculpturing:  The  Dry  Procedure.  Plastic  Reconstructive 
Surgery  72:  599-609,  1983. 

3.  Kesselring  UK:  Regional  Fat  Aspiration  For  Body 
Contouring.  Plastic  Reconstructive  Surgery  72:  610-219, 
1983. 

4.  Teimourian  B:  Face  And  Neck  Suction  — Assisted 
Lipectomy  Associated  with  Rhytidectomy.  Plastic  Recon- 
structive Surgery  72:  628-633,  1983. 

5.  Fredericks  S et  al:  Report  of  The  Commission  On 
Surgical  Suction  Lipectomy  by  Ad  Hoc  Committee  on  New 
Procedures  — Published  by  American  Society  of  Plastic 
and  Reconstructive  Surgeons,  January  20,  1983. 


Postpartum  Thyroiditis: 

A Common  Cause  of  Thyrotoxicosis 
and/or  Hypothyroidism  After  Pregnancy 


THYROID  dysfunction,  with  either 
the  occurrence  of  hypothyroid- 
ism, or  hyperthyroidism  is  being 
seen  more  and  more  commonly  postpartum. 
Several  recent  clinical  studies  have  shown 
either  an  increased  prevalence  or  perhaps 
increased  awareness  of  thyroid  related  illness 
after  pregnancy.  As  many  as  1 in  20  women 
may  be  expected  to  have  some  sort  of  thyroid 
disorder  discovered  following  pregnancy. 

Amino,  et  al.  initially  described  transient 
hypothyroidism  occuring  6-9  months  post- 
partum in  6 Japanese  women  at  the  University 
of  Osaka  in  the  late  1970’s.  Their  goiters 
spontaneously  decreased  in  size  and  their 
elevated  thyroid  stimulating  hormone  (TSH) 
levels  returned  to  normal  within  6 months.1  A 
greater  frequency  of  transient  thyrotoxicosis 
alone  was  also  noted.  Of  505  postpartum 
women,  13  (2.6%)  had  transient  thyrotoxicosis, 
7 (1.4%)  had  transient  thyrotoxicosis  followed  by 
transient  hypothyroidism,  7 (1.4%)  had  trans- 
sient  hypothyroidism,  and  1 (0.2%)  had  per- 
sistent hypothyroidism.2  Fein,  et  al.  also  in 
1980  reported  on  6 American  women  with 
transient  postpartum  hypothyroidism;  3 of  the 
6 had  a preliminary  episode  of  thyrotoxicosis.3 
Waldfish  stated  that  an  initial  transient  hyper- 
thyroid phase  almost  always  preceded  hypo- 
thyroidism in  25  Canadian  women  with  post- 
partum thyroid  dysfunction  studied  by  his 


PAUL  E.  REITH,  M.D.* 

JOSEPH  KYNER,  M.  D.,  F.A.C.  P. 

From  Watkins  Memorial  Hospital,  the  Student  Health 
Center,  the  University  ot  Kansas,  Lawrence,  Kansas, 
and  the  Division  of  Endocrinology,  Genetics  and 
Metabolism,  the  University  of  Kansas  College  of  Health 
Sciences  and  Hospital,  Kansas  City,  Kansas 

group.  He  called  this  the  “PPTT  syndrome,” 
or  “postpartum  painless  thyroiditis  with  tran- 
sient thyrotoxicosis.”4 

Case  Histories 

#1  S.P.  was  31  years  old  when  she  was 
first  seen  6 months  postpartum.  She  had 
noticed  a goiter  when  she  had  difficulty  in 
buttoning  her  collar.  She  mentioned  cold 
intolerance  and  muscular  stiffness;  her  eyelids 
were  puffy,  lateral  eyebrows  were  thinned  and 
deep  tendon  reflexes  delayed.  A painless,  firm 
and  lobular  30-35  gram  goiter  was  palpable. 
The  total  T4  RIA  was  1.4  mcg/dl  (N,  5-12), 
free  T4  by  dialysis  1.2  ng/dl  (N,  1-2.3  at  T4), 
and  the  TSH  greater  than  80  uU/ml  (N,  1.9- 
5.4).  Microsomal  antithyroid  antibodies  wrere 

‘Address  reprint  requests  to  Dr.  Paul  E.  Reith,  Watkins  Memorial  Hospital, 
the  Student  Health  Center,  the  University  of  Kansas,  Lawrence, 
Kansas,  66044. 


356  Nebraska  Medical  Journal  November  1984 


present  by  IF  A,  but  of  low  titer;  the  antithyro- 
globulin  titer  was  negative;  an  ANA  titer  was 
weakly  positive  1:20;  and  the  sedimentation 
rate  was  34  mm/hr.  Because  she  was  clinically 
and  chemically  hypothyroid  and  also  breast- 
feeding, an  RAI  uptake  was  not  done.  She  was 
started  on  1 -thyroxine  and  continues  to  take 
0.175  mg  daily.  She  had  no  abnormal  thyroid 
function  tests  following  a subsequent  preg- 
nancy. 

#2  K.N.  was  a 31 -year-old  graduate  stu- 
dent, 9 months  postpartum,  still  breast- 
feeding, who  presented  because  of  palpitations 
and  recent  weight  loss.  She  recollected  a 
recent  upper  respiratory  infection.  Her  thyroid 
gland  was  mildly  tender  and  firmly  enlarged, 
about  25  grams  in  size.  The  initial  total  T4  RIA 
was  17.2  mcg/dl,  total  T3  RIA  404  ng/dl  (N, 
110-230)  and  T3  resin  uptake  1.27  (N,  0.82- 
1.19),  FTI  14.3  (N,  5.8-10.6),  TSH  3.1  uU/ml 
(N,  1.9-5. 4)  and  antithyroid  antibodies  were 
not  detected.  The  sedimentation  rate  was  34 
mm/hr.  After  she  stopped  breast-feeding,  an 
RAI  uptake  was  ordered.  A 99m  Tc  per- 
technetate  scan,  done  instead,  showed  a 
markedly  diminished  and  patchy  thyroid  im- 
age. Propranolol,  10  mg  p.o.  q.i.d.  was  begun; 
within  a month,  her  resting  pulse  was  less  than 
50,  the  total  T4  4.7  mcg/dl,  T3  resin  uptake 
0.92  and  FTI  4.3,  documenting  an  apparent 
hypothyroid  phase,  which  lasted  only  a month. 
She  remains  euthyroid  with  no  evidence  of 
further  palpable  thyroid  enlargement. 

Patient  # 1 was  hypothyroid  when  first  seen  and 
remained  permanently  hypothyroid.  She  gave 
no  clear-cut  history  of  a thyrotoxic  phase.  The 
larger  goiter  and  presence  of  autoimmune 
markers  would  suggest  Hashimoto  thyroiditis. 
Patient  #2  demonstrated  a distinct  initial 
transient  thyrotoxic  phase,  followed  by  a self- 
limited  hypothyroid  phase.  The  mild  tender- 
ness of  her  thyroid  gland  and  absence  of 
autoimmune  markers  could  also  be  compatible 
with  subacute  or  a viral  associated  thyroiditis, 
however. 

Discussion 

Postpartum  thyroid  dysfunction  is  often 
characterized  by  a transient,  and  probably 
often  missed,  initial  thyrotoxic  phase,  with  the 
free  thyroxine  index  (FTI)  or  free  T4  by  dialysis 
elevated.  This  mildly  thyrotoxic  phase  may  last 
IV2  months,  followed  by  a euthyroid,  or,  often, 
a transient  hypothyroid  phase,  with  low  FTFs 


and/or  free  T4  by  dialysis,  and  an  elevated 
TSH.4  This  sequence  of  events  can  begin  as 
soon  as  IV2  months  and  late  as  9 months 
postpartum,  as  in  Patient  #2.  However, 
Patient  # 1 illustrates  a hypothyroid  presenta- 
tion which  could  be  transient,  or  permanent. 
Most  of  these  patients  have  had  a small, 
nontender  or  minimally  tender  goiter,  while 
some  have  no  palpable  goiter.2  The  syndrome 
has  occurred  in  patients  having  a past  history 
of  Graves’  disease,6  and  a transient  post- 
partum thyrotoxicosis  has  even  been  docu- 
mented by  Nicolai,  et  al.  in  women  already 
taking  a suppressive  dose  of  thyroid  hormone.8 
The  syndrome  can  recur.  Amino,  Waldfish  and 
Nicholai  have  all  observed  postpartum  thyro- 
toxicosis after  subsequent  pregnancies.249 

Postpartum  thyroid  dysfunction  is  most 
often  an  expression  of  Hashimoto’s  or  lymph- 
ocytic thyroiditis.  This  type  of  thyroiditis  is 
estimated  to  occur  in  0.06%  of  the  population, 
in  a ratio  20:1  female  to  male,  although  one 
autopsy  study  found  the  characteristic  lymph- 
ocytic infiltration  of  the  thyroid  gland  in  2%  of 
women.5  Such  patients  do  have  an  HLA-DR5 
and  HLA-DR3  association.4  Antithyroid  mi- 
crosomal antibodies  are  present  in  about  50% 
of  women  with  postpartum  thyroiditis,  begin- 
ning to  rise  2 months  after  delivery,  peaking  at 
7 months,  and  returning  to  normal  within  a 
year,  while  antithyroglobulin  antibodies  are 
rarely  found.7  Needle  biopsy  in  such  women 
most  often  shows  an  intrafollicular  lympho- 
cytic cell  infiltration,  as  is  found  in  a lympho- 
cytic thyroiditis,  in  contrast  to  a granu- 
lomatous reaction  found  in  subacute  thyroidi- 
tis. Interestingly,  increased  iodine  excretion 
has  been  found  in  some  PPTT  women, 
suggesting  iodine-induced  thyrotoxicosis.  How- 
ever, no  obvious  sources  of  exogenous  iodine 
have  been  pinpointed  in  PPTT  patients.9 
Thyroid  stimulating  immunoglobulins  (TSI), 
often  found  in  Graves’  disease,  have  not 
generally  been  demonstrated  in  these  patients, 
although  Jansson  et  al.  recently  reported  the 
presence  of  TSI  in  4 of  8 postpartum  Swedish 
women  with  transient  thyrotoxicosis.  They 
suggest  that  postpartum  thyroid  dysfunction 
may  result  from  “changes  in  immunological 
surveillance  occurring  during  pregnancy,  which 
could  allow  expression  of  thyroid- directed  B 
and  helper  T cell  clones  in  the  postpartum 
period.”7 
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The  radioactive  iodine  uptake  (RAI)  is 
recommended  to  separate  PPTT  and  related 
thyroiditis  syndromes  from  Graves’  disease, 
which  can  also  be  exacerbated  after  pregnancy. 
In  general  the  RAI  uptake  is  low  in  the  PPTT 
syndrome,  and  also  in  subacute  or  granulo- 
matous thyroiditis,  in  contrast  to  the  elevated 
RAI  uptake  expected  in  Graves’  disease.10  A 
low  RAI  uptake  can  also  be  seen  in  iodine- 
induced  thyrotoxicosis,  surreptitious  thyroxine 
ingestion  and  in  ectopic  hormone  syndromes 
such  as  struma  ovarii.11 

A special  problem  is  the  use  of  the  RAI 
uptake  in  the  breast-feeding  woman,  as  radio- 
active iodine  can  pass  via  breast  milk  to  the 
infant  and  be  taken  up  by  the  infant’s  thyroid. 
Waldfish’ s group  recommended  123 1 rather  than 
131I  for  RAI  uptakes  in  the  breast-feeding 
woman,  asking  that  she  discard  her  milk  for  5-7 
days  after  the  test,  and  then  resume.4  Another 
potential  hazard  is  the  use  of  the  RAI  uptake 
during  mid- cycle  in  the  menstruating  postpartum 
woman.  To  minimize  possible  irradiation  of  a 
fetus,  we  try  to  administer  the  RAI  uptake  in 
the  menstruating  postpartum  woman  during 
her  menses  or  with  assurance  of  effective 
contraception. 

The  laboratory  workup  of  a woman  with 
postpartum  thyroid  dysfunction  need  not  be 
expensive.  A CBC,  sedimentation  rate,  and 
either  a total  T4  and  a T3  resin  uptake  (for  a 
calculated  “FTI”  or  “free  thyroxine  index’’),  or 
a “free”  or  unbound  T4  by  dialysis  should  be 
performed  initially.  These  can  be  repeated 
monthly.  If  the  FTI  or  “free”  T4  by  dialysis  is 
low,  or  even  borderline  low,  a TSH  can  be 
added,  to  document  a hypothyroid  phase. 
Antithyroid  microsomal  antibodies  may  give 
some  helpful  information,  as  their  presence 
prepartum  may  be  predictive  of  postpartum 
thyroid  dysfunction.7  An  RAI  uptake  and  a 99m 
Tc  perteehnetate  scan  can  be  added,  subject 
to  the  limitations  mentioned  above.  Fine 
needle  biopsy  of  the  thyroid  can  help  distin- 
guish between  subacute  and  lymphocytic 
thyroiditis,  as  characteristic  granulomatous 
changes  will  be  found  in  the  former,  but  this 
distinction  will  probably  not  influence  therapy. 

These  women  are  best  not  followed  by  the 
total  T4  alone.  The  total  T4  is  falsely  elevated 
in  pregnancy,  as  in  women  taking  estrogens 
and  the  oral  contraceptive  pill,  because  thy- 


roid-binding globulin  (TBG)  is  elevated.  Con- 
comitantly, the  T3  resin  uptake  is  falsely 
lowered  by  an  elevation  of  TBG.  The  free 
thyroxine  index  (the  corrected  product  of  the 
total  T4  times  the  T3  resin  uptake)  and  the 
free  T4  by  dialysis  are  a better  measure  of 
thyroid  hormonal  levels  in  pregnancy  and  in 
the  immediate  postpartum. 

Patients  with  only  mild  symptoms  of  thyro- 
toxicosis can  be  made  more  comfortable  with  a 
beta-blocker,  such  as  propranolol,  10-40  mg 
q.i.d.  Propranolol  has  a theoretical  advantage 
in  blocking  T4  to  T3  conversion  and  may 
actually  lower  T3  levels  (T3  is  considered  a 
more  active  hormone  than  T4).  The  thioa- 
mides,  such  as  propylthiouracil  and  methima- 
zole,  are  not  helpful  in  the  PPTT  syndrome  as 
the  levels  of  hyperthyroxinemia  are  generally 
falling  before  these  drugs  work  to  inhibit  new 
thyroid  hormone  formation.  Prolonged  hypo- 
thyroidism (4-6  weeks)  can  be  treated  with 
thyroid  hormone  supplementation,  using  1- 
thyroxine  2.08  mcg/kg/day  as  an  approximated 
dose.12  The  patient  can  always  be  withdrawn 
from  thyroid  hormone  and  retested  35  days 
later  with  a FTI  and  TSH.  Nicholai,  et  al.  have 
reported  a dramatic  shortening  of  the  thyro- 
toxic phase  in  patients  of  both  sexes  with 
“silent  thyroiditis”  (individuals  with  transient 
thyroid  dysfunction  associated  with  a lympho- 
cytic thyroiditis)  with  prednisone.  They  used 
prednisone,  50  mg/day  the  first  week,  40 
mg/day  the  second  week,  30  mg/day  the  third 
week  and  20  mg/day  the  fourth  week.9 

Postpartum  thyroid  dysfunction  may  be  a 
cause  of  the  “baby  blues”  in  some  women.1 
Emotional  irritability  and  lability  associated 
either  thyrotoxicosis  or  hypothyroidism  can  be 
a real  problem  in  a household  already  strained 
with  the  work  load  of  a new  baby. 

Summary 

Thyroid  dysfunction  is  more  common  post- 
partum than  is  generally  recognized.  Transient 
thyrotoxicosis,  followed  by  transient  hypothy- 
roidism, or  only  transient  or  permanent  hypo- 
thyroidism can  occur,  often  within  IV2  months 
to  9 months  following  delivery.  Because  of  this, 
women  should  be  checked  carefully  post- 
partum for  the  presence  of  a goiter  by  their 
obstetrician  or  family  practitioner.  Postpartum 
emotional  illness  may  sometimes  be  an  ex- 
pression of  thyroid  dysfunction. 
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Pulmonary  Carcinoid  Tumors: 
Experience  at  one  Hospital 
for  a 12-year  Period 


CARCINOID  tumors  comprise  only 
a small  percentage  of  all 
lung  tumors.  They  are  signifi- 
cant in  that  they  are  often  resectable  and 
curable.  They  are  thought  to  arise  from 
argentaffin  cells  and  are  sometimes  described 
as  argentaffinomas.  It  is  not  clear  whether  or 
not  they  are  all  potentially  malignant  as  has 
been  suggested  by  some.1  Because  of  their 
submuscosal  or  peripheral  location  and  the 
bland  nature  of  the  cells,  cytological  diagnosis 
can  be  difficult.2 

Methods  and  Materials: 

Fourteen  patients  were  seen  at  the  Metho- 
dist Hospital  from  1970  through  1982  with  the 
discharge  diagnosis  of  carcinoid  tumor  of  the 
lung.  Their  charts  were  reviewed  and  analyzed 
for  age  of  onset,  sex,  clinical  presentation, 
location  and  size  of  tumor,  bronchoscopic 
findings,  and  long-term  followup  which  was 
done  with  the  aid  of  the  Methodist  Hospital 
Tumor  Registry.  (See  Table  1 for  the  objective 
findings  of  our  study). 

Results: 

Of  the  14  patients,  six  were  male  and  eight 
were  female.  With  the  exception  of  four  cases, 
the  age  of  onset  was  greater  than  55  years.  Our 
major  clinical  presentation,  aside  from  an 
incidental  finding  on  chest  x-ray  was  that  of  a 
persistent  cough  (50%)  which  was  productive 
in  three  of  the  seven.  Only  one  patient 
complained  of  hemoptysis  or  in  sharp  contrast 
to  the  other  reports  showing  hemoptysis  as  a 
frequent  clinical  presentation. 

In  only  four  of  our  patients  was  the 
bronchoscopist  able  to  specifically  identify  a 
tumor  mass.  This  contrasts  with  prior  reports 
suggesting  a higher  frequency  of  visualiza- 
tion.8 

In  10  of  our  14  cases,  the  tumor  was  located 
on  the  right  side  (70%).  The  majority  of  these 
were  in  the  right  upper  or  middle  lobes.  The 
tumor  varied  in  size  from  a microscopic  focus 
to  3.5  cm  in  diameter. 
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Four  cases  (29%)  in  our  series  arose  from 
segmental  bronchi.  One  patient  (7%)  had  a 
peripheral  carcinoid  tumor.  An  additional 
patient  with  a carcinoid  arising  in  the  right 
middle  lobe  bronchus  had  the  associated 
finding  of  multiple  adjacent  tumorlets.  Only 
one  patient  also  showed  gross  evidence  of 
ulceration  of  the  bronchial  mucosa,  which 
explains  the  lack  of  tumor  cells  present  in  the 
sputum  or  bronchial  secretions  reported  pre- 
viously. Furthermore,  only  one  of  our  tumors 
was  found  to  have  metastasized  to  regional 
lymph  nodes,  which  is  consistent  with  previous 
findings. 

Treatment  was  entirely  surgical.  Nine  re- 
ceived at  least  a lobectomy,  but  five  (36%) 
required  only  segmental  or  wedge  resections. 
None  of  the  patients  received  any  additional 
chemotherapy  or  radiation  therapy. 

Three  of  our  cases  (22%)  showed  a some- 
what atypical  appearance.  One  had  a solid 
growth  pattern  associated  with  psammoma 
bodies;  another  consisted  of  closely  packed 
nests  of  cells  with  pleomorphic  nuclei,  hyper- 
chromatism, and  occasional  mitoses;  and  the 
third  one  showed  occasional  mitoses  and 
osseous  metaplasia.  The  incidence  of  lymph 


360  Nebraska  Medical  Journal  November  1984 


1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 


Table  I 


Age  Sex  Clinical 

Presentation 


Location  Size  Broochoscoplc 
cm.  findings 


Treatment 


Associated 
Features  and 
Pathology 


24  N 


Persistent  dry 

Right  2.2 

Marked  anterior  RUL  lobectomy 

Infiltrative 

cough,  low 

upper 

and  apical 

pattern 

grade  fever. 

bronchus. 

segment  narrowing 

through  the 

with  right 

in  the  RUL.  No 

bronchial  wall 

chest  pain. 

distinct  tumor 
Identified. 

Glandular  and 
trabecular  growth 
pattern. 

31  H 


Persistent  RUL 

cough,  bronchus 

recurrent 
UR  I,  no 

hemoptysis,  CXR 
postobstructive 
pneumonia  RUL. 


0.9  Small  tumor 
mass  In  the 
posterior  seg- 
mental bronchus 
resection. 


RUL  and  RML 
lobectomy 


Microscopical ly, 
there  was  Inf  1 1- 
tratlon  of  tumor 
through  the  level 
of  the  cartilage. 
Organized  abscess 
distal  to  tumor. 


71  F Dry  cough,  LUL  1.4  Normal 

weight  loss,  periphery 
CXR  revealed 
nodule  In  LUL. 

Past  hx: 
recurrent 
headaches. 


Left  upper 
lobe:  sub- 
total apical 
segmental 
resection. 


Microscopically,  a 
peripheral  carcinoid 
tumor . Solid  growth 
pattern. 


69  F 


Productive  LLL 

cough,  hemop-  bronchus 

tysls, 

congestion, 

weight  loss  x 

6 mos. 


3.5 


Red  friable 
pedunculated 
mass  In  the 
distal  portion 
of  the  left 
malnstem  bronchus 
originating  In  the 
LLL. 


Total  left  Solid  and  trabecular 

pneumonectomy  growth  pattern, 
and  mediastinal  Bronchial  carcinoid 
dissection.  arranged  In  mature 

osseous  trabeculae, 
and  a lobulated  rather 
than  expansile  growth 
pattern.  Negative  hilar 
lymph  nodes.  Broncho- 
pneumoniae. 


Persistent 

R 

3.5 

Normal 

cough,  no 

middle 

hemoptysis. 
CXR  revealed 

lobe. 

a right  Infra- 
hilar  mass. 

Nonlocal Ized 

Post. 

0.4 

Normal 

abdominal 

segment 

pain. 

Incidental  CXR 

of  RUL. 

finding;  history 

reveals  COPD. 
50-pack/year 
history  of 
smok Ing. 

Incidental 

RML 

2.2 

Normal 

CXR  revealed 
noncalclf led 
lesion  In  RML. 

bronchus 

Hx  of  Slaloadenltls. 

Hx  of  complete 
heart  block. 
Nonsmoker. 

RML  lobectomy  Peribronchial 

with  carcinoid  tumor, 

mediastinal  Evidence  of  vascular 

dissection.  invasion  of  the  tumor 

and  multiple  tumorlets. 
Solid  & glandular  growth 
pattern. 


Segmental 

resection  of  Organized  pneumonia 
posterior  seg-  with  microscopic  focus 
ment,  of  RUL.  of  carcinoid.  Solid  and 
trabecular  pattern. 


Right  middle  There  was  microscopic 

lobectomy.  evidence  of  regional 

peribronchial  lymph 
node  metastases. 
Trabecular  and  solid 
growth  pattern. 


44  M Incidental  LUL  3.0  Normal 

CXR  revealing  bronchus 
nodule  In  LU1 
with  evidence 
of  growth.  Hx 
of  coarctation 
of  aorta.  Hx 
of  hypoglycemia 
and  hypertension. 


64  M One-year  RLL  N.A.  Granular 

history  of  bronchus  bleeding  mass 

productive  In  proximal 

cough,  SOB,  l RLL  bronchus. 

development  of 

right  pleuritic 

pain,  no 

hemoptysis. 

Hx  Indicates  he 
smoked. 


Resection  of  Microscopic  findings 

posterior  Included  solid  growth 

segment  of  LUL.  pattern  with  little 
trabeculatlon,  also 
psammoma  bodies. 


RLL  lobectomy 
with  regional 
lymph  node 
dissection. 


Associated  organized 
pneumonia  with  abscess 
formation  and 
bronchiectasis.  The 
carcinoid  was  found 
microscopically  within 
an  Inflanroed  bronchus. 
Solid  growth  pattern. 


M Incidental 

RML 

0.8  Normal 

RML  lobectomy 

Atypical  carcinoid  with 

CXR  revealed 

bronchus 

hyperchromatism  and 

RML  lesion. 

pleomorphic  nuclei. 

Hx  Indicates: 

Closely  packed  cells, 

Angina 

highly  vascular. 

Emphysema 

Evidence  of  vascular 

Obesity 

Invasion  and  solid 

Smoker 

growth  pattern. 

F Intermittent 

Dorsal 

2.0  Normal 

Wedge 

Sol  id  and  glandular 

right  chest 

segment 

resection  of 

growth  pattern. 

wall  pain 
with  pleuritic 
pain  x 6-7 

of  RLL 

RLL. 

months.  No 
cough.  CXR 
revealed  RLL 
lesion. 

( Continued 

on  page  362) 

Followup 


Three  years  and  no 
evidence  of  recurrence. 


Two  years  and  no 
evidence  of  recurrence. 


18  months  and  no 
evidence  of  recurrence. 


5 years  and  no 
evidence  of  recurrence. 
Still  complains  of 
SOB  angina. 


Nearly  5 years  and  no 
evidence  of  recurrence. 


5 years  and  no  evidence 
of  recurrence. 


5 years  and  no  evidence 
of  recurrence. 


2 years  and  no  evidence 
of  recurrence.  Subsequently 
lost  to  followup. 


5 years  and  no  evidence 
of  recurrence. 


Died  3 years  and  3 months 
later. 


5 years  and  no  evidence 
of  recurrence. 
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63 

F 

Incidental 

Post.  3.0 

Normal 

Posterior 

There  was  secondary 

10  years  and  no 

evidence 

CXR  revealed 

segment 

segmental 

atelectasis,  lymph 

of  recurrence. 

an  ovoid 

LUL 

resection  of 

nodes  revealed 

lesion  In 

LUL  with 

anthrosl 1 icosls. 

LUL.Past  hx: 

regional 

Solid  and  trabecular 

NIDDN 

lymph  node 

growth  pattern. 

Obesity 

dissection. 

13 

69 

F 

Incidental 

HtUr  1.0 

Normal 

RUL  lobectomy 

Adenopapl 1 lary 

5 years  and  no  i 

evidence 

CXR  revealed 

region 

with 

appearance  with  cords. 

of  recurrence. 

an  ovoid 

of 

mediastinal 

nests,  and  papillary 

lesion  In 

epical 

dissection. 

patterns  of  growth. 

posterior 

posterior 

Irregular  nucleoli  but 

segment  of 

segment 

no  mitoses.  Lymph  nodes 

RUl.  Past 

of  RUL 

were  negative.  Mostly 

Hx:  back 

trabecular  growth  pattern. 

pain-chronic. 

14 

15 

F 

18-month 

RML 

Frlable- 

RML  and  RLL 

Grossly  there  was  extension 

5 years  and  no 

evidence 

history  of 

bronchus 

RML  lesion 

lobectomy 

through  the  bronchus 

of  recurrence. 

productive 

with 

mucosa,  associated  mucoid 

cough  with 

mediastinal 

production,  fc  tumor  extended 

hemoptysis. 

dissection. 

Into  several  bronchial 

wheezing,  CXR 

branches.  There  were  occasional 

revealed  con- 

mitoses, evidence  of  vascular 

solidation  RLL 

Invasion,  and  solid  and  trabecular 

and  RML. 

growth  pattern. 

metastases  is  reported  to  be  increased  when 
there  is  histologic  atypia,  but  our  three 
atypically  appearing  carcinoids  had  no  regional 
lymph  node  extension.  However,  only  one  of 
the  three  appears  to  have  met  the  criteria  to  be 
called  an  atypical  carcinoid,  as  described  by 
Mills,  et  al,4  and  this  was  the  one  case  of  the  14 
studied  who  died.  This  person,  patient  #10 
(see  Table),  was  admitted  to  the  emergency 
room  in  extemis  and  rapidly  expired.  He  had 
had  no  prior  history  of  recurrent  carcinoid. 
Although  no  autopsy  was  permitted,  recurrent 
carcinoid  tumor  is  unlikely. 

Discussion: 

Three  features  in  our  study  (of  the  clinical 
presentation,  histological  pattern,  treatment, 
and  survival)  carcinoids  tumors  of  the  lung 
warrant  further  discussion. 

First,  there  is  the  question  of  whether  the 
histological  pattern  of  the  carcinoid  correlates 
with  survival.  It  is  known  that  lung  carcinoids 
microscopically  arrange  themselves  in  “fes- 
toons” and  “ribbons”,  and  less  commonly  in 
solid  patterns  of  growth.  The  tumor  cells 
usually  exhibit  uniformity  of  appearance  with 
round  central  nuclei  and  rare  mitotic  figures. 
As  already  noted,  L.  A.  Johnson,  et  al5  found 
the  best  five-year  survival  rate  was  with  an 
insular  plus  glandular  growth  pattern,  while 
molecular,  glandular,  and  other  mixed  growth 
patterns  had  a somewhat  poorer  prognosis. 
Even  though  only  11  of  their  patients’  carcin- 
oids were  bronchial  in  origin,  their  growth 
patterns  were  mainly  in  the  “poor  prognosis” 
group.  Fisher,  et  al,6  however,  in  a retrospec- 
tive analysis  of  bronchial  carcinoids  that  had 
metastasized,  discovered  that  none  had  any 
specific  histological  pattern  that  enabled  them 


to  predict  future  behavior.  This  was  also  true 
in  the  series  reported  by  Godwin.7  Careful 
review  of  the  histological  features  of  our 
tumors  suggests  a wide  variety  of  cellular 
arrangements  including  closely  packed  cells 
(insular),  cords  with  nests  of  cells  and  papillary 
patterns,  and  mixed  sold  and  trabecular 
patterns.  Ironically,  the  only  nonsurvivor  in  our 
group  displayed  an  insular  growth  pattern 
which  usually  has  one  of  the  better  prognoses.5 

Secondly,  there  is  the  question  of  the 
relationship  of  oat  cell  carcinoma  and  bron- 
chial carcinoid.  Epidemiologically,  there  is 
strong  evidence  that  the  origin  of  oat  cell 
carcinoma  is  completely  different  from  that  of 
carcinoid.  Oat  cell  carcinoma  has  a higher  male 
to  female  ratio,  later  age  of  onset,8  and  positive 
correlation  with  smoking,  all  of  which  appear 
to  have  little  or  no  effect  on  the  incidence  of 
bronchial  carcinoid.9  In  our  study,  age  of  onset 
was  extremely  variable,  ranging  from  age  15  to 
71,  and  we  actually  had  a male  to  female  ratio 
of  less  than  one.  Nonetheless,  the  histologic 
and  cytologic  differentiation  of  these  two 
totally  different  behaving  tumors  suggests  a 
spectrum  of  findings.  Mill4  had  described 
three  types  of  tumors  in  this  spectrum.  Typical 
carcinoid  (TC),  atypical  carcinoid  (AC),  and 
small  cell  undifferentiated  carcinoma  (SCUC). 
Atypical  carcinoid  has  different  histological, 
ultrastructural,  as  well  as  prognostic  findings 
from  TC.  ACs  histologically  show  increased 
mitotic  activity,  increased  nuclear  to  cyto- 
plasmic ratio,  and  more  nuclear  pleomorphism 
than  the  TC  of  the  lung.  They  tend  to  be  more 
hypercellular  and  more  disorganized.  How- 
ever, these  findings  histologically  are  not  as 
marked  as  that  seen  in  small  cell  carcinoma. 
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One  still  sees  the  trabecular  and  solid  nest 
patterns  of  TC.  Indeed,  the  atypical  carcinoid 
behaves  more  aggressively  according  to  Mills, 
et  al.  In  their  study  of  17  patients  with  AC, 
eight  died  of  their  tumor.  Our  study  is 
inconclusive  concerning  the  supposed  more 
aggressive  nature  of  an  AC.  Only  one  of  our 
“atypically”  appearing  carcinoids  had  enough 
criteria  to  fit  Mills’  et  al  classification  of  AC, 
and  this  was  the  only  one  who  did  not  survive 
over  three  years  from  the  time  of  diagnosis, 
though  the  cause  of  death  remains  uncertain.  It 
should  be  noted  in  the  Mills  study  that  it  was 
not  the  cellular  atypia  that  correlated  with 
decreased  survival,  but  the  presence  of  vascu- 
lar invasion  and  hilar  metastases.  Neither  of 
our  patients  with  vascular  invasion  (#5,  14)  or 
metastasis  to  regional  lymph  nodes  (#7)  have 
shown  evidence  of  recurrence  of  their  disease. 

Lastly,  questions  have  arisen  as  to  the  origin 
and  behavior  of  the  peripheral  carcinoid 
tumor.  Bonikos,  et  al9  studied  five  peripheral- 
ly occurring  carcinoids.  He  found  one  with  a 
dominant  spindle-cell  pattern  which  tended  to 
behave  more  aggressively  and  was  associated 
with  lymph  node  metastases.  However,  his 
study,  as  well  as  ours,  is  too  small  in  number  to 
determine  if  five-year  survival  is  smaller  than 
that  associated  with  carcinoids  of  the  lung 
originating  in  the  bronchi. 

Summary 

Carcinoid  tumors  of  the  lung  are  relatively 
rare.  Although  survival  is  good  for  localized 
tumors,  they  may  have  an  unpredictable 
biological  potential  for  malignancy.  Prompt 
diagnosis  and  local  resection  is  usually  cura- 
tive. We  have  reviewed  our  experience  with 
fourteen  patients  over  a 12-year  period  and 
present  both  similarities  and  differences  from 
previous  reports.  Although  our  study  is  too 


small  to  reach  conclusions  which  are  statisti- 
ally  significant,  we  appear  to  confirm  the  good 
prognosis  when  the  tumors  are  localized  or 
have  metastasized  only  to  regional  lymph 
nodes.  Also,  cytologic  atypia  does  not  appear 
to  be  a good  predictor  of  metastasis. 

We  wish  to  express  our  appreciation  to 
Cathy  Kathol  of  the  Methodist  Hospital 
Tumor  Registry,  Christy  Janousek  of  Metho- 
dist Hospital  Medical  Records,  and  Joyce 
Schmid  of  The  Pathology  Center  at  Methodist 
Hospital  for  their  help  in  preparing  this 
manuscript. 
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Submandibular  Gland  Tumors 


Presented  at  the  American  College 
of  Surgeons  Meeting 
Nebraska  Medical  Association 
Meeting,  April,  1984 

THE  majority  of  submandibular 
gland  pathology  is  inflamma- 
tory. The  rare  submandibular 
gland  tumor  has  a high  incidence  of  malignancy 
and  an  aggressive  nature  that  make  up  a 
unique  disease  entity  different  from  that  seen 
in  the  parotid  gland.  Minor  salivary  gland 
tumors  have  even  worse  prognosis.  Salivary 
gland  tumors  make  up  approximately  3%  of  all 
tumors  occurring  in  the  human  body.  Sub- 
mandibular gland  neoplasm  accounts  for  only 
10%  of  all  salivary  gland  tumors.  The  rarity  of 
the  malignant  submandibular  gland  neoplasm 
coupled  with  a failure  to  appreciate  the 
aggressive  nature  of  this  lesion  frequently 
leads  to  inadequate  cancer  operations  at  the 
tumor’s  initial  resection.  This  paper  will 
present  a case  history  of  an  aggressive 
undifferentiated  submandibular  gland  tumor, 
with  a review  of  the  literature  concerning 
submandibular  gland  tumors  and  their  ap- 
propriate surgical  management. 

Case  History:  A 33  year  old  white  male 
presented  to  his  otolaryngologist  on  7/15/82 
with  a pea  sized  nodule  of  the  right  sub- 
mandibular triangle.  The  patient’s  past  medical 
history  included  low  dose  radiation  therapy  to 
the  face  and  neck  for  acne  at  age  18.  The  lesion 
was  firm,  tender,  and  mobile,  and  was  felt  to  be 
inflammatory.  He  received  two  courses  of 
antibiotics  which  failed  to  halt  the  growth  of 
the  lesion.  He  was  taken  to  the  operating  room 
on  8/11/82  after  the  mass  had  grown  to  2-3  cm 
in  diameter.  An  excisional  biopsy  of  the  gland 
was  performed;  frozen  sections  were  not 
performed.  All  tumor  was  felt  to  have  been 
adequately  excised.  Pathologic  diagnosis  was 
“high  grade”  mucoepidermoid  carcinoma.  An 
outside  pathologic  consultation  felt  the  lesion 
was  a small  cell  (non-oat  cell)  carcinoma  with 
epidermal  differentiation.  Two  weeks  post- 
operatively  the  patient  had  a recurrent  multi- 
nodular mass  in  the  right  posterior  sub- 
mandibular triangle.  Despite  the  obvious 
tumor  recurrence,  the  patient  remained  op- 
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posed  to  any  cosmetically  deforming  radical 
surgical  intervention.  He  was  referred  for  a 
second  opinion  to  the  University  of  Nebraska 
Medical  Center.  On  8/27/82  he  underwent  a 
right  submandibular  triangle  dissection  and 
supraomohyoid  neck  dissection.  The  hypo- 
glossal and  lingual  nerves  were  resected  with 
tumor  involvement.  The  mandible  was  felt  to 
be  free  of  disease.  Pathology  diagnosis  was 
poorly  differentiated  adenocarcinoma.  (See 
Figure  I) 

An  oncology  consultation  recommended 
postoperative  radiation  therapy.  He  received 
4000  Rads  to  an  anterior-posterior  right  neck 
port,  and  an  additional  2600  Rads  to  a right 
lateral  neck  port. 

The  patient  was  taken  to  the  operating  room 
on  11/16/82  for  incisional  biopsy  of  apparent 
tumor  recurrence  in  the  right  upper  neck. 
Pathologic  interpretation  at  that  time  was 
metastatic  poorly  differentiated  carcinoma. 

Combination  chemotherapy  was  initiated. 
The  patient  died  eight  months  after  the  initial 
presentation  from  local  recurrence.  (See 
Figure  II). 

Discussion 

Anatomy 

The  submandibular  gland  occupies  a posi- 
tion in  the  body  posterior  to  the  floor  of  the 
mouth  between  the  tongue,  mandible  and  the 
hyoid  bone.  Its  anatomy  places  it  in  close 
proximity  to  the  hypoglossal,  inferior  alveolar 
and  lingual  nerves.  Unlike  the  parotid  gland, 
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Figure  1 


Figure  2 


the  submandibular  gland  capsule  forms  early 
in  its  embryologic  development  and  there  are 
no  lymph  follicles  within  the  gland  itself.  The 
lymphatic  drainage  from  the  submandibular 
gland  follows  two  primary  routes,  both  of 
which  lead  to  the  deep  jugular  chain.  An 
alternate  route  from  the  lateral  and  posterior 
portions  of  the  submandibular  triangle  drain 
directly  to  a supraomohyoid  lymph  node  in  the 
mid-jugular  lymphatic  chain.  Reviewing  these 


anatomical  features,  it  becomes  apparent  that 
the  anatomy  of  the  submandibular  triangle 
favors  tumor  invasion  rather  than  tumor 
resistance. 

Etiology: 

Submandibular  gland  enlargements  will  be 
of  an  inflammatory  nature  in  up  to  90%  of  the 
cases.  The  patient’s  history  as  well  as  his 
physical  examination  will  generally  enable  the 
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physician  to  establish  an  inflammatory  etiology 
without  further  radiologic  or  laboratory  testing. 
Physical  examination  will  reveal  warmth  over 
the  submandibular  enlargement  with  erythema 
and  tenderness.  An  intraductal  calculus  may 
also  be  palpated  on  bidigital  examination.  The 
patient  may  note  the  size  of  the  mass  and 
tenderness  to  increase  following  meals.  The 
neoplasm  which  presents  within  this  region 
usually  manifests  itself  as  a painless,  firm 
mass.  Hanna,  et  al,  in  1978  reviewed  several 
series  of  submandibular  gland  tumors,  total- 
ling 632  cases.  In  this  series,  a 48%  incidence 
of  malignancy  was  noted.1  This  compares  with 
a 10%  incidence  of  malignancy  in  the  parotid 
gland. 

There  are  several  etiologic  factors  which  are 
felt  to  predispose  to  submandibular  gland 
malignancies.  Tobacoo  and  alcohol  abuse, 
chronic  infection  and  trauma  have  shown  no 
association  with  the  incidence  of  malignancy.1 
Previous  benign  mixed  tumors  can  show 
malignant  degeneration  within  the  submandi- 
bular gland,  as  is  seen  in  carcinoma  ex- 
pleomorphic adenoma  of  the  parotid  gland. 
Radiation  therapy  to  the  head  and  neck  for 
benign  disease  has  also  been  associated  with 
an  increased  incidence  of  submandibular  gland 
tumors.2’3 

Benign  neoplasms  of  the  submandibular 
gland  consist  almost  entirely  of  benign  mixed 
tumors.  McKenna  in  1983  reported  a 97% 
incidence  of  benign  mixed  tumors  within  this 
group.4  The  pleomorphic  adenoma  appears  to 
be  more  common  in  the  female,  will  appear  in 
the  fifth  and  sixth  decades  of  life,  and  usually 
will  have  been  symptomatic  for  greater  than 
two  years  prior  to  its  excision.  (Table  I) 


Table  I 


Benign  Malignant 

Sex 

Age 

Presentation 

Duration 
of  Symptoms 

female  male 

5-6th  decade  4-5th  decade 

painless  mass  painless  mass 

> 2 years  < 1 year 

The  malignant  submandibular  gland  tumor 
presents  in  a slightly  younger  population  with  a 
peak  incidence  in  the  fourth  decade  of  life. 


Symptoms  are  usually  present  for  less  than 
one  year  prior  to  the  patient  consulting  a 
physician.  The  majority  of  these  tumors  will 
occur  in  men.  The  most  common  malignant 
tumor  of  the  submandibular  gland  is  the 
adenoid  cystic  carcinoma,  as  reported  by 
Hanna  in  1978.  In  his  report  he  quoted  a 37% 
incidence  of  adenoid  cystic  carcinoma  and  a 
17%  incidence  of  mucoepidermoid  carcinoma.1 
The  exception  to  these  findings  within  the 
literature  was  that  reported  by  Conley,  et  al,  in 
which  he  found  an  equal  incidence  of  adenoid 
cystic  carcinoma  and  mucoepidermoid  car- 
cinoma.5 The  aggressive  nature  of  these 
malignant  lesions  is  demonstrated  by  Mc- 
Kenna’s reported  five  year  survival  for  adenoid 
cystic  carcinoma  of  23%,  and  for  mucoepi- 
dermoid carcinoma  of  39%.4  This  is  also 
supported  by  Conley’s  series  in  which  his  five 
year  survival  for  adenoid  cystic  carcinoma  was 
30%,  and  for  mucoepidermoid  carcinoma  was 
less  than  30%.5  Cervical  lymph  node  metastasis 
is  not  uncommon.  In  McKenna’s  study  of  all 
submandibular  gland  malignancies,  there  was 
a 34%  incidence  of  cervical  lymph  node 
metastasis  including  clinically  papable  and 
occult  disease  at  the  time  of  surgical  excision.4 
(Table  II)  In  addition,  he  notes  that  treatment 
failure  was  secondary  to  local  recurrence  50% 
of  the  time. 

Table  II 

Hanna. et  al. Literature  Review  632  Cases  - 1978 


Benign 52% 

Mai  ignant 48% 

Adenoid  Cystic  Carcinoma 37% 

Mucoepidermoid  Carcinoma 17% 

Undifferentiated  Carcinoma 10% 

Squamous  Cell  Carcinoma 11% 

Malignant  Mixed  Tumor 11% 

Adenocarcinoma 10% 

Other 3% 


Treatment:  As  the  above  statistics  indicate, 
the  malignant  lesion  of  the  submandibular 
gland  is  not  an  indolent  disease  entity.  This  is 
true  also  for  adenoid  cystic  carcinoma,  which 
in  the  parotid  gland  is  known  for  its  excellent  5 
and  10  year  survival  rates.  The  five  year 
survival  of  adenoid  cystic  carcinoma  origi- 
nating in  the  submandibular  gland  is  only  23%. 
In  addition  to  the  well  known  tendency  to 
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perineural  invasion,  a 40%  incidence  of  lympha- 
tic metastasis  to  cervical  lymph  nodes  is  seen.6 
Considering  these  statistics,  it  becomes  ap- 
parent that  aggressive  surgical  intervention  is 
needed.  Conley  states  “the  only  real  chance  for 
cure  lies  in  obtaining  an  adequate  specimen  at 
the  first  operation.5  Hanna  concurs  and  con- 
cludes: “it  is  essential  that  the  initial  pro- 
cedure be  as  radical  as  possible.”1  Similar 
views  were  found  throughout  the  literature 
pertaining  to  submandibular  gland  malig- 
nancies.4' 6' 8 

How  radical  should  the  surgical  intervention 
be?  In  view  of  the  overall  cervical  lymph  node 
metastasis  rate  of  up  to  34%,  and  a 50% 
incidence  of  local  recurrence,  it  seems  evident 
that  a submandibular  gland  excision  should 
include  the  entire  contents  of  the  submandi- 
bular triangle  including  pre-  and  post-vascular 
lymphatics.  A submandibular  gland  excision 
with  submandibular  triangle  dissection  is  not 
adequate  due  to  this  regions’  alternate  lympha- 
tic drainage  to  the  mid-jugular  lymphatic 
chain.  For  this  reason,  a neck  dissection  is 
recommended  in  all  cases  of  submandibular 
gland  malignancy.6  When  tumor  grossly  in- 
volves bone,  nerves  or  'lymphatics,  larger 
composite  resections  involving  excision  of 
the  involved  bone  and  nerves  are  indicated.1-4’5 
Adenoid  cystic  carcinoma,  with  its  tendency 
for  local  bone  and  perineural  invasion,  requires 
an  extensive  en  bloc  composite  resection 
incorporating  mandible,  inferior  alveolar,  lin- 
gual hypoglossal  nerves  with  a neck  dissection, 
if  extension  beyond  the  gland  is  seen.5  If  the 
tumor  is  low  grade,  and  contained  within  the 
submandibular  gland,  then  a supramohyoid 
neck  dissection  may  be  a reasonable  treat- 
ment alternative  resulting  in  less  morbidity. 
This  surgical  approach  should  detect  any  oc- 
cult metastasis  to  the  mid-jugular  lymph  nodes. 
This  is  particularly  true  for  the  less  aggressive 
carcinomas,  such  as  low  grade  mucoepider- 
moid and  acinic  cell  carcinoma  of  the  sub- 
mandibular gland,  where  five  year  survival 
following  resection  approaches  100%. 4 Ade- 
noid cystic  carcinoma  and  other  high  grade 
malignancies  should  have  a radical  neck 
dissection. 

Much  of  the  difficulty  in  management  of 
submandibular  gland  tumors  stems  from  the 
rarity  of  their  occurrence.  Thus,  the  likelihood 
that  both  the  patient  and  the  physician  may  be 


caught  off  guard  in  the  event  a malignancy  is 
present: 

“In  the  management  of  tumors  of  the 
submandibular  gland  there  is  an  opera- 
ting built-in  deception,  because  the  domi- 
nant and  most  frequently  found  path- 
ology in  this  region  is  that  of  imflamma- 
tion.  In  a sense  this  conditions  the  surgeon 
to  be  unprepared  for  malignant  neo- 
plasms.”5 

These  factors  make  it  difficult  for  the 
surgeon  to  perform  the  appropriate  primary 
surgical  procedure  in  the  event  of  cancer.  In  all 
planned  submandibular  gland  excisions,  ex- 
tensive preoperative  education  concerning  the 
possibility  of  malignancy  and  its  recommended 
surgical  therapy  is  needed.  Performing  an 
excisional  submandibular  gland  biopsy  for 
malignant  disease,  and  returning  at  a later  date 
when  recurrent  tumor  growth  is  evident  to 
perform  a radical  surgical  procedure  is  of  little 
value  in  controlling  the  disease.5  Many  sur- 
geons are  reluctant  to  make  any  intraoperative 
decisions  concerning  possible  ablative  pro- 
cedures on  the  basis  of  frozen  section  diag- 
nosis of  salivary  gland  lesions.  This  is  under- 
standable in  view  of  the  reported  high  inci- 
dence of  false/positive  and  false/negative 
diagnoses  on  frozen  sections  of  salivary  gland 
malignancies.7  Frozen  sections  are  still  recom- 
mended as  a routine  procedure.  Depending  on 
the  pathologist’s  skills,  the  information  ob- 
tained may  be  of  value  in  intraoperative 
decision  making.  Performing  a submandibular 
gland  excisional  biopsy,  and  awaiting  perma- 
nent histologic  results  prior  to  performing 
a “cancer  operation”  is  a reasonable  approach 
if  there  is  any  doubt,  clinically  or  pathologi- 
cally, concerning  the  diagnosis  of  malignancy. 
In  the  event  a malignancy  is  found,  one  should 
not  be  content  with  his  already  completed 
excision  of  the  gland.  Spiro,  et  al,  found  a 60% 
recurrence  rate  following  local  excision  of 
submandibular  gland  malignancies.  8 It  is 
recommended  that  the  surgeon  should  return 
to  the  operating  room  to  perform  a radical 
neck  dissection  and/or  further  ablative  re- 
sections as  each  individual  case  dictates  within 
48  hours  of  the  biopsy.5 

In  the  event  that  the  excisional  biopsy  is 
returned  as  a benign  tumor,  then  the  excisional 
biopsy  is  adequate  treatment  and  further 
surgical  invervention  is  not  indicated.  (See 
Table  III) 
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Table  III 


SUBMANDIBULAR  GLAND  ENLARGEMENT 


V 


| Sxcislonal  Biopsy 
V 


A 


A 


of  extravasation 
beyond  the  gland 


bony  or  lymphatic 
involvement 


I 


l 


Supraomohyoid 
Neck  Dissection 

A 


Ablative 

Procedure 

A 


involved  tissue 


N/ 

Await  Permanent 
Histologic  Sections 

A 


Conclusion 

Submandibular  gland  malignancies  are  a 
rarity,  and  the  average  surgeon  will  see 
relatively  few  during  his  career.  Therefore,  the 
head  and  neck  surgeon  must  be  careful  not  to 
be  caught  off  guard  in  such  a situation.  It  is 
recommended  that  all  submandibular  gland 
tumors  be  removed  in  the  form  of  an  excisional 
biopsy  containing  a cuff  of  normal  tissue  and 
pre-  and  postvascular  lymphatics  within  the 
submandibular  gland  triangle.  The  gland 
should  then  be  submitted  for  frozen  section. 
If  an  absolute  diagnosis  of  malignancy  can  be 
made  on  frozen  section,  and  there  is  evidence 
of  malignant  invasion  of  surrounding  lympha- 
tics, nerves  or  bones,  then  an  en-block 
resection  encompassing  all  involved  tissue 
should  be  performed  at  the  primary  setting.  If, 
however,  the  frozen  section  is  suggestive  of 
malignancy,  or  there  is  no  evidence  of  involve- 
ment outside  the  gland  itself,  the  wound 
should  be  closed  and  permanent  histologic 
sections  obtained.  If  permanent  histology 
reveals  a definite  malignancy,  further  surgical 
intervention  should  be  performed  within  48 
hours.  This  should  include  at  a minimum  a 
supramohyoid  dissection  for  the  low  grade 
tumors.  Radical  neck  dissection  and  composite 


resections  should  be  performed  for  high  grade 
tumors  when  pathology  and  clinical  appear- 
ance indicate.  The  importance  of  the  primary 
surgical  procedure  in  treatment  of  submandi- 
bular gland  malignancies  cannot  be  over 
emphasized. 
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FRACTURE  OF  THE  MONTH 

Avulsion  Fracture  of  the  Fibula: 
The  'Arcuate  Sign'  of 
Posterolateral  Knee  Instability 


THE  purpose  of  this  report  is  to 
describe  the  significance  of  this 
avulsion  fracture  as  an  indicator 
of  ligament  injury. 

Case  History:  An  18-year-old  high  school 
football  player  entered  the  emergency  room 
one  day  after  sustaining  a knee  injury  during  a 
football  game.  He  had  been  hit  from  behind 
during  punt  coverage  and  had  felt  a pop  and 
slipping  of  his  right  knee.  The  patient  was 
immediately  unable  to  walk,  so  he  remained  on 
the  bench  and  iced  the  knee;  only  mild  swelling 
occurred  initially.  He  continued  elevation  and 
cold  therapy  for  the  next  18  hours,  at  which 
time  he  came  to  the  emergency  room  com- 
plaining of  lateral  leg  pain  and  increased 
swelling.  Examination  of  the  right  knee  re- 
vealed a 3+  adduction  stress  test  at  30 
degrees  of  flexion,  compared  to  a negative 
adduction  stress  test  at  30  degrees  of  flexion 
on  the  left.  The  external  rotation  recurvatum 
test  was  limited  by  pain,  but  appeared 
questionably  positive.  A 1+  anterior  drawer 
sign  was  present  in  both  knees.  Moderate 
effusion  was  noted,  and  the  neurovascular 
status  was  intact.  Radiologic  examination 
revealed  a small  piece  of  bone  avulsed  from 
the  proximal  fibula.  (Fig.  1)  The  x-ray  was 
otherwise  normal. 

Discussion:  Injuries  to  the  lateral  side  of 
the  knee  often  present  with  especially  subtle 
signs,  both  clinically  and  radiographically.  This 
is  despite  the  fact  that  they  are  generally  more 
disabling  than  equivalent  disruptions  of  the 
medial  joint  structures.  Radiographs  may 
demonstrate  a fragment  of  bone  ranging  from  a 
faint  fleck,  as  in  this  case,  to  a piece  several 
millimeters  in  diameter.  When  avulsed  from 
the  fibular  head,  this  fracture  has  been  called 
the  arcuate  sign.  In  this  case,  the  bone  has 
been  pulled  off  by  injury  to  the  arcuate 
complex  comprising  the  posterolateral  corner 
of  the  knee.  In  particular,  this  includes  the 
fibular  collateral  ligament  and  the  posterior 
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one-third  of  the  lateral  capsule  known  as  the 
arcuate  ligament.  The  other  well-known  avul- 
sion fracture  associated  with  lateral  ligament 
injury  occurs  when  a piece  of  proximal  and 
lateral  tibial  condyle  is  pulled  off  by  the  middle 
one-third  of  the  lateral  capsular  ligament.  This 
is  then  known  as  the  lateral  capsular  sign1 
and  it  is  virtually  pathognomonic  for  acute 
anterolateral  rotatory  instability.  (Fig.  2)  The 
arcuate  sign,  on  the  other  hand,  is  typical  of 
acute  posterolateral  rotatory  instability.  Local 
swelling  or  hemarthrosis  may  displace  the 
fragment,  leading  to  confusion  as  to  the 
original  location  of  the  avulsed  fragnment.  Lack 
of  such  x-ray  signs  should  not  be  taken  to 
imply  that  the  capsule  and  other  ligamentous 
structures  are  intact,  as  interstitial  tears  are 
seen  more  commonly  than  avulsions. 

The  mechanism  of  this  injury,  which  results 
in  a posterolateral  knee  instability,  is  one  of 
force  against  the  anteromedial  tibia  with  the 
knee  in  extension,  resulting  in  posterolateral 
subluxation.2  Clinically,  the  patient  may  suffer 
only  minimal  pain  and  disability,  and  be  able 
to  remain  active  immediately  following  the 
injury.  Tenderness  and  swelling  often  are  mild, 
but  the  patient  may  note  pain  when  standing, 
along  with  the  sensation  that  the  knee  is 
unstable  in  extension  and  hyperextends.3 
Physical  findings  are  usually  subtle,  with  the 
adduction  stress  test  at  30  degrees  revealing 
only  a mild  laxity.  The  external  rotation  recur- 
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Figure  1A 

Figure  1A,  IB:  Initial  radiographs  of  this 

patient’s  knee  reveal  a faint  fleck  of  bone  superior  to 
the  fibular  head  on  the  anteroposterior  view.  This 
represents  an  avulsion  of  the  posterolateral  liga- 
ment complex,  known  as  the  ‘arcuate  sign’.  The 
photograph  as  shown  required  selective  under- 
exposure to  accentuate  the  findings.  The  lateral 
view  is  unrevealing. 

vatum  test  is  most  diagnostic,  but  the  findings 
here  again  may  be  difficult  to  interpret.  The 
test  is  performed  by  lifting  the  feet  of  the 
supine  patient  by  the  toes;  the  tibia  of  the 
injured  leg  will  rotate  externally  and  the  knee 
will  hyperextend  in  a positive  test.  A posterior 
drawer  test  may  be  positive,  but  should  be 
performed  with  and  without  internal  tibial 
rotation  to  distinguish  posterolateral  rotatory 
subluxation  from  posterior  cruciate  ligament 
injury.  Evaluation  may  be  difficult  without 
anesthesia,  and,  as  in  all  knee  examinations, 
the  contralateral  knee  should  be  used  for 
comparison. 

Management:  Four  days  after  the  injury, 
the  patient  was  taken  to  the  operating  room, 


Figure  IB 


Figure  2 


Figure  2:  Oblique  view  of  the  knee  of  a second 

patient  demonstrates  the  ‘lateral  capsular  sign’, 
indicating  an  avulsion  fracture  involving  the  proxi- 
mal tibial  insertion  of  the  middle  third  of  the  lateral 
capsule. 


370  Nebraska  Medical  Journal  November  1984 


where  examination  under  general  anesthesia 
confirmed  the  original  exam.  At  surgery  the 
medial  compartment  structures,  medial  and 
lateral  menisci,  and  both  cruciate  ligaments 
were  found  to  be  intact,  as  was  the  peroneal 
nerve.  A comlete  tear  of  the  arcuate  complex 
was  found,  with  a bony  fragment  pulled  from 
the  fibular  head.  The  superficial  portion  of  the 
biceps  femoris  insertion  was  also  pulled  off 
with  the  arcuate  complex.  The  mid-third  of  the 
capsular  ligament  was  seen  to  be  torn  from  the 
lateral  tibial  condyle.  The  iliotibial  tract  was 
tom  in  its  substance. 

Repair  was  performed  utilizing  staples  to 
reapproximate  the  ligaments  to  the  proximal 
tibia.  The  distal  arcuate  complex  and  biceps 
femoris  were  sutured  to  the  proximal  fibula 
and  the  iliotibial  tract  was  repaired.  After 
wound  closure,  the  knee  was  placed  in  75 
degrees  of  flexion  and  casted,  with  the 
inclusion  of  a pelvic  band  to  prevent  abduction 
and  external  rotation  at  the  hip.  On  the  third 
post-operative  day,  this  was  changed  to  a 3-D® 
knee  brace,  again  in  flexion  with  a pelvic  band. 
This  was  used  until  six  weeks  after  surgery.  At 
that  time,  the  brace  was  removed,  and 
additional  physical  therapy  was  begun,  in- 
cluding active  extension  only.  At  eight  weeks 
post-op,  range  of  motion  was  from  ten  degrees 


to  100  degrees  of  flexion.  The  patient  con- 
tinued to  progress  well,  and  at  four  months 
post  injury,  he  had  full  range  of  motion  and 
normal  ligamentous  stability  and  was  dancing 
in  stage  productions. 

Conclusions:  This  case  illustrates  the 
subtle  findings  associated  with  a serious 
posterolateral  instability  of  the  knee.  Clinical 
evaluation  is  dependent  on  knowledge  of  the 
mechanism  of  injury,  and  complete  and  careful 
knee  examination,  including  tests  for  postero- 
lateral instability.  Although  easily  overlooked 
on  initial  x-rays,  these  lateral  ligament  avul- 
sions are  more  disabling  than  equivalent 
medial  ligament  injuries,  and  patients  generally 
do  poorly  unless  the  ligaments  are  operatively 
repaired. 
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"MEDICINE  IN  TRANSITION" 

ADDRESS  PRESENTED  TO 
THE  HOUSE  OF  DELEGATES 
NMA  FALL  MEETING 

Members  of  the  house  of  delegates;  mem- 
bers, officers  and  staff  of  the  Nebraska 
Medical  Association;  and  guests:  the  theme  for 
this  year  has  been  Medicine  in  Transition,  but 
it  probably  could  have  been  more  properly 
termed  Medicine  in  Revolution.  The  speed 
with  which  the  DRG  reimbursement  was 
implemented  points  out  the  dynamic  environ- 
ment that  the  health  care  system  is  facing 
today.  Cost  pressures  are  the  principle  driving 
force  underlying  these  changes  as  we  have 
reached  care  expenditures  of  one  billion 
dollars  daily.  Over  the  past  several  decades, 
abundant  subsidies,  preferential  tax  treat- 
ment, entitlement  programs,  and  bottom  dollar 
insurance  coverage  have  shielded  the  con- 
sumer from  the  actual  cost  of  medical  care  and 
left  the  health  care  industry  in  marketplace 
failure.  Removing  the  consumer  from  the 
economic  transaction,  increasing  technological 
advances,  and  changing  demography  have 
resulted  in  continued  rising  costs.  We,  indeed, 
have  developed  the  best  and  most  accessible 
health  care  services  the  world  has  known. 
However,  with  continuing  cost  pressures,  the 
general  emerging  theme  is  that  the  health 
delivery  system  must  be  changed  and  soon. 
Unfortunately,  the  only  alternative  to  a sound 
“supply  and  demand”  marketplace  is  control- 
ling costs  by  regulation.  But  with  the  regulative 
system,  one  would  ultimately  expect  a break- 
down in  quality,  eventually  scarcity,  and  then 
rationing.  Government  initiatives  are  at  present 
a major  source  of  the  dynamic  change  in  the 
environment  of  medicine.  The  government, 
who  had  a major  role  in  building  this  elaborate 
system,  now  has  a plan  to  control  costs  by 
further  regulation  and  by  shrinking  the  system. 
Prospective  pricing  (DRG’s)  for  the  hospitals  is 
the  law  of  the  land  and,  functionally,  is  the 
equivalent  of  wage  and  price  control,  and  has 
the  faults  of  any  price  control  scheme.  But  the 
government  will  be  able  to  ratchet  that  down 
where  it  is  needed  to  control  costs.  It  is 
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anticipated  that  the  result  will  be  a loss  of  1,000 
“inefficient”  hospitals. 

The  physicians  are  not  going  to  be  left  out  of 
this  new  pricing.  Congress  has  frozen  phy- 
sicians’ fees  effective  July,  1984,  and  manda- 
tory assignments  will  probably  not  be  far 
behind.  Mandatory  assignments  will  give  gov- 
ernment the  necessary  tools  to  further  ratchet 
down  the  physicians'  fees  to  control  costs.  If  not 
mandatory  assignments,  we’ll  have  physician 
DRG’s  in  1985.  Cost  shifting  offers  no  solution 
either.  Without  further  cost  shift  to  the  elderly, 
without  changes  in  the  benefits,  and  with  the 
resistance  of  other  segments  of  society  to  bear 
the  cost  shift,  the  shift  will  be  to  the  providers. 
This  is  the  provider  cost  shift.  This  prospective 
pricing  system  is  the  most  powerful  restructur- 
ing influence  we  have  ever  had  in  the  health 
care  system.  DRG’ s are  more  than  a change  in 
the  financing  of  health  care;  they  threaten  to 
markedly  change  the  actual  delivery  system. 
These  revolutionary  changes  will  affect  the 
lives  of  all  doctors  of  medicine  as  the  control  of 
medicine  is  rapidly  passing  from  the  providers 
to  the  competitive  marketplace,  where  mone- 
tary risk  will  be  one  of  the  most  powerful 
motivating  elements.  The  threats  to  the  phy- 
sician and  their  conduct  and  control  of  their 
medical  practice  come  from  the  government, 
institutions,  businesses,  and  insurance  industry, 
and  ourselves. 
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Previously,  as  government  programs  paid 
less  for  health  services,  the  unpaid  expense 
was  cost  shifted  to  other  consumers,  but  this 
avenue  is  being  effectively  circumvented.  With 
decreasing  admissions,  occupancy  rates,  and 
revenues,  the  response  of  hospitals  operating 
without  effective  cost  shifting  will  be  cost 
management,  ventures,  and  consolidation;  all 
of  these  can  be  a potential  threat  to  the 
physicians  and  then’  patients.  Stringent  cost 
management  can  affect  nursing  care  and 
equipment,  both  of  which  may  and  indeed  will 
affect  the  quality  of  medical  care.  Many 
ventures  such  as  outpatient  clinics,  wellness 
centers,  free-  standing  Surgi-  Care  centers,  and 
satellite  clinics  are  now  delivering  the  health 
care  traditionally  given  by  physicians.  As  a 
result,  these  units  will  be  in  direct  competition 
with  the  physician  and,  in  particular,  the 
primary  care  doctor.  Cost  management  and 
ventures  will  be  necessary  for  survival  of 
medical  institutions,  but  without  carefully 
considered  input  from  physicians,  these 
measures  pose  a real  threat  to  the  control  of 
medical  practice  by  physicians.  Consolidation 
of  services  and  mergers  between  hospitals  are 
another  method  to  contain  costs,  and  some  will 
be  welcomed  as  long  overdue.  Competition,  as 
it  has  existed  in  the  system  of  bottom  dollar 
coverage  and  retrospective  payment,  was 
simply  a medical  arms  race.  But,  we  will  be 
seeing  further  growth  in  corporate  medicine 
such  as  Hospital  Corporation  of  America, 
American  Medical  International,  Humana  In- 
corporation, and  National  Medical  Enterprises, 
and  many  new  ones  that  are  also  being 
incorporated.  How  the  “for-profit”  proprie- 
taries will  function  under  the  impact  of  the 
changes  in  the  reimbursement  system  remains 
to  be  seen,  but  this  change  appears  to  be  a 
major  threat  to  the  traditional  practice  of 
medicine.  Profit  can  be  made  on  the  well  and 
near- well,  but  not  on  the  indigent  and  real  sick. 
Physician  control  of  the  determination  of  need 
for  hospitalization  will  change,  and  this  need 
may  well  be  a corporate  decision.  This  trend 
will  be  an  increasing  threat  to  the  physicians, 
then-  patients,  and  their  institutions. 

As  government  attempts  to  put  controls  on 
the  medical  world,  business  also  poses  a 
threat.  The  primary  concern  of  business  is 
medical  costs,  and  it  truly  is  a major  concern; 
as  with  our  present  tax  structure,  medical  costs 
have  added  significantly  to  the  price  of 


consumer  goods.  Business  is  rushing  to  cut 
costs  with  prepaid  programs,  provider  organi- 
zations, computer  listing  of  doctors,  contracts, 
and  even  more  regulation.  In  some  areas  like 
Massachusetts,  the  business  world  has  actually 
molded  the  very  way  medicine  is  practiced. 
Massachusetts  has  a very  complex  law  to 
control  hospital  expenses  and,  though  they  are 
exempt  from  the  DRG’s,  they  have  just  as 
tough  or  perhaps  a toucher  system  to  operate 
under  right  now,  and  this  was  formulated  by  a 
business  coalition. 

The  insurance  industry  also  presents  many 
threats  to  the  practicing  physicians  and  their 
patients.  Insurance  carriers  have  turned  to 
deductibles,  co-payments,  and  other  sound 
insurance  programs  that  offer  a major  risk 
approach  to  their  insured.  These  practices 
place  fiscal  responsibilities  with  the  patient 
which  is  essential  for  a sound,  competitive 
marketplace.  This  is  all  very  good  but  a whole 
new  industry  of  insurance  based  on  the 
concepts  of  prepaids  such  as  IPA’s  and  HMO’s 
is  rapidly  increasing.  Such  group  health 
organizations  are  a burgeoning  new  industry; 
many  are  private  investor- owned.  As  the 
pattern  of  decreasing  admissions  emerges, 
clearly  there  will  be  less  cost  as  the  entire 
system  shrinks.  Of  course,  decreasing  cost  is 
readily  sold  to  industry,  but  large  profits  are 
also  apparent  in  many  of  these  group  health 
programs.  In  the  long-run,  they  also  present  a 
real  threat  to  the  physicians  and  their  patients 
because  in  these  programs,  the  contractor  uses 
the  physician  as  a subcontractor  to  serve  the 
patient.  Tremendous  conflicts  of  interest  are 
very  apparent  in  this  triangle.  The  object  is  to 
use  the  subcontractor  to  curtail  services  to  the 
patient  so  the  contractor  does  not  have  to  pay 
the  consequences.  Many  will  have  built  in 
incentives  or  financial  risks  in  order  to 
accomplish  this  goal.  It  essentially  removes  the 
subcontractor,  the  physicians,  from  their  tra- 
ditional role  as  patient  advocate.  Many  of  the 
contractural  arrangements  also  severely  curtail 
entry  in  the  system  by  both  the  provider  and 
the  consumer.  Limited  practitioners  also  con- 
tinue to  be  a threat  to  the  physician  with  their 
continued  efforts  to  increase  their  scope  of 
practice  and  independence,  and  the  increasing 
utilization  of  them  by  contractors  for  monetary 
reasons. 

We  as  physicians  have  our  own  self-threat. 
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There  is  an  abundance  of  physicians,  and  our 
schools  are  still  graduating  physicians  in  the 
same  numbers  as  when  there  was  a physician 
shortage.  We  also  sit  with  a cottage  industry 
and  no  mechanism  to  carry  out  our  inescapable 
responsibility  to  our  patients  or  to  our 
community  in  this  time  of  transition  and  that  is 
a real  threat.  This  decentralized  cottage 
industry  has  been  and  still  is  one  of  the  more 
efficient  and  best  methods  of  providing  medi- 
cal care.  It  responds  most  rapidly  to  new 
advances;  it  allows  freedom  of  choice;  it 
preserves  the  physician  as  the  patient  advo- 
cate, and  insures  patient  privacy.  This  certainly 
is  in  deference  to  centralized  programs  such  as 
in  Russia  or  socialized  states  where  delays, 
obsolence,  and  rationing  are  inherent  in  the 
system.  However,  our  cottage  industry  does 
make  the  physicians  extremely  vulnerable  to 
being  bypassed  with  the  resultant  loss  of 
control  of  their  medical  practice.  Without  any 
organized  mechanism  to  contract  with  health 
insitutions,  business,  and  government,  our 
destiny  and  physician  control  of  medical  prac- 
tice is  vulnerable. 

Now  we  can’t  argue  that  change  is  upon  us 
and  that  change  is,  indeed,  necessary,  particu- 
larly in  regard  to  medical  costs.  However,  the 
changes  are  not  only  a change  in  the  financing 
of  medical  care  costs  but  also  a threat  to  the 
entire  delivery  system,  which  has  been  the 
finest  the  world  has  known,  albeit  costly. 
Traditionally,  change  is  resisted,  but  with 
careful  deliberation,  leadership,  and  studied 
action  based  on  sound  principles,  it  also  offers 
many  opportunities.  We  as  physicians  must 
maintain  control  of  the  practice  of  medicine. 
Who  else  can  innovatively  develop  the  most 
cost  effective  management  of  medical  care 
itself?  Technology  will  move  under  physician 
guidance  to  ever  more  cost  effective  medical 
management.  We  cannot  let  this  slip  away  to 
the  contractors  where  medical  decisions  may 
well  be  influenced  primarily  by  monetary 
guidelines.  To  protect  the  efficient  cottage 
industry,  we  must  be  thinking  in  terms  of 
financial  relationships,  and  most  important,  of 
setting  the  guidelines  for  necessary  medical 
services,  whether  fee  for  services  or  prepaid. 
We  have  to  be  excellent  cost  managers  and  be 
good  leaders  in  this  field.  We  have  to  remain  as 
the  patient’s  advocate  and  to  respond  to  our 
patient’s  needs  and  desires.  We  have  to  stand 
for  unobstructed  entry  into  the  system  both  for 


the  consumer  and  the  provider.  We  have  to  get 
involved  in  community  health  care  coalitions 
that  have  broad  representation  from  industry, 
medicine,  hospitals,  communities,  government, 
and  insurance  carriers  so  that  we  can  work 
together  in  a manner  to  help  restore  a sound 
marketplace.  We  can’t  stand  for  curtailment  of 
needed  services  on  a financial  basis.  We  can 
apd  must  work  with  our  national  organizations 
to  create  a truly  economically  competitive 
system  with  insurance  back  to  a major  risk 
approach,  consumers  with  fiscal  responsibility, 
a supportive  tax  structure,  and  free  entry  into 
the  system  which  has  the  physician  in  control 
of  medical  practice  and  not  the  physicians  a 
technician  of  corporate  planning. 

If  we  act  on  these  principles,  we  can  face 
with  vigor  and  opportunity  the  transition  in 
medicine  that  our  society  is  asking  of  us. 
Medicine  is  in  a remarkably  rapid  transition, 
and  without  reorganization  soon,  the  future 
looks  bleak.  With  reorganization,  there  is  a 
world  of  opportunity.  The  Nebraska  Medical 
Association  appointed  a long-range  planning 
committee  chaired  by  Dr.  Warren  Bosley  and 
consisting  of  Nebraska  Medical  Association 
past  presidents,  officers,  delegates,  and  alter- 
nate delegates  that  convened  for  a day-long 
planning  session.  A summary  of  their  report  is 
contained  in  the  board  report.  The  Board  of 
Directors  of  the  Nebraska  Medical  Association 
at  its  summer  meeting  further  amplified  on 
this  report,  assigning  to  existing  commissions 
certain  portions  of  the  problems  for  further 
study  and  creating  special  task  forces  to  study 
far-reaching  implications,  such  as  alternative 
delivery  systems,  redefinitions  of  goals,  and 
inter- physician  relationships.  These  studies 
are  outlined  in  your  board  report.  We  must 
gather  up  all  the  medical  resources  in  this  state 
in  order  to  respond  to  the  dynamic  changes  on 
the  horizon.  With  our  changing  system,  we  are 
all  going  to  be  affected.  So  we  all  must  become 
part  of  the  planning  for  the  appropriate 
changes  that  will  enable  us  to  serve  our 
patients  the  very  best.  Physician  innovation  is 
our  best  hope  for  medical  cost  containment  in 
the  future  with  the  quality  of  care  a foremost 
consideration.  The  prospective  pricing  system, 
as  all  price  control  schemes,  won’t  be  in  the 
running  if  we  do  the  job  society  is  asking  of  us. 
It  has  come  down  to  “Physician  Heal  Thyself’. 

Herbert  E.  Reese,  M.D. 
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The 

Auxiliary 


MEMBERSHIP 

We  have  been  challenged  by  Iowa  to 
increase  our  membership  by  a greater  percen- 
tage for  1984-85  than  they  do. 

Can  we  do  it?  Of  course  we  can  and  we  need 
all  of  you,  every  physician’s  spouse  across  the 
state  of  Nebraska  to  be  a member. 

What’s  in  it  for  you?  You  will  receive 
Facets,  a magazine  with  information,  educa- 
tional and  interesting  articles.  Project  Bank, 
information  to  help  you  with  your  community 
projects,  is  free  for  the  asking  from  American 
Medical  Association  Auxiliary.  Information  on 
fund  raisers,  organizing  health  projects  in  the 


schools,  drug  abuse,  and  child  abuse  is 
available.  The  social  activities  of  each  auxiliary 
and  the  common  bond  we  all  have  being 
spouses  of  physicians  are  added  reasons  for 
joining  the  Nebraska  Medical  Associaton 
Auxiliary. 

Our  game  plan  is  called  Join  A-T'non.  We 
will  be  contacting  every  physician’s  spouses  by 
phone  sometime  in  November,  December,  or 
January.  You  will  be  receiving  correspondence 
prior  to  this  from  your  Auxiliary  or  from 
Colleen  Adam  who  will  be  contacting  members- 
at- large.  Please  give  us  a try  and  be  one  of  the 
special  members  of  the  Nebraska  Medical 
Association  Auxiliary. 

Bev  Kruger 


Welcome  New  Members 


David  L.  Meyer,  MD. 
109  North  29  th  St. 
Norfolk,  NE  68701 

Kevin  Coughlin,  MD. 
Geneva,  NE  68361 


Peter  J.  Whitted,  MD. 
434  Doctors  Bldg. 
Omaha,  NE  68131 

Donald  J.  Walla,  MD. 
2300  South  13  th  St. 
Lincoln,  NE  68502 
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Coming  Meetings 


1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 

UNIVERSITY  OF  NEBRASKA 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA  — Business  meeting  for  fall  elec- 
tion, Wednesday,  November  7,  1984,  7:30 
p.m.,  Center  for  Continuing  Education 
Amphitheater,  UNMC  campus,  Omaha. 
Refreshments.  All  AOA  Alpha  members 
encouraged  to  attend. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  - ALPHA  OMEGA 
ALPHA,  ALPHA  CHAPTER  - Third 
Annual  December  Convocation  — Wednes- 
day, December  5,  1984,  12:00  noon,  Center 
for  Continuing  Education  Amphitheater, 
UNMC  campus,  Omaha.  Speaker:  Robert 
James  Anderson,  M.D.,  F.A.C.P.,  1968 
alumnus  of  the  NU  College  of  Medicine,  and 
nationally  known  Nephrology  expert  from 
Denver,  Colorado.  All  AOA  members  of 
both  Alpha  Chapter  and  Beta  Chapter 
(Creighton  University)  are  cordially  invited, 
and  students,  faculty  and  guests.  AOA 
Alpha  members  are  also  invited  to  meet 
the  new  nominees  at  a reception  on  Decem- 
ber 5 at  5:30-7:00  p.m.,  in  the  lobby  of 
the  Center  for  Continuing  Education, 
UNMC  campus,  Omaha. 

CREIGHTON  UNIVERSITY 

SPECIAL  PROBLEMS  IN  DERMATOLOGY, 
Nov.  25-30, 1984,  Nassau,  Bahamas.  Program 
Co-Directors:  Ramon  Fusaro,  M.D.,  Ph.D. 
and  Edward  A.  Krull,  M.D.  For  information: 
CME  office  (402)  280-2550. 


INFECTIOUS  DISEASES/METABOLIC 
BONE  DISEASE,  Ixtapa,  Mexico.  Series  of 
week-long  seminars  beginning  Nov.  28,  1984 
and  ending  Apr.  10,  1985.  Program  Director: 
W.  Eugene  Sanders,  Jr.,  M.D.  For  informa- 
tion: CME  office  (402)  280-2550. 

PRACTICAL  CARDIOLOGY  FOR  THE 
GENERALIST,  Dec.  1-8,  1984,  Freeport, 
Bahamas.  Program  Director:  Joseph  D. 
Lynch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

CLINICAL  ENDOCRINOLOGY  & NEPH- 
ROLOGY FOR  THE  PRACTICING  PHY- 
SICIAN, Feb.  2-9,  1985,  Ocho  Rios,  Jamaica. 
Program  Director:  Paul  Steffes,  M.D.  For 
information:  CME  office  (402)  280-2550. 

CARDIOLOGY:  STATE  OF  THE  ART,  Feb. 
9-16,  1985,  Puerto  Vallarta,  Mexico.  Program 
Director:  Syed  Mohiuddin,  M.D.  For  in- 
formation: CME  office  (402)  280-2550. 

CARDIOPULMONARY  DISEASE,  Feb.  16- 
23,  1985,  Ocho  Rios,  Jamaica.  Program 
Director:  Walter  O’Donohue,  Jr.,  M.D.  For 
information:  CME  office  (402)  280-2550. 

MEDICAL  & SURGICAL  ONCOLOGY  FOR 
PRIMARY  PRACTITIONERS  & GEN- 
ERAL SURGEONS,  Feb.  23  - Mar.  3,  1985, 
Puerto  Vallarta,  Mexico.  Program  Director: 
James  Mailliard,  M.D.  For  information: 
CME  office  (402)  280-2550. 

REVIEW  AND  UPDATE  - GENERAL 
PEDIATRICS  AND  FAMILY  PRACTICE 
— March  3-8,  1985.  Sponsors:  Creighton 
University  School  of  Medicine,  University  of 
Kansas  College  of  Health  Sciences,  Univer- 
sity of  Nebraska  College  of  Medicine. 
Location:  Sheraton  Hotel,  Cancun,  Mexico. 
Credit:  25  hrs.  AMA  Category  I.  Fee:  $400 
Physicians,  $200  Residents.  Topics:  Infec- 
tious Diseases,  Pediatric  Orthopedics, 
Dermatology,  Endocrinology,  Pediatric  and 
Adult  Cardiology. 
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UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
University  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

ANNUAL  DIABETES  SYMPOSIUM  — 
November  2,  1984.  Sponsor:  University  of 
Kansas  Medical  Center.  Location:  Batten- 
feld  Auditorium,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  AMA  Cat.  I, 
AAFP,  CNE.  Fee:  TBA. 

LEUKEMIA  SOCIETY  ANNUAL  SYM- 
POSIUM — November  9,  1984.  Sponsor: 
University  of  Kansas  Medical  Center  and 
The  Leukemia  Society  of  American,  Inc., 
Metropolitan  Kansas  City  Chapter.  Loca- 
tion: Alameda  Plaza  Hotel,  Wornell  at  Ward 
Parkway,  Kansas  City,  Missouri.  Credit: 
AMA  Cat.  1,  AAFP.  Fee:  TBA. 

DEMENTIA:  DEALING  WITH  PATIENT 
AND  FAMILY  DEPRESSION  — November 
14,  1984.  Sponsor:  University  of  Kansas 
Medical  Center,  Greater  Kansas  City  Area 
Alzheimer’s  Disease  and  Related  Disorders 
Association.  Location:  Battenfeld  Auditori- 
um, University  of  Kansas  Medical  Center, 
39th  and  Rainbow  Blvd.,  Kansas  City,  KS. 
Credit:  7 contact  hours  (0.7  CEUs)  Nursing 
Education  credit,  8 hours  AMA  Category  I 
credit,  Social  Worker  and  Physical  Therapist 
credit  pending.  Fee:  $30. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  CO2  LASER  IN  ENT  SURGERY  — 
September  6-7,  November  29-30,  1984  and 


February  21-22,  June  13-14,  1985.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 


ADVANCED  TRAUMA  LIFE  SUPPORT  - 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AMA  Cat.  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Ixtapa, 
Mexico.  Credit:  20  hrs.  AMA  Category  I, 
18  Prescribed  hrs.  AAFP,  20  cognates, 
Formal  Learning,  ACOG.  Fee:  Registration 
and  Land  Package:  Physicians  $699,  Spouses 
Attending  Course  $599,  Spouses  Not  At- 
tending Course  $499.  Registration  only: 
Physicians  $200,  Spouses  $100.  Description: 
This  year’s  postgraduate  course  will  con- 
centrate primarily  (but  not  exclusively)  on 
the  surgical  approaches  to  obstetrical  and 
gynecological  disorders.  Some  of  the  newer 
and  most  exciting  techniques  will  be  pre- 
sented, but  equal  time  will  be  given  to  the 
review  of  the  latest  modifications  of  older 
surgical  procedures.  Included  in  the  non- 
surgical  portion  of  the  course  will  be  dis- 
cussions of  psychological  concerns  confront- 
ing the  physician,  the  nurse  and  the  patient. 


November  1 984 


Nebraska  Medical  Journal 


377 


Picture  Gallery 


1984  NMA  Fall  Session 


Board  of  Councilors  meeting. 


Nebraska  Foundation  for  Medical  Care  Board  of 
Directors  meeting. 


Board  of  Councilors  meeting. 


Nebraska  Foundation  for  Medical  Care  Board  of 
Directors  meeting. 


Doctor  Herbert  E.  Reese  addressing  NFMC  Board 
meeting. 


Doctor  Gregg  F.  Wright  addressing  the  House  of 
Delegates. 


Mrs.  John  T.  Kos  addressing  the  House  of 
Delegates  on  the  MEDVOTE  project. 
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Alastair  M.  Connell,  M.D.  addressing  the  House  of 
Delegates. 


Doctor  John  D.  Coe  addressing  the  House  of 
Delegates. 


Doctor  David  Bacon  addressing  the  House  of 
Delegates. 


Doctor  Robert  S.  Long  addressing  the  House  of 
Delegates. 


Doctor  Herbert  E.  Reese  addressing  the  House  of 
Delegates. 


House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 
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House  of  Delegates  Reference  Committee  in 
session. 


House  of  Delegates  Reference  Committee  in 
session. 


Doctor  Francis  D.  Donahue  presenting  Reference 
Committee  report. 


Doctor  Russell  L.  Gorthey  presenting  Reference 
Committee  report. 


Doctor  Robert  J.  Morgan  presenting  Reference 
Committee  report. 


Doctor  Charles  F.  Damico  presenting  Reference 
Committee  report. 


Doctor  Richard  B.  Svehla  presenting  Reference 
Committee  report. 


Doctor  Warren  G.  Bosley  presenting  Reference 
Committee  report. 
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WashingtoN otes 

(Continued  from  page  13 A) 

arthritis  victims  in  whom  the  risk  of  fatal 
blood  disorders  is  reasonably  related  to  the 
benefits. 

* the  labeling  should  be  tightened  to  emphasize 
to  doctors  that  they  should  not  prescribe 
the  drugs  for  acute,  self-limiting  conditions. 

* * * 

HCFA  Lowers  DRG  Payments 
to  Hospitals 

New  data  indicate  Medicare  hospital  pay- 
ments for  fiscal  1985  should  be  even  lower 
than  the  limits  proposed  in  July,  Health  Care 
Financing  Administration  officials  told  a 
Senate  panel  in  August. 

The  proposed  increase  of  about  4%  is 
regarded  as  inadequate  ahd  unfair  by  hospitals 
and  some  Congressmen,  however,  and  HCFA 
Administrator  Carolyne  Davis,  Ph.D.,  said  the 
industry  and  Congressional  objections  will  be 
weighed  against  the  implications  of  the  new 
data  in  determining  whether  to  adjust  the 
proposed  payment  levels.  She  warned,  how- 
ever, that  if  the  current  payment  formula  is 
challenged,  similar  results  can  be  achieved 
through  other  less  equitable  adjustments. 

The  levels  proposed  in  July  would  result 
from  a 5.6%  increase  in  DRG  rates  combined 
with  a 2.4%  across-the-board  decrease  in  DRG 
weights. 

Davis  told  the  Senate  Finance  Health 
Subcommittee  on  August  8 that  the  adjust- 
ment was  necessary  to  comply  with  the 
“budget  neutral”requirements  of  the  DRG  law. 
She  maintained  that  the  2.4%  adjustments  in 
weights  was  required  because  hospitals  had 
upgraded  the  intensity  of  their  coded  admis- 
sions by  more  than  anticipated. 

Hospitals  contend  that  the  changes  in 
coding  reflect  actual  changes  in  their  patient 
case  mix  and  claim  that  HCFA  is  miscon- 
struing the  “budget  neutrality”  provisions. 
Both  Finance  Committee  Chairmen  Sen. 
Robert  Dole  (R-KS)  and  Subcommittee  Chair- 
man David  Durenberger  (R-MN)  have  asked 
the  Reagan  Administration  to  reconsider  its 
proposed  payment  levels.  According  to  news 


reports,  HHS  Secretary  Margaret  Heckler 
intends  to  honor  their  requests  and  direct  that 
the  weight  reduction  not  be  included  in  final 
regulations  due  September  1. 

* * * 

Fallout  from  E-Ferol 

The  Food  and  Drug  Administration  (FDA) 
announced  in  September  that  it  will  take  new 
regulatory  steps  to  protect  against  another  E- 
Ferol-type  problem. 

One  year  ago,  some  physicians  began  using 
intravenous  E-Ferol  to  prevent  vitamin  E 
deficiency  in  premature  newborns  in  high 
oxygen  environments  with  hopes  of  averting 
blindness.  Some  38  infants  reportedly  died 
from  the  drug. 

Because  IV  E-Ferol  was  a new  form  of  an  old 
product  — the  single  entity  vitamin  — FDA 
staffers  had  assumed  that  it  would  be  no  more 
dangerous  than  the  existing  intramuscular  and 
oral  forms  of  the  vitamin.  Instead,  it  caused 
massive  ascites,  liver  abnormalities,  jaundice, 
•splenomegaly,  and  thrombocytopenia. 

In  a letter  to  Rep.  Ted  Weiss  (D-NY),  FDA 
Commissioner  Frank  E.  Young,  M.D.,  de- 
scribed new  changes  in  FDA  drug  approval 
policy  to  prevent  occurrence  of  this  type  of 
problem: 

* enforcement  action  against  any  unapproved 
drug  product  that  differs  from  pre-1962 
products  in  dosage  strength,  form,  route  of 
administration,  indications  for  use,  intended 
patient  population,  or  formulation.  It  is  not 
safe  to  presume  that  a new  product  is  safe 
merely  because  it  is  “related”  to  a pre-1962 
drug  now  on  the  market,  Dr.  Young  said. 

* a new  requirement  that  manufacturers  and 
distributors  of  all  drug  products  submit  to 
FDA  any  important  adverse  reaction  informa- 
tion. 

* inspections  of  all  parenteral  drug  manu- 
facturing plants  in  this  country,  with  special 
attention  given  manufacturers  of  small  volume 
parenterals  such  as  E-Ferol. 

In  addition,  the  agency  will  do  more  to 
encourage  physicians  to  report  adverse  re- 
actions to  FDA. 

* * * 
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IAT  Materials  Inefficient,  Dangerous 

Materials  used  in  the  controversial  immuno- 
augmentative  therapy  (IAT)  appear  ineffective 
and  may  cause  viral  hepatitis  and  bacterial 
abcess,  according  to  cancer  treatment  special- 
ists at  the  National  Cancer  Institute. 

IAT  is  an  unproven  cancer  treatment  ad- 
ministered in  Freeport,  Grand  Bahamas,  by 
zoologist  Lawrence  Burton.  In  the  past  six 
years,  an  estimated  1900  cancer  patients  have 
traveled  to  Freeport  to  receive  injections  of  a 
mixture  of  necrotic  tumors  and  blood  in  hopes 
of  restoring  their  immune  function. 

Burton’s  Immunological  Research  Center 
claims  50%  response  rates  with  IAT  in  a wide 
variety  of  tumors  such  as  ovarian,  prostate  and 
small  cell  lung  cancer,  histiocytic  lumphoma, 
and  acute  leukemia. 

The  National  Cancer  Institute,  however, 
says  it  cannot  establish  either  a scientific  basis 
for  IAT,  or  evidence  of  its  effectiveness  in 
cancer  treatment. 

A recent  analysis  of  IAT  reagants  supplied 
to  NCI  by  five  U.S.  patients  revealed  that  the 
injections  consist  of  simple  blood  proteins 
devoid  of  biological  activity.  In  addition,  all 
materials  were  contaminated  with  bacteria  and 
four  were  positive  for  hepatitis. 

The  Centers  for  Disease  Control  also  have 
discovered  bacterial  contamination  of  IAT 
material.  Moreover,  they  reported  abcesses  in 
5 of  every  100  patients  treated  with  IAT.  Most 
were  infected  with  nocardiosis,  a type  of 
bacteria  rare  in  humans  but  common  in  cattle. 
In  two  patients,  the  infections  could  not  be 
controlled  with  surgery  or  antibiotics. 

* * * 


Physicians  Not  Signing  Up  Early 

By  mid- September,  only  10  to  12%  of 
physicians  had  signed  agreements  to  become 
Medicare  “participating  physicians,”  accord- 
ing to  a survey  by  the  Health  Care  Financing 
Administration. 

The  agency,  which  gave  physicians  until 
October  1 to  choose  whether  or  not , to  be 
participating  or  nonparticipating  physicians, 
believes  the  proportion  of  participating  MDs 
will  increase  as  the  deadline  approaches. 


To  answer  physicians’  questions  regarding 
the  freeze  and  participating  physicians  pro- 
visions enacted  this  summer  in  the  Deficit 
Reduction  Act,  HCFA  established  a hotline. 
The  hotline,  which  will  also  handle  calls  about 
the  act’s  laboratory  reimbursement  modifica- 
tions, can  be  reached  by  calling  301-594-9504. 

The  participating  physician  provisions  were 
the  subject  of  a massive  grass  roots  campaign 
by  the  American  Association  of  Retired 
Persons.  Calling  them  “one  of  the  biggest 
health  care  cost  control  measures  to  come 
along  for  a long  time,”  the  16- million  member 
organization  launched  a nationwide  campaign 
to  encourage  physicians  to  sign  up  for  the  new 
option. 

Kicked  off  at  a press  conference  with 
Congressional  and  Reagan  administration  par- 
ticipation, the  campaign  involved  mailings  to 
30,000  AARP  volunteer  community  leaders. 

Responding  to  the  AARP.  American  Medical 
Association  Executive  Vice  President  James 
Sammons,  ED.,  urged  physicians  to  continue 
to  accept  or  not  accept  assignment  according 
to  individual  patient  needs.  He  noted  that  the 
AMA  has  challenged  the  provisions  in  court. 


* * * 

Bill  to  Discipline  ‘Bad’  Physicians 
Clears  House  Unit 

The  House  Ways  and  Means  Committee  has 
approved  a bill  (HR  5989)  that  would  expand 
the  federal  government’s  authority  to  act 
against  physicians  and  other  practitioners 
disciplined  by  state  boards  or  sanctioned  by 
Medicare  and  Medicaid. 

Originally  introduced  in  the  Senate  as  S 
2744  by  Senate  Aging  Committee  Chairman 
John  Heinz  (R-PA),  the  measure  was  intro- 
duced in  the  House  by  Rep.  Henson  Moore  (R- 
LA)  who  said  he  hopes  to  see  it  enacted  before 
Congress  adjourns  in  October. 

The  bill  stems  from  a General  Accounting 
Office  investigation  recommending  that  Medi- 
care and  Medicaid  be  given  authority  to 
exclude  any  practitioner  whose  license  had 
been  removed  by  a state  licensing  board.  It 
followed  a GAO  investigation  which  traced 
practitioners  who  lost  their  licenses  in  three 
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states.  One- third  of  these  physicians  held 
licenses  in  other  states  and  at  least  10%  of 
them  enrolled  as  Medicare  or  Medicaid  pro- 
viders in  another  state. 

As  approved  by  the  committee,  the  measure 
excludes  from  Medicare  and/ or  Medicaid  any 
provider  convicted  of  financial  fraud  or  abuse 
of  patients  or  controlled  substances  in  connec- 
tion with  any  state,  federal  or  local  health 
program.  Any  institution  or  entity  whose 
owner,  manager  or  director  had  been  sanc- 
tioned by  Medicare  could  also  be  excluded. 
The  minimum  exclusion  is  for  five  years. 

The  committee  made  several  modifications 
in  the  proposal  that  had  been  approved  by  its 
health  subcommittee.  A requirement  that  state 
licensing  boards  inform  HHS  of  all  sanctions 
and  license  revocations  imposed  on  health  care 
practitioners  was  modified  to  permit  HHS  to 
acquire  this  from  private  agencies  that  already 
collect  it.  A provision  permitting  exclusion  of 
providers  failing  to  grant  immediate  access  of 
records  to  the  inspector  general  was  changed  to 
authorize  suspension  of  payment  rather  than 
exclusion. 

The  modifications  respond  to  suggestions  of 
witnesses  at  a subcommittee  hearing.  American 
Medical  Association  Board  of  Trustees  mem- 
ber Dr.  John  Ring  criticized  the  exclusion 
authority  against  providers  refusing  access  to 
records. 

“Provisions  such  as  exclusion  for  failure  to 
grant  the  inspector  general  immediate  access 
to  records  involve  neither  the  professional 
fitness  of  the  practitioner  or  any  serious  threat 
to  the  program  involved,”  Dr.  Ring  said. 
Complying  with  administrative  requirements 
of  federal  programs  may  be  important,  he 
added,  but  “they  are  a far  cry  from  losing  a 
license  to  practice  medicine  because  of  in- 
competence.” 

In  other  testimony,  the  inspector  general 
along  with  the  Federation  of  State  Medical 
Boards  of  the  United  States,  urged  deletion  of 
the  requirement  that  states  report  disciplinary 
actions  to  HHS.  They  argued  that  voluntary 
organizations  like  the  Federation  already  are 
maintaining  a registry  which  the  federal 
government  could  tap  into. 

* * * 


California  PRO  Contract  Draws  Protest 

A three-way  competition  for  the  nation’s 
largest  peer  review  organization  (PRO)  con- 
tract ended  in  September  with  the  award  of 
the  California  PRO  contract  to  California 
Medical  Review,  Inc.  (CMRI) 

In  winning  the  $27  million  contract,  CMRI 
triumphed  over  the  United  Foundations  for 
Medical  Care  and  a California  Medical  Associ- 
ation subsidiary  called  California  Peer  Review 
Organization  (CPRO).  The  contract  to  review 
the  more  than  1 million  annual  Medicare 
hospital  discharges  in  California  brought  the 
total  number  of  awards  in  the  fledging  PRO 
program  to  36. 

The  California  bidding  competition  continued 
through  two  solicitations  and  drew  a formal 
protest  even  before  the  competition  was 
completed.  Filed  by  the  medical  association’s 
subsidiary,  CPRO,  the  protest  follows  similar 
action  by  the  Florida  Medical  Association 
which  lodged  a protest  with  the  General 
Accounting  Office  and  filed  a freedom  of 
information  suit  in  federal  courts  after  the 
Florida  contract  was  awarded  to  another 
bidder. 

In  California,  CMA  officials  questioned 
federal  interpretations  they  say  unfairly  denied 
CPRO  the  extra  100  points  (of  a total  1200) 
assigned  to  physician-sponsored  organizations, 
undercounted  the  experience  of  the  CPRO 
staff  and  its  four  PSRO  subcontractors,  and 
instructed  CPRO  to  validate  its  proposed 
objectives  through  review  of  medical  records 
that  were  not  available  to  CPRO. 

In  Florida,  the  issue  centers  on  objectives  in 
the  winning  contractor’s  (Professional  Founda- 
tion of  Health  Care  Inc.)  proposal.  FMA 
officials  say  that  their  review  of  a portion  of  the 
PFHCI  bid  revealed  that  at  least  some  of  the 
TAMPA- based  organization’s  objectives  are 
unrealistic. 

FMA’s  initial  action  was  to  request  a 
General  Accounting  Office  investigation  of  the 
bidding  in  Florida.  When  HCFA  failed  to 
supply  most  of  the  documents  it  asked  for  in 
preparation  for  that  protest,  the  FMA  filed  a 
freedom  of  information  suit  in  federal  district 
court.  In  late  September  the  FMA  officials  met 
with  Florida  congressmen  to  call  attention  to 
the  problems  they  perceived  in  the  Florida 
PRO  contract  and  to  request  a meeting  with 
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Department  of  Health  and  Human  Services 
Secretary  Margaret  Heckler. 

* * * 

Democrats  Challenge  Reagan 
on  Medicare 

Complaining  that  President  Reagan  is  asking 
American’s  30  million  Medicare  beneficiaries 
to  “buy  a pig  in  a poke,”  Sen.  Edward  Kennedy 
(D-MA)  and  some  of  his  fellow  Democrats  are 
challenging  the  administration  to  respond 
before  the  November  elections  to  the  recom- 
mendations of  a task  force  which  studied 
Medicare’s  financial  difficulties. 

Several  Democrats  offered  alternative  pro- 
posals at  a hearing  of  the  House  Ways  and 
Means  health  subcommittee  September  13. 
Congressional  Budget  Office  officials  who 
earlier  had  predicted  that  Medicare’  hospital 
trust  fund  would  be  bankrupt  by  the  end  of  the 
decade,  reported  that  they  now  believe  the 
program  will  remain  solvent  until  “sometime  in 
the  mid  1990  s.” 

Headed  by  former  Indiana  Gov.  Otis  Bowen, 
the  Medicare  Commission  was  officially  known 
as  the  Social  Security  Advisory  Committee.  Its 
recommendations  were  officially  published 
early  this  year.  Some  of  them  reflect  current 
administration  policy,  but  the  President  and 
HHS  officials  have  declined  to  take  a position 
on  the  report  as  a whole  on  grounds  that 
further  public  debate  is  needed. 

Among  the  group’s  most  controversial  re- 
commendations are  proposals  to:  restructure 
cost-sharing;  add  a Medicare  hospital  sur- 
charge to  the  Part  B premium;  pay  physicians 
according  to  a negotiated  fee  schedule;  tax  a 
portion  of  employer- paid  health  insurance 
premiums;  and  increase  excise  taxes  on  alcohol 
and  tobacco.  The  council  opposed  increased 
payroll  taxes  or  the  use  of  general  revenues  to 
finance  Medicare. 

Kennedy,  along  with  Rep.  Richard  Gephardt 
(D-MO),  sought  the  Ways  and  Means  sub- 
committee’s support  for  their  own  “Medicare 
Solvency  and  Health  Care  Financing  Reform 
Act  of  1984”  and  rejection  of  the  Bowen 
commission’s  recommendations.  Rep.  Don 
Bonker  (D-WA)  urged  enactment  of  his  bill  to 
reduce  Medicare  cost-sharing  for  beneficiaries 
who  agreed  to  pay  an  extra  premium.  Rep. 


Fortney  Stark  (D-GA)  called  for  increases  in 
the  federal  excise  tax  on  cigarettes.  The 
American  Medical  Association  opposed  the 
Kennedy- Gephardt  proposal  and  supported 
some  of  the  Bowen  committee’s  recommenda- 
tions as  short  term  solutions  until  longer  range 
reforms  can  be  agreed  upon  and  implemented. 

Favored  by  representatives  of  the  elderly 
and  labor,  the  Kennedy- Gephardt  plan  would 
cap  each  state’ s revenues  for  hospital  inpatient 
services.  A federal  plan  would  take  effect  in 
states  that  did  not  develop  their  own  cost 
control  plans.  The  federal  program  would 
extend  Medicare’s  diagnosis  related  groups  to 
inpatient  physician  services  and  to  all  payers. 

Claiming  that  his  proposal  will  “change  the 
worsening  trillion  dollar  Medicare  deficit  to  a 
$160  billion  surplus”  without  “reducing  Medi- 
care benefits  or  raising  Medicare  taxes,”  Sen. 
Kennedy  chastized  the  President  for  Medicare 
cuts  he  said  will  reduce  Medicare  benefits  by 
an  average  of  $1,000  per  beneficiary  over  the 
next  five  years. 

AMA  President-elect  Harrison  L.  Rogers 
Jr.,  M.D.,  called  for  the  rejection  of  the 
Kennedy- Gephardt  plan  which  he  said  would 
“radically  restructure  payment  mechanisms 
without  the  benefit  of  a single  demonstration.” 
The  Atlanta  surgeon  added  that  the  bill  would 
result  in  “rationing  of  health  care  services”  and 
could  lead  to  a deterioration  in  quality  of  care. 
The  American  Hospital  Association  took  a 
similar  stand. 


* * * 

Final  Regs  on  1985  DRGs  Released 

Compromising  with  the  hospital  industry 
and  Congressional  critics,  the  Department  of 
Health  and  Human  Services  has  issued  final 
regulations  that  will  increase  Medicare  pay- 
ments to  hospitals  in  fiscal  1985  by  about  $300 
million  more  than  would  have  been  the  case 
under  rules  proposed  earlier  this  summer. 

The  final  rules,  which  govern  the  second 
year  of  Medicare’s  diagnosis  related  groups 
(DRGs)  prospectiee  pricing  system,  also  further 
modify  the  process  for  physician  certification 
of  the  accuracy  of  the  diagnoses  in  the  hospital 
record.  The  primary  change,  however,  involves 
an  across-the-board  reduction  in  DRG  weights 
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that  has  been  cut  from  2.4%  in  the  proposed 
rules  to  1.05%  in  the  final  reductions. 

While  the  final  regulations  more  than  halves 
the  proposed  weight  reduction,  however,  it 
also  somewhat  lowers  the  rate  increase  pro- 
posed earlier.  Instead  of  a single  5.6%  rate 
increase,  the  final  regulations  provide  for  a 
5.2%  increase  in  the  federal  portion  (50%  in 
1985)  of  the  Medicare  payment  and  increases 
ranging  from  about  5.9%  to  6.4%  in  the 
remaining  hospital  specific  portion  of  the  rate. 

Published  in  the  August  31  Federal 
Register,  the  final  regulations  also  make 
further  changes  in  the  physician  certification 
process  which  has  been  bitterly  opposed  by 
physicians  since  it  first  appeared  in  the  final 
first-year  DRG  regulations  published  in  Jan- 
uary. Second- year  regulations  proposed  in  July 
made  several  changes  aimed  at  reducing 
physician  objections  but  many  of  the  4,000 
comments  received  on  the  proposed  rule  were 
still  dissatisfied  with  the  certification  proposal. 

The  July  changes:  removed  from  the  hospi- 
tal record  a statement  warning  the  physician  of 
the  consequences  of  a falsified  record;  re- 
quired physicians’  signatures  on  an  annual 
statement  acknowledging  awareness  of  the 
penalties  of  fraud;  required  hospital  certifica- 
tion on  each  claim  that  the  signed  statement 
was  on  file;  and  retained  a modified  require- 
ment that  the  physician  sign  on  each  hospital 
discharge  statement  a statement  attesting  to 
the  accuracy  of  a “narrative  description”  of  the 
“principal  and  secondary  diagnoses  and  major 
procedures  performed.” 

The  final  rules  retain  the  requirement  that 
each  record  include  the  physician’s  signed 
attestation  of  accuracy.  However,  the  hospital 
may  now  place  the  statement  in  any  portion  of 
the  record  The  signed  fraud  statement  will 
still  be  filed,  but  the  hospital  need  not  include 
assurance  of  its  existence  on  each  claim.  The 
narrative  record  may  be  generated  by  the 
hospital  record-keeping  department  rather 
than  the  physician. 

* * * 

Drug  Law  Signed  by  President  Reagan 

President  Reagan  signed  into  law  a measure 
that  eases  the  approval  of  generic  products, 
yet  protects  the  patent  of  brand  name  pro- 


ducts. The  Drug  Price  Competition  and  Patent 
Term  Restoration  Act  of  1984  will  go  into 
effect  in  November. 

The  legislation  has  implications  for  phy- 
sicians and  their  patients  because  it  is 
expected  to: 

* increase  the  number  of  low-price  generic 
drugs  by  streamlining  FDA’s  approval  process. 
Generic  manufacturers  will  no  longer  be 
required  to  submit  detailed  animal  studies  for 
drugs  that  are  chemically  equivalent  to  brand 
name  products  already  on  the  market 

* stimulate  the  development  of  important 
brand  name  products  by  giving  drug  makers 
longer  patents  for  new  discoveries  and  hence 
increases  the  economic  incentive  to  invest  in 
research. 

* * * 

More  on  PROs 

As  of  September  26,  the  Health  Care 
Financing  Administration  had  signed  PRO 
contracts  for  36  states. 

In  an  interview  with  the  American  Medical 
News,  HCFA  Administrator  Carolyne  Davis, 
Ph.D.,  said  she  expects  PROs  to  be  in 
operation  in  all  states  by  the  November  15 
deadline  for  implementation  of  the  program. 
After  that  time,  hospitals  will  not  be  paid  by 
Medicare  if  they  have  not  contracted  with  a 
PRO  and  Medicare  intermediaries  may  be- 
come PROs. 

Davis  said  that  while  she  prefers  to  have  all 
medical  organization  PROs,  it  is  possible  that 
intermediaries  will  become  PROs  in  three 
states  (Maine,  Illinois  and  Hawaii)  where  a 
third  round  of  bid  solicitations  has  gone  out. 

Bids  in  the  three  states  are  still  limited  to 
physician- sponsored  or  physician- access 

groups,  she  said.  “If  I cannot  get  a good 
proposal,  I will  have  no  choice  but  to  turn  to  an 
intermediary.” 

States  which  now  have  a PRO  contract  are: 
Alabama,  Alaska,  Arizona,  Arkansas,  Cali- 
fornia, Colorado,  Delaware,  Florida,  Georgia, 
Indiana,  Iowa,  Kansas,  Kentucky,  Louisiana, 
Minnesota,  Mississippi,  Missouri,  Montana, 
Nebraska  and  Nevada. 

Also,  New  Hampshire,  New  Mexico,  New 
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York,  North  Carolina,  North  Dakota,  Oregon, 
Puerto  Rico,  Rhode  Island,  South  Carolina, 
Tennessee,  Utah,  Virgin  Islands,  Washington, 
West  Virginia,  Wisconsin  and  Wyoming. 

Five  of  the  PROs  (Indiana,  Missouri, 
Nebraska,  New  York  and  North  Carolina)  were 
proposals  of  state  medical  societies. 

HCFA  has  established  a hotline  301-597- 
5128  to  handle  questions  about  PROs.  The 
number  is  the  same  as  for  HHS’s  prospective 
pricing  hotline. 

* * * 

AMA  Efforts  Help  Defeat 
Heroin  Legalization  Bill 

The  House  of  Representatives  in  September 
defeated  legislation  that  would  have  permitted 
heroin  to  be  given  to  cancer  patients  dying  in 
intractable  pain. 

The  bill,  voted  down  355  to  55,  would  have 
established  a program  to  provide  the  drug 
through  a limited  number  of  pharmacies  on  the 
written  prescription  of  a licensed  physician. 
Distribution  would  have  been  limited  to 
hospital  and  hospice  pharmacies  and  to 
terminally  ill  patients. 

The  opposition  by  the  medical  community 
— led  by  the  AMA,  with  the  support  of 
American  Society  of  Anesthesiologists,  the 
American  Society  of  Internal  Medicine,  the 
American  College  of  Physicians  and  the 
Association  of  American  Colleges  — was  a key 
factor  in  the  bill’s  defeat 

The  issue  galvanized  the  floor  of  the  House, 
consuming  over  four  hours  of  emotional  debate 
by  dozens  of  members.  Those  supporting  the 
bill  recounted  stories  of  agonizing  deaths  by 
relatives  and  colleagues;  those  opposed  to  its 
passage  predicted  that  drug  pushers  would  use 
congressional  endorsement  to  convince  un- 
knowing schoolchildren. 

The  medical  community  has  long  argued 
that  doctors  should  be  better  educated  about 
the  use  of  existing  drugs  rather  than  offered 
additional  substances.  When  using  pain- relief 
drugs  for  terminal  cancer  patients  many 
physicians  tend  to  use  too  little,  too  late,  and 
not  enough  at  the  end. 

Also  opposed  to  the  bill  were  those  who 
would  monitor  its  use  and  abuse:  the  Depart- 


ment of  Health  and  Human  Services,  the 
Department  of  Justice,  and  the  Drug  En- 
forcement Agency. 

Heroin  use  in  pain  treatment  has  been  illegal 
in  the  U.  S.  since  1924.  It  is  widely  used  in 
treating  cancer,  however,  in  at  least  39  other 
countries.  In  Great  Britain,  its  use  in  treating 
severe  pain  has  tripled  in  the  last  decade. 

Also  defeated  was  an  amendment  which 
would  have  strengthened  the  law  enforcement 
provisions  of  the  bill,  increasing  criminal 
penalties  for  diversion  and  establishing  a 
board  of  physicians  to  review  any  decision  to 
use  the  drug. 

* * * 

New  Drug  Approvals 

The  Food  and  Drug  Administration  approved 
the  first  antibiotic  which  actually  eliminates 
the  cause  of  bacterial  resistance  rather  than 
simply  boosting  drug  stability  to  bacterial 
attack. 

FDA  also  approved  a drug  that  improves 
blood  flow  through  the  plaque- lined  arteries  of 
the  arms  and  legs  which  should  be  available  to 
physicians  by  October. 

The  new  antibiotic,  Augmentin  (Beecham 
Labs),  combines  amoxicillin  with  potassium 
clavulanate.  The  potassium  clavulanate  elimi- 
nates a major  cause  of  resistance,  the  beta- 
lactamase.  The  amoxicillin,  with  a second  wave 
of  action,  kills  the  infection-causing  organism. 

The  antibiotic  combination  combats  a broad 
range  of  infection- causing  bacteria  implicated 
in  sinusitis,  lower  respiratory  infections  and 
children’s  middle  ear  infections.  Resistance  to 
these  bacteria  has  seriously  impeded  treat- 
ment. 

Drug  researchers  traditionally  try  to  combat 
the  resistance  problem  by  developing  anti- 
biotics such  as  the  second  and  third  generation 
cephalosporins,  which  show  improved  stability 
to  attack  by  beta- lactamase. 

The  Augmentin  strategy  is  different:  the 
potassium  clavulanate,  with  its  high  affinity  for 
beta-lactamase,  destroys  the  enzyme.  The 
amoxicillin  is  then  free  to  attack  the  bacteria. 
As  a result,  organisms  which  had  developed 

(Continued  on  page  17  A) 
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Motrin  reduces 
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New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin'  Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  3eptic  ulceration  and  Gl  bleeding  sometimes  severe,  have  been  reported  Ulceration 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and,  or  changes  in  color  vision  have 
been  reported  If  these  develop  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets:  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy.  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophilia,  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarm:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarm 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinat  Nausea*  epigastric  pain*  heartburn*  diarrhea  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence/  Central  Nervous  System:  Dizziness*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus:  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation,  see  PRECAUTIONS) 

Incidence  less  than  V/o— Probable  Causal  Relationship"' 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and  or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis.  iaundice,  abnormal  liver  function  tests  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme.  Stevens- Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and  or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting,  anaphylaxis:  bronchospasm  (see  CONTRAINDICATIONS): 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%-Causal  Relationship  Unknown"" 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis  diplopia,  optic  neuritis:  Hematologic:  Bleeding 
episodes  (eg.  epistaxis.  menorrhagia):  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia):  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis  Renal:  Renal  papillary 
necrosis 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

••Reactions  are  classified  under  Probable  Causal  Relationship  ( PCR )"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:Jn  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300 
400.  or  600  mg  t.i.d.  or  q.i.d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  medb  / s 
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WashingtoJS otes 

(Continued  from  page  386) 

resistance  to  amoxicillin  due  to  beta-lactamase 
production  are  once  again  vulnerable. 

The  new  drug  for  blood  flow  pentoxifylline, 
will  be  sold  under  the  trade  name  Trental  by 
Hoeschst- Roussel  Pharmaceuticals  Inc.,  of 
Somerville,  NJ.  It  is  expected  to  aid  the 
roughly  1 million  Americans  afflicted  with 
intermittent  claudication,  a condition  caused 
by  restricted  blood  flow  to  the  extremities.  The 
pain  caused  by  lack  of  oxygen  makes  walking 
or  other  exercise  extremely  painful.  The 
disease  results  not  only  from  narrowing  of  the 
arteries  but  also  from  abnormal  rigidity  of  the 
blood  cells,  increasing  blood  viscosity.  In  the 
past,  little  could  be  done  to  improve  this  type 
of  circulatory  problem. 

However,  pentoxifylline  restores  lost  flexi- 
bility to  rigid  blood  cells,  enabling  them  to 
squeeze  through  small  capillaries  and  supply 
oxygen  to  muscles.  The  drug  is  not  intended  to 
replace  more  definitive  therapy,  such  as 
surgical  bypass  or  removal  of  arterial  ob- 
structions. A total  therapeutic  regimen  — 
combining  the  drug  with  walking,  weight 
control,  and  a smoking  cessation  program  — is 
recommended.  Side  effects  such  as  upset 
stomach,  nausea,  dizziness,  and  headache  may 
be  noted. 

While  patients  may  feel  benefits  within  2 to 
4 weeks,  they  should  continue  taking  the 
medication  for  at  least  8 weeks.  Continued 
treatment  may  show  additional  improvement. 

* * * 


Congress  Passes  ‘Baby  Doe’  Bill 

Both  houses  of  Congress  passed  a “Baby 
Doe”  bill  agreed  to  earlier  in  the  month  by 
members  of  a joint  House-Senate  conference, 
and  sent  the  measure  to  the  President  for  his 
signature. 

The  bill,  a compromise  between  versions 
passed  by  the  House  and  Senate  earlier  this 
year,  calls  for  the  Department  of  Health  and 
Human  Services  to  draw  up  regulations  setting 
guidelines  for  mandatory  treatment  of  handi- 
capped infants. 


Treatment  guidelines,  the  centerpiece  of  the 
bill,  say  that  care  should  be  withheld  only 
when: 

* the  infant  is  chronically  and  irreversibly 
comatose, 

* treatment  would  not  correct  all  of  the 
infant’s  life-threatening  conditions, 

* treatment  would  merely  prolong  dying,  or 

* treatment  would  be  futile  and  inhumane 

Thus,  it  does  not  require  unending  treat- 
ment when  an  infant  is  doomed  to  die, 
regardless  of  medical  efforts.  Nor  does  it 
require  that  physicians  perform  surgery  for 
correctable  defects,  when  another  defect  is 
lethal  and  untreatable.  It  also  gives  the  parent 
the  freedom,  say  the  bill’ s sponsors,  to  make  a 
“judgment  call”  when  the  child  has  little 
chance  for  survival. 

However,  it  requires  physicians  to  treat 
correctable  defects  without  regard  for  the 
child’s  other  handicaps. 

State,  not  federal,  governments  would  be 
responsible  for  ensuring  that  an  infant  is 
treated  and  fed.  States  would  be  required  to 
set  up  a system  of  hospital  representatives  to 
report  instances  of  medical  neglect.  States 
failing  to  comply  would  lose  part  of  their  child 
abuse  funds. 

The  AMA  resisted  passage  of  the  bill,  saying 
it  would  reuqire  states  “to  intervene  and 
second-guess  the  individual  medical  decisions 
made  by  parents,  in  consultation  with  phy- 
sicians”. 


OWNERSHIP,  MANAGEMENT  AND 
CIRCULATION  STATEMENT 

Owned  by  The  Nebraska  Medical  Association,  1512  First 
National  Bank  Building,  Lincoln,  Nebraska  68508. 

Business  Manager:  Ken  Neff,  same  address  as  above. 

Editor:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road, 
Lincoln,  NE  68510 

Printed  monthly  by  Norfolk  Printing  Company,  1 18  North 
Fifth  Street,  Norfolk,  Nebraska  68701. 

There  are  no  known  bondholders,  mortgagees,  or  other 
security  holders. 

The  percentage  of  advertising  does  not  exceed  60%. 

Average  number  of  copies  distributed  monthly  to  sub- 
scribers by  mail  in  the  year,  2043. 


November  1 984 


Nebraska  Medical  Journal  17-A 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Herbert  E.  Reese,  M.D.,  Lincoln President 

Francis  D.  Donahue,  M.D.,  Omaha President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper Assistant  Executive  Director 

BOARD  OF  DIRECTORS 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Francis  D.  Donahue,  M.D.,  Vice-Chairman Omaha 

Robert  F.  Shapiro,  M.D.,  Secretary Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Donald  J.  Pavelka,  M.D Omaha 

L.  D.  Cherry,  M.D Lincoln 

Hiram  Walker,  M.D Kearney 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  Johnson,  M.D.,  Chairman Kearney 

R.  A.  Blatny,  M.D Fairbury 

Paul  E.  Collicott.  M.D Lincoln 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Arnold  Lempka,  M.D Omaha 

Joseph  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  Rumbolz,  M.  D.,  Cnairman Omaha 

John  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

Warren  Bosley,  M.D Grand  Island 

James  Carson,  M.D McCook 

Patrick  Clare,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  Clare,  M.D.,  Chairman Lincoln 

Stanley  Bach.  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis.  M.D Omaha 

Richard  A.  Raymond,  M.D O Neill 

Wm.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan.  R.P.T • • Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Kenton  Shaffer,  M.D,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

William  Rumbolz,  M.D Omaha 

Bruce  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  Bausch,  M.D Lincoln 

Stacie  Bleicher,  M.D Lincoln 

Robert  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chairman Lincoln 

Jehangir  Bastani,  M.D Lincoln 

Klaus  Hartmann,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

J.  Whitney  Kelley,  M.D Omaha 

David  K.  Kentsmith,  M.D Omaha 

William  Long,  M.D • Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Michael  Breiner,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D Omaha 

Richard  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D , Lincoln 

Glen  F.  Lau,  M.D Lincoln 

John  R.  Luckasen,  M.D Omaha 

Donna  K.  Nelson,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

Richard  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Chris  Caudill,  M.D Lincoln 

Monroe  Dowling,  M.D Lincoln 

John  Fitzgibbons,  M.D Omaha 

David  E.  Jenny,  M.D Alma 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Craig  Urbauer,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  M.D.,  Chairman Lincoln 

Charles  S.  Wilson,  M.D.,  Vice-Chairman Lincoln 

Dwaine  J.  Peetz,  M.D.,  Advisor  & Counselor Neligh 

Michael  Breiner,  M.D Lincoln 

Judy  Butler,  M.D Superior 

James  H Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Charles  Gregorius,  MD Lincoln 

Ronald  Klutman,  M.D Columbus 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  M,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

F.  F.  Paustian,  M.D Omaha 

Mylan  VanNewkirk,  M.D Scottsbluff 

Dennis  G.  O’Leary,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  Harry,  M.D.,  Chairman Lexington 

Robert  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W’illiam  Lundak,  M.D Lincoln 

Michael  L.  McCoy,  M.D Lincoln 

John  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D..  Chairman Grand  Island 

Joseph  R.  Gard,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips.  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

AD-HOC,  HEALTH  GALLERIES  COMMITTEE 

Russell  L.  Gorthey,  M.D.,  Chairman * Lincoln 

Mrs.  Orin  R.  Hayes Lincoln 

Orin  R.  Hayes,  M.D Lincoln 

Mrs.  Glen  Lau Lincoln 

Glen  F.  Lau,  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 


18-A  Nebraska  Medical  Journal  November  1984 


Nebraska  Medical  Association  Officers  and  Commissions  — continued 


COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Chris  Caudill,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Roger  D.  Mason,  M.D Omaha 

John  F.  Porterfield,  M.D Lincoln 

Donald  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 


AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Dale  Ebers,  M.D.,  Chairman Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm.  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 

AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 

James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B.  Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Steve  Schwid.  M.D.,  Chairman Omaha 

Harry  Kieg,  M.D Papillion 

Barney  Rees,  M.D Omaha 

Glen  Lau,  M.D Lincoln 

Joe  Rogers,  M.D Lincoln 

Richard  Toren,  M.D Lincoln 

Richard  Hranac,  M.D Kearney 

Gerald  Rounsborg,  M.D North  Platte 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpv. 

Second  District:  Councilor:  Howard  A. 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 
caster, Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison. 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick. 
Nance,  Platte,  Washington 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley.  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 

Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 
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Physicians'  Classified  - 

UROLOGIST:  Wanted  for  a progressive,  affiliated 
VA  Medical  Center.  Board  certification  or  board 
eligible  required.  Salary  and  bonus  pay  commen- 
surate with  training  and  experience.  Licensure  any 
state.  Must  meet  English  Proficiency  Requirements. 
Allowable  moving  expenses  payable.  Equal  Op- 
portunity Employer.  Write  or  call  (402)  489-3902, 
Ext  212,  Chief  of  Staff,  VA  Medical  Center,  600 
South  70th,  Lincoln,  NE  68510. 

FAMILY  PHYSICIAN:  Needed  now  to  join  B/C 
F.P.  in  modem,  superiorly-equipped  clinic  and 
adjoining  hospital.  Reason:  Associate  leaving.  Call 
shared  with  the  two  other  F.P.’s  in  this  award 
winning  community  in  west  central  Nebraska.  Send 
C.V.  to:  Larrv  Wilson,  M.D.,  902  - 20th,  Gothenburg, 
NE  69138.  " 

FOR  SALE:  By  retiring  physician  one  Ritter 
table  and  other  office  and  reception  room  furniture. 
Contact  C.  R Williams,  MD.,  Syracuse,  NE  68846 
(402)  269-2020. 

FOR  SALE  OR  LEASE:  Established  family 
practice,  budding,  and  equipment  in  Lincoln, 
Nebraska  Exceptionally  clean,  safe  city,  home  of 
the  capitol  and  university.  Assume  37  years 
practice.  Excellent  opportunity  for  someone  in- 
terested in  family  practice,  pediatrics  or  internal 
medicine.  2250  sq.  ft  office  space,  750  sq.  ft 
garage,  1500  sq.  ft  apartment  Send  inquiries  to 
Dot  Goeglein,  6821  Kearney  Ave.,  Lincoln,  NE 
68507  (402)  488-4802. 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 
Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


WANTED  USED  EQUIPMENT:  Young  phy- 
sician wants  used  office  equipment  to  outfit  new 
practice.  Send  information  to  Box  012,  Nebraska 
Medical  Journal,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

WANTED:  Family  Practice  Physician,  Allergist, 
Dermatologist,  Rheumatologist.  Exceptional  prac- 
tice opportunities  for  these  specialists  in  a mid- 
western  industrial  community  of  140,000  popula- 
tion. Excellent  educational  system  including  a local 
university  and  area  technical  school.  Professional 
office  space  adjacent  to  260- bed  modern,  well- 
equipped  hospital.  Send  C.V.  to  Box  Oil,  Nebraska 
Medical  Journal,  1512  First  National  Bank  Bldg., 
Lincoln,  NE  68508. 

GENERAL  SURGEON:  Board  certified  or 
Board  eligible.  To  join  eight  member  family 
practice  medical  center.  Have  full-time  radiologist. 
Major  specialties  consult  on  regular  basis.  Located 
in  International  Falls  in  northern  Minnesota.  Near 
Voyageurs  National  Park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  twenty  thousand.  Send  curriculum  vitae 
to  Doctor  James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minnesota 
56649. 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  51012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Roche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
12  691-697,  Jul-Aug  1971  2.  Kales  A et  at:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781  -788.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3.303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26  121-137,  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ol 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
Information 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae I.  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
10  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - if  an  allergic  reaction  to 
Ceclor"  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermlection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false  positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest" 
tablets  but  not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21  and  0 16  mcg/ml  at  two 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor"  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
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Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
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HHS  Refuses  Deadline  Extension  on 
Medicare  Sign-up;  AMA  Sues 

On  September  20,  the  American  Medical 
Association  sent  a telegram  to  Health  and 
Human  Services  Secretary  Margaret  Heckler 
again  calling  for  a delay  in  the  government’s 
deadline  for  physicians  to  sign  up  to  “partici- 
pate” in  Medicare  under  the  new  Deficit 
Reduction  Act. 

“Physicians  across  the  country  have  not 
been  advised  of  their  pattern  of  charges . . . nor 
have  physicians  been  advised  of  the  prevailing 
and  customary  charges  which  will  determine 
the  Medicare  reimbursement  and  which  must 
be  known  in  order  to  decide  whether  to 
participate,”  AMA  told  Heckler.  “There  are 
thousands  of  physicians  who  cannot  make  an 
informed  choice  by  October  1 whether  to  sign 
participating  agreements  nor  can  they  be 
certain  that  they  are  in  compliance  with  the 
freeze  itself’. 

HHS  lawyers  replied  that  they  didn’t  agree; 

(Continued  on  page  12A) 

ORGANIZATIONS,  NATIONAL  

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60007 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Director 
1117  N.  19th  St.,  3rd  Floor,  Rosslyn,  VA  22209 
American  Academy  of  Ophthalmology 
Whitney  G.  Sampson,  M.D.,  President 
1833  Fillmore,  P.O.  Box  7424,  San  Francisco,  C,A  94120 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue  SW,  Ste.  300  E 
Washington,  D.C.  20024 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 
F.  C.  Ottati,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Douglas  W.  MacEwan,M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association  Inc. 

Henry  Kammandel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Ste.  216A,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Dennis  N.  Nissen,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
.American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

.Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Suite  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
Kenneth  P.  Wall,  Director 

3rd  Floor,  State  Office,  301  Centennial  Mall  South.  Lincoln  68509 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2217  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  — NE  toll  free  800-642-1255 
National  Multiple  Sclerosis  Society  — Nebraska-Iowa  Midlands 
Chapter 

3624  Leavenworth,  Omaha  68105 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 

4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Ophthalmology 
Larry  Wood,  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Frederic  Kiechel,  III  M.D.,  President 
600  No.  Cotner,  Lincoln  68505 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Gerald  N.  Siedband,  M.D.,  President 
Bryan  Memorial  Hospital,  4848  Sumner,  Lincoln  68506 
Nebraska  Association  of  Pathologists 
Donald  A.  Dynek,  M.D.,  President 
100  N.  56th  St.,  #203,  Lincoln  68504 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
David  H.  Filipi,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Director 
River  City  Office  Park,  #202,  401  N.  117th,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Physicians  Assistants 
Joe  Scott,  PA-C,  President 
1624  N.  107th  Ave.,  Omaha  68114 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — .American  College  of  Physicians 

Frederick  F.  Paustian,  M.D.,  F.A.C.P.,  Governor 
301  Doctors  Bldg.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
Louis  J.  Gogela,  M.D.,  President 
6630  Rexford  Drive,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Norma  Drake.  RD.,  President 
4102  Woolworth  Ave.,  Omaha  68105 
Nebraska  Health  Care  Association 

Sandra  A.  Hockley,  Executive  Director 
3100  “0"  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Patricia  B.  Perry,  R.N.,  Ph.D.,  President 
333  So.  44th  St.,  Omaha  68131 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
645  So.  20th,  #E-15,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Robert  P.  Marshall.  Pharm.D.,  R.P.,  Exec.  Director 
600  So.  12th,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  So.  45th  St.,  Omaha  68106 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

David  K.  Kentsmith,  M.D.,  President 
2821  South  87th  Ave.,  Omaha  68124 
Nebraska  Public  Health  Association 
President,  N.P.H.A 
P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Gerald  N.  Siedband,  M.D.,  President 
4848  Sumner  Street,  Lincoln  68506 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
John  J.  McCarthy,  M.D.,  President 
9936  Harney  Pkwy.  So.,  Omaha  68114 
Nebraska  Society  of  Internal  Medicine 
Daniel  B.  Stone,  M.D.,  President 
515  Doctors  Bldg.,  So.  Tower,  Omaha  68131 
Nebraska  Society  for  Respiratory  Therapy 
Lynn  Lamprecht,  RRT,  President 

Mem.  Hospital  of  Dodge  Co.,  450  E 23rd  St.,  Fremont  68025 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of  Medical 
Assistants 

Edith  Thomsen,  CMA-A,  President 
P.O.  Box  104,  Minden  68959 
Nebraska  Urological  Association 

Charles  F Damico,  M.D.,  F.A.C.S..  President 
2115  No.  Kansas,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Joyce  Richter,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


Motrin  reduces 
inflammation,  pain 
...and  mice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin  4(D&600mg 

ibutorofen 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets  (ibuprolen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold.  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets:  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary.  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema. 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever. 

As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophilia,  rash,  etc  ),  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin : used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin;  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn,*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus;  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%-Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS), 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis;  Hematologic:  Bleeding 
episodes  (eg  , epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis. 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCRj"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d.  or  q.i.d  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b-7-s 


A Public  Service  of  This  Publication 
©1984  The  Advertising  Council,  Inc 
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A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those 
who  qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

MSgt  Robert  D.  Pond  — (402)  556-0715  — Call  Collect 


THE  AIR  FORCE 
HEALTH  CARE  TEAN 

ssssn 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpv. 

Second  District:  Councilor:  Howard  A. 
Dinsdale,  Lincoln.  Counties:  Cass,  Lan- 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon  Counties:  Boyd, 

Brown.  CheiQu  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  George  J. 

Lytton,  M.D.,  Hastings.  Counties: 
Adams,  Chase,  Dunay,  Franklin, 
Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase  .... 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

.James  Miller,  Hastings Terence  Newman,  Hastings 

.Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance  John  Floyd,  Alliance 

. Michael  Hanich,  Kearney Robert  Urban,  Kearney 

• Victor  Thoendel,  David  City Gerald  Luckey,  M.D.,  David  Citv 

Richard  Brendel,  Plattsmouth. Glen  K.  Knosp,  Elmwood 

James  Thaver,  Sidney Clinton  Dorwart,  Sidney 

R.  H.  Scherer,  West  Point Thomas  Tibbels,  West  Point 

. Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Wayne  K.  Weston,  Lexington John  Ford,  Lexington 

Rodney  Koerber,  Fremont William  Eaton,  Fremont 

Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Wayne  Zlomke,  Ord 

Klemens  E.  Gustafson,  Beatrice. . . . Louis  J.  Gogela,  Jr.,  Beatrice 

D.  R.  Cronk,  Grand  Island Gordon  Francis,  Grand  Island 

Marvin  Bauhard,  Aurora Paul  F.  Meyer,  Aurora 

Melvin  Campbell,  Ainsworth John  Brvd.  Valentine 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

C.  L.  Urbauer,  Lincoln E.  R.  Schwenke,  Lincoln 

Gerald  Rounsborg.  North  Platte. . . . Cleve  Hartman,  North  Platte 

Otto  Wullschleger,  Norfolk G.  Tom  Surber,  Norfolk 

John  F.  Fitzgibbons,  Omaha Fred  F.  Paustian,  Omaha 

Gordon  Adams,  Norfolk G.  Tom  Surber,  Norfolk 

J.  F.  Hutchins,  Gordon James  F.  Panzer,  Gordon 

Dean  R.  Thomson,  Nebraska  City  . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer  Ogallala E.  K.  Johnson,  Ogallala 

Arthur  Liebentritt,  Columbus JJwignt  Rickard,  Columbus 

Robert  E Tuma.  Crete Robert  E Tuma,  Crete 

Thomas  Heywood,  Papillion Harry  E.  Keig,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Richard  Engelbart,  Scottsbluff Milton  Johnson,  Scottsbluff 

Richard  Pitsch,  Seward Paul  Hoff,  Seward 

Carroll  Verhaee,  Geneva Chas.  F.  Ashby,  Geneva 

Norberto  Silva,  Falls  City David  Borg,  Falls  City 

David  A.  Allerheiligen,  McCook.  . E.  C.  Beyer,  McCook 

L.  T.  Grace,  Blair Alan  Holmes,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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MEDICINE  . . . 

The  Business/The  Practice 


At  last  there  is  a system  for  the  medical  environment.  The 
Benchmark  Medical  Processing  System  is  a proven  compre- 
hensive medical  practice  management  system  designed 
by  professionals,  for  professionals.  It  has  economically  and 
efficiently  provided  a tool  with  which  medical  practices  can 
determine  and  meet  their  ever  changing  medical  and  financial 
needs. 

Our  one  vendor  support  including  all  aspects  of  the  training, 
installation,  hardware  maintenance,  and  software  maintenance 
assures  a most  successful  installation. 

Developed  by  Contel  CADO  we  have  a job  proven  track  record 
in  over  1 5,000  businesses  with  over  300  application  programs. 
Contel  is  a $4  billion  diversified  telecommunications  and 
information  products  company  that  has  developed  the  CADO 
Computer  series  . . . unmatched  in  price  performance. 


NTEL  CADO 

m 

DELIVER  SOLUTIONS 
BEFORE 

WE  DELIVER  THE 
SYSTEM. 


FOR  MORE  INFORMATION: 

PHYSICIANS  NAME/CLINIC 

□ Please  have  salesman  call 

□ Please  send  additional  info 

□ We  would  like  to  arrange  for  a 

ADDRESS 

demonstration 

CITY 

STATE 

ZIP 

TYPE  OF  PRACTICE 

Benchmark  Computer  Systems 

PHONE  # 

11236  Davenport  • Omaha,  NE  68154 
402-330-5040  or  800-642-1289 

You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 


that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul’s  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189,  extension  7642. 
He'll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


WORRY-FREE  INSURANCE  FROM 


IStitoul 


HA 


Medical  Services  Division 

» St.  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St.  Paul  Guardian  Insurance  Company/The 

'/ AOI~v  St.  Paul  Insurance  Company  of  Illinois.  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc.,  Saint  Paul,  Minnesota  55102, 


GIVE  YOU  AND  YOUR  FAMILY  A TRULY  ORIGINAL  CHRISTMAS  PRESENT... 

A TRIP  TO  CANCUN,  MEXICO  IN  LATE  WINTER! 

“REVIEW  AND  UPDATE  — 

GENERAL  PEDIATRICS  AND  FAMILY  PRACTICE” 
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and  a special  guest  speaker,  which  will  include  childhood  and  athletic  bone  and  joint  problems, 
endocrinology  — both  adult  and  pediatrics,  dermatology,  infectious  diseases,  and  cardiology. 
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To  register  call  Arcan  Associates  at  (203)  255-2618.  For  further  program  information  please  contact: 

Marge  Adey  Hattie  DeLapp 

Center  for  Continuing  Education  Division  of  Continuing  Education 

University  of  Nebraska  Medical  Center  Medical  Dean’s  Office 
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that  physicians  have  had  plenty  of  opportunity 
to  get  the  information  they  need  to  make  the 
decisioa 

So  the  next  day  the  AMA  filed  suit  in  the 
federal  district  court  in  Indianapolis  along  with 
a request  for  a preliminary  injunction  to  stay 
the  October  1 deadline.  The  plaintiffs,  in 
addition  to  AMA,  are  the  Indiana  State 
Medical  Society  and  several  physicians  and 
Medicare  beneficiaries  from  Indiana. 

On  Friday,  September  28,  the  court  denied 
the  request  for  a temporary  injunction  to  stay 
implementation  of  the  October  1 deadline. 
However,  Judge  Sara  Evans  Barker  did  grant 
limited  relief  by  extending  the  deadline  to 
October  15  for  physicians  who  had  failed  to 
receive  as  of  September  28  complete  Medicare 
information  they  had  requested  from  Medicare 
carriers.  The  extension  applies  only  to  AMA  or 
Indiana  State  Medical  Association  members. 

A hearing  on  the  main  AMA  suit  challenging 


the  constitutionality  of  certain  provisions  in 
the  Deficit  Reduction  Act  is  expected  to  be 
scheduled  soon. 

* * * 

AIDS  is  a Political  Football 

AIDS  has  become  a favorite  item  of  debate 
in  Washington  and  a political  football  used  by 
both  the  Reagan  Administration  and  its 
Democratic  critics  on  Capitol  Hill. 

The  most  recent  dispute  concerns  research 
funding.  Rep.  Hemy  Waxman  (D-CA)  and  city 
health  officials  in  September  demanded  that 
more  money  be  authorized  to  develop  a blood 
test  and  vaccine  for  AIDS.  Health  and  Human 
Services  Secretary  Margaret  Heckler,  on  the 
other  hand,  contended  that  AIDS  funding 
should  come  from  other  programs  in  the  Public 
Health  Service  budget. 

Rep.  Waxman,  who  represents  many  gay 
(Continued  on  page  417) 
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BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  Unibed  Vttey 

A better  community  is  in  your  hands.  thaTor  au°otusorks 


© United  Way  1984 


A PUBLIC  SERVICE  ffH 
OF  THIS  PUBLICATION  & K,TM 
THE  ADVERTISING  COUNCIL  Cornell 


On  nitrates, 

but  angina  still 
strikes... 
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After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings). hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter  fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and  or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block  3rd  degree  (0.8%),  bradycardia  HR<50  min  (11%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3  6%),  headache  (18%), 
fatigue  (11%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

know  30  NORTH  JEFFERSON  ROAD.  WHIPPANV  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 
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THE  NEBRASKA  MEDICAL  JOURNAL 

Physicians  Role  in  the  Organ 
Transplant  Program 


I’VE  been  involved  in  the  organ 
transplant  system  personally 
over  the  past  ten  years,  not 
only  as  a corneal  transplant  surgeon,  but  also 
involved  with  several  organizations  who  have 
been  trying  to  increase  the  total  number  of 
donations.  During  that  time  I’ve  seen  an  ever 
increasing  and  changing  role  of  the  physician 
in  the  organ  transplant  process.  These  can  be 
divided  into  four  major  areas: 

1.  Transplant  surgery. 

2.  Communication  with  the  tissue  processing 
personnel  and  organizations 

3.  Donation  request  and  family  counseling  at 
the  time  of  death. 

4.  Donor  education. 

Physician  involvement  has  classically  been 
in  transplant  surgery  and  the  communication 
with  the  different  tissue  banks,  with  little 
activity  in  the  areas  of  donation  request  and 
donor  education.  I feel  this  emphasis  needs  to 
change  and  that  it  will  be  much  more 
advantageous  for  the  physicians  and  for  the 
health  care  system  in  general  if  the  emphasis  is 
shifted. 

While  transplant  surgery  has  been  viewed  as 
the  number  one  role  of  physicians  in  the  tissue 
transplant  process,  few  physicians  are  actually 
involved  in  doing  transplants.  Nevertheless, 
many  new  advancements  in  transplantation  of 
the  heart,  liver,  pancreas,  inner  ear,  bone 
marrow,  as  well  as  the  eye  tissue,  have 
increased  the  number  of  potential  patient 
benefactors.  Transplantation  is  more  common- 
ly an  avenue  of  therapy  with  these  develop- 
ments. For  example,  in  my  field  of  ophthal- 
mology, we  have  recently  developed  a technique 
for  using  donor  corneal  tissue  that  has  been 
frozen  and  carved  into  a contact  lens  to  correct 
refractive  errors  of  the  eye. 

Although  these  new  techniques  have  had  a 
positive  effect  on  the  ability  to  treat  disease,  it 
has  also  compounded  our  donor  tissue  short- 
age problem.  The  “living  contact  lens”  pro- 


DANIEL  S.  DURRIE.  M.  D. 

Medical  Director 
Lions  Eye  Bank  of  Nebraska 
Member  of  Board  of  Directors 
Eye  Bank  Association  of  America 

cedure  will  probably  increase  the  number  of 
donor  cornea’ s needed  from  25,000  per  year  in 
the  United  States  to  over  250,000  per  year 
within  the  next  few  years.  Surgical  advances  in 
other  specialities  are  having  the  same  effect  on 
donor  tissue  sources. 

The  communication  between  the  physicians 
and  the  tissue  processing  centers  is  increasing 
in  importance.  It  is  not  only  important  for  the 
tissue  bank  to  know  the  cause  of  death,  but  a 
detailed  past  medical  history  and  history  of 
events  surrounding  death  are  becoming  neces- 
sary to  make  sure  that  tissue  is  properly 
evaluated  and  the  information  passed  on  to  the 
transplanting  surgeon.  Because  of  the  in- 
creasing number  of  procedures  that  can  be 
performed  with  transplantable  tissue,  valuable 
information  that  is  reported  by  the  attending 
physician  can  sometimes  make  the  difference 
whether  the  tissue  is  suitable  for  one  pro- 
cedure or  another.  There  are  several  factors 
that  are  becoming  increasingly  important  on 
donor  tissue  survival,  such  as  the  metabolic 
state  of  the  donor  close  to  the  time  of  death, 
and  the  amount  of  time  that  the  patient  was  on 
a respirator  prior  to  death.  Only  the  attending 
physician  will  be  able  to  give  the  specific 
details  to  the  tissue  processing  personnel.  I 
hope  all  physicians  will  make  themselves 
aware  of  the  donor  tissue  criteria  and  keep 
themselves  up-to-date  on  the  ever  changing 
role  that  they  have  in  this  area. 

The  area  of  donation  request  and  family 
counseling  is  where  the  most  work  needs  to  be 
done  to  increase  the  role  of  the  physician.  The 
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physician  usually  supposes  that  it  is  someone 
elses  job  to  talk  to  the  family  and  has  shied 
away  from  asking  for  direct  donations.  One 
thing  that  is  very  important  for  physicians  to 
realize  is  that  organ  donation  is  the  only 
positive  thing  that  comes  from  a tragic  loss  of  a 
loved  one.  Although  409c  of  people  surveyed 
by  the  organ  retrieval  organizations  are  willing 
to  donate  their  organs  if  they  die,  less  than  V2  of 
19c  of  deaths  are  followed  by  organ  donation. 
The  marked  contrast  in  these  figures  points 
out  the  extremely  poor  job  that  the  health  care 
system  is  doing  to  support  this  important  part 
of  total  health  care.  As  with  other  parts  of 
health  care,  the  only  way  this  defect  can  be 
corrected  is  by  the  physician  taking  charge  and 
directing  a change  in  the  system.  If  our 
hospital  medical  staffs  and  medical  societies 
would  require  that  hospitals  develop  tissue 
retrieval  programs  and  our  county  coroners 
become  involved  in  the  donor  system,  there 
would  be  a tremendous  improvement  in  these 
statistics. 

Physician' s role  in  the  care  of  a patient  does 
not  stop  when  the  patient  dies.  Counseling 
with  the  grieving  family  is  a very  important 
part  of  the  health  care  process.  This  has  always 
been  one  of  the  toughest  parts  of  being  a 
physician  and  no  one  likes  to  face  the  family 
after  the  patient  dies.  We  all  look  for  ways  to 
try  to  avoid  a painful  confrontation  with  the 
family.  Most  physicians  overlook  organ  dona- 
tions as  a way  to  relieve  the  pain  of  these  tragic 
situations.  By  giving  the  family  the  opportunity 
to  discuss  organ  donation  and  to  ask  questions 
about  the  process,  this  allows  the  transfer  of 
some  of  their  very  negative  feelings  to  some- 
thing positive.  It  also  allows  the  family  to  work 
together  to  make  this  decision  at  the  time 
when  they  are  most  commonly  torn  apart. 
Once  involved  in  family  counseling  for  organ 
donation,  you  will  also  find  that  it  relieves 
some  of  your  own  feelings  of  defeat  and 
disappointment  which  are  always  associated 
with  these  situations. 


The  positives  of  organ  donation  for  the 
family  lasts  forever.  It  is  very  common  that  a 
mother  of  a child  who  was  an  organ  donor  will 
continue  to  talk  about  the  donation  long  after 
the  tragedy.  Comments  such  as,  “two  people 
are  living  today  because  of  my  son’s  kidneys” 
or  “someone  is  seeing  the  world  through  Bill’s 
eyes”  continue  to  comfort  a grieving  mother. 
The  number  of  thank  you  letters  sent  to  the 
organ  retrieval  centers  by  families  of  donors 
far  exceeds  the  number  received  from  the 
recipients  of  the  tissue. 

Certainly  the  most  important  role  of  a 
physician  in  the  tissue  transplantation  process 
is  to  educate  the  living  on  the  benefits  to 
society  of  better  health  care  through  organ 
donation  and  transplantation.  Every  physician 
needs  to  learn  about  the  donor  process  so  he 
can  answer  these  questions  by  their  patients: 

Who  can  be  a donor? 

Am  I too  old  to  donate? 

Where  do  I sign  up? 

Do  I need  to  carry  a donor  card? 

Does  organ  donation  disfigure  the  body? 

What  organs  can  be  donated? 

Can  I donate  just  my  kidneys? 

These  and  other  questions  are  very  common 
and  any  physician  should  know  the  answers  or 
know  where  to  call  to  get  them.  This  and  much 
more  information  is  available  through  numer- 
ous organizations  such  as  the  local  eye  banks, 
Lions  Club,  Kidney  Foundation,  and  the  Red 
Cross.  Brochures  for  your  office  are  available 
at  minimal  or  no  cost  and  are  informative  for 
your  staff  as  well  as  your  patients. 

Organ  transplantation  is  a growing  part  of  all 
of  our  practices,  from  the  transplant  surgeon  to 
the  general  physician.  The  challenges  and 
awards  are  becoming  greater  every  day.  It  is 
time  to  get  involved.  Time  to  educate  our- 
selves so  that  we  can  educate  and  help  others. 
Only  physicians  can  make  the  system  work. 
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ORIGINAL  ARTICLES 


Experience  with  Cholecystectomy 
at  the  University  of  Nebraska  Hospital 


Abstract 

WE  reviewed  our  experience  with 
300  patients  undergoing  a pri- 
mary biliary  tract  procedure 
at  University  Hospital  between  1979  and  1983 
to  evaluate  current  management.  Two  hundred 
and  forty-eight  patients  (83%)  had  cholelithi- 
asis or  chronic  cholecystitis.  Acute  chole- 
cystitis was  present  in  40  (13%)  patients. 
Twelve  (4%)  patients  had  acalculous  chole- 
cystitis. The  overall  postoperative  morbidity 
and  mortality  were  13%  and  1%,  respectively. 

Ultrasonography  was  employed  diagnosti- 
cally in  78%  of  patients  and  had  94%  accuracy. 
Liver  function  tests  were  abnormal  in  32%  of 
patients;  amylase  levels  were  elevated  in  18% 
of  patients  but  neither  were  good  predictors  of 
choledocholithiasis.  Upper  gastrointestinal  ser- 
ies were  obtained  in  42%  of  patients  but  the 
results  altered  operative  treatment  in  only 
10%  of  patients.  Intraoperative  cholangio- 
graphy was  performed  in  79%  of  patients. 
Using  this  approach  only  46  (15%)  common 
bile  duct  explorations  were  performed  and  32 
(70%)  were  positive.  Preoperative  antibiotics 
were  used  in  115  patients,  most  of  whom  were 
at  high  risk  for  infection.  Subhepatic  drains 
were  placed  in  205  patients.  The  use  of  neither 
could  be  associated  with  changes  in  morbidity. 

Our  experience  supports  the  continued  use 
of  routine  intraoperative  cholangiography.  Ul- 
trasonography has  supplanted  oral  cholecysto- 
graphy as  the  diagnostic  procedure  of  choice. 
Upper  gastrointestinal  contrast  studies  should 
be  employed  selectively.  The  selective  use  of 
antibiotics  and  drains  has  resulted  in  an 
acceptably  low  infection  rate. 

Introduction 

The  first  cholecystectomy  was  performed  by 
Langenbuch  in  1882  and  it  continues  to  be  one 
of  the  most  common  procedures  performed  by 
general  surgeons.1  However,  several  aspects  of 
the  perioperative  management  of  patients 
undergoing  cholecystectomy  remain  contro- 
versial. These  include  the  appropriate  pre- 
operative diagnostic  procedures,  the  proper 
use  of  intraoperative  cholangiography,  and  the 
indications  for  perioperative  antibiotics  and 
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surgical  drains.  We  reviewed  our  experience 
with  300  patients  undergoing  a nrimary  biliary 
tract  procedure  at  the  University  Hospital  to 
evaluate  current  management. 

Materials  and  Methods 

We  reviewed  the  charts  of  300  patients 
undergoing  primary  biliary  tract  procedures 
for  cholelithiasis  at  the  University  of  Nebraska 
Hospital  between  January,  1979  and  Decem- 
ber, 1983.  Two  hundred  and  forty-five  women 
and  55  men,  aged  5 to  87  years,  comprised  the 
study  group.  Seventy-five  patients  (25%)  were 
greater  than  60  years  of  age.  The  patient’s  age 
and  sex,  diagnosis,  preoperative  laboratory 
and  radiologic  tests,  operation,  and  outcome 
were  determined  from  the  records. 

Surgical  residents  participated  in  the  oper- 
ations under  the  direct  supervision  of  ten 
attending  physicians  during  this  period.  Rou- 
tine intraoperative  cholangiography  was  em- 
ployed during  most  of  this  period.  T he  use  of 
drains  and  antibiotics  varied  according  to 
physicians’  preference.  There  was  no  protocol 
for  the  diagnostic  evaluation  of  patients  with 
suspected  cholelithiasis  during  this  period.  In 
this  study  clinical  indications  for  common  bile 
duct  exploration  included  palpable  stones, 
jaundice  or  a history  of  jaundice,  cholangitis, 
dilation  of  the  common  duct  > 12mm,  pan- 
creatitis, multiple  small  stones  in  the  gall- 
bladder and  a single  faceted  stone  in  the 
gallbladder. 

*Correspondence  to;  Jon  S.  Thompson,  M I).,  Department  of  Surgery, 
University  of  Nebraska  Medical  Center,  42nd  & Dewey  Avenue,  Omaha, 
Nebraska  68105. 
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Results 

Two  hundred  and  forty-eight  (83%)  patients 
underwent  operation  for  cholelithiasis  and 
chronic  calculous  cholecystitis.  Forty  (13%) 
patients  underwent  operation  for  acute  chole- 
cystitis, including  five  patients  with  gan- 
grenous or  perforated  gallbladders,  and  four 
patients  with  associated  cholangitis.  Twelve 
(4%)  patients  underwent  cholecystectomy  for 
acalculous  cholecystitis,  including  three  pa- 
tients with  acute  acalculous  disease. 

The  preoperative  diagnostic  procedures 
employed  are  shown  in  Table  1.  Ultrasound 
was  used  as  the  only  diagnostic  examination  in 
63%  of  patients  and  in  combination  with  oral 
cholecystography  in  an  additional  15%  of 
patients.  There  were  five  (2%)  false  negative 
and  ten  (4%)  indeterminate  ultrasound  exa- 
minations. Oral  cholecystography  was  the  only 
diagnostic  test  in  18%  of  patients  and  only  two 
patients  underwent  operation  on  the  basis  of  a 
non-visualized  gallbladder  on  a two  day  exam. 
Nuclear  medicine  scans  were  employed  in  17 
patients  to  evaluate  either  acute  cholecystitis 
or  acalculous  disease.  Twelve  of  20  jaundiced 
patients  were  evaluated  by  either  Endoscopic 
Retrograde  Cholangiopancreatography  (ER- 
CP)  or  percutaneous  cholangiography  with 
eight  positive  findings.  The  diagnosis  of 
cholelithiasis  was  made  as  an  incidential 
finding  by  intraoperative  palpation  in  11 
(3.7%)  patients. 

TABLE  1 

DIAGNOSTIC  EXAMINATIONS  EMPLOYED 


DIAGNOSTIC  EXAMINATION 

NUMBER  OF 
PATIENTS 

Ultrasound  alone 

189 

Oral  cholecystogram  alone 

55 

Ultrasound  & oral  cholecystogram 

44 

Intraoperative  palpation 

11 

CAT  scan 

1 

ANCILLARY  PROCEDURE 

Nuclear  medicine  scans 

17 

ERCP 

7 

Percutaneous  cholangiogram 

5 

Preoperative  liver  function  tests,  serum 
amylase  levels,  and  upper  gastrointestinal 
contrast  studies  were  frequently  performed. 

Liver  function  tests  were  obtained  in  257 
(86%)  of  patients.  Abnormal  values  for  either 
total  bilirubin  (>1.2),  SGOT  (>25),  or  alkaline 
phosphatase  (>80)  occurred  in  81  (32%) 
patients,  including  26  (32%)  patients  with 
common  duct  stones.  Elevated  serum  amylase 
(>85)  levels  were  detected  in  29  (18%)  of  the 
160  patients  in  whom  they  were  measured 
preoperatively.  Seven  of  the  29  patients  had 
common  bile  duct  stones,  five  of  whom  were 
jaundiced  as  well.  Upper  gastrointestinal 
contrast  studies  were  performed  in  126  (42%) 
patients  with  47  abnormal  examinations.  Six- 
ty-six of  these  studies  were  performed  in 
females  less  than  50  years  of  age  and  only  nine 
(14%)  had  abnormal  findings,  none  of  which 
altered  treatment. 

TABLE  2 


OPERATIONS  AND  MORBIDITY  AND  MORTALITY 
NUMBER  OF 

OPERATION  PATIENTS  COMPLICATIONS  DEATH 


Cholecystectomy  with 
cholangiogram 

201 

15 

(7.5%) 

0 

(0%) 

Cholecystectomy 

49 

12 

( 24%) 

2 

(4%) 

Cholecystostomy 

4 

1 

( 25%) 

1 

(25%) 

Cholecystectomy  with 
common  bile 
duct  exploration 

46 

13 

( 28%) 

0 

(0%) 

TOTAL 

300 

41 

(13.7%) 

3 

(1%) 

The  operations  performed  and  their  asso- 
ciated morbidity  and  mortality  are  shown  in 
Table  2.  Cholecystectomy  with  intraoperative 
cholangiography  was  performed  in  two-thirds 
of  patients.  Intraoperative  cholangiograms 
were  obtained  in  238  (79%)  patients.  Reasons 
for  not  performing  this  examination  are  shown 
in  Table  3.  Cholecystostomy  was  performed  in 
only  four  patients,  one  of  whom  expired  from 
sepsis.  Additional  intra-abdominal  procedures 
were  performed  in  71  patients.  The  chole- 
cystectomy was  an  incidental  procedure  in  28 
patients. 

Common  bile  duct  exploration  was  perform- 
ed in  46  (15%)  patients  and  was  positive  in  32 
(707c)  explorations.  Common  duct  pathology 
was  found  in  28  of  37  patients  with  positive 
intraoperative  cholangiograms,  two  of  three 
patients  with  palpable  common  duct  stones, 
two  of  two  patients  with  jaundice,  and  zero  of 
four  patients  with  pancreatitis  as  the  indi- 
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cation  for  common  duct  exploration.  Eight 
patients  with  common  bile  duct  stones  would 
have  gone  unrecognized  and  an  additional  50 
patients  may  have  undergone  unnecessary 
choledochotomy  if  exploration  of  the  common 
bile  duct  was  undertaken  on  the  basis  of 
clinical  findings  rather  than  cholangiography. 
Choledochoscopy  was  performed  in  16  pa- 
tients. Sphincteroplasty  was  carried  out  in  four 
patients  with  impacted  ampullary  stones. 
Retained  common  duct  stones  were  identified 
in  three  (1%)  patients.  One  intrahepatic  stone 
passed  spontaneously.  The  two  other  stones, 
not  identified  by  the  post-exploration  cho- 
langiogram,  were  extracted  via  the  T-tube 
tract.  There  was  a common  duct  injury  at  the 
junction  of  the  cystic  and  common  bile  duct  in 
one  patient  which  was  used  as  the  chole- 
dochotomy and  T-tube  exit  in  a patient 
requiring  common  bile  duct  exploration. 

TABLE  3 


Table  5.  Intra-abdominal  drains  were  placed  in 
205  (68%)  patients.  There  was  no  difference  in 
the  incidence  of  infectious  complications  whe- 
ther or  not  drains  or  preoperative  antibiotics 
were  employed. 

TABLE  4 

POSTOPERATIVE  COMPLICATIONS 


NUMBER  OF 

COMPLICATION  PATIENTS 

Wound  infection  11 

Urinary  tract  infection  7 

Intra-abdominal  abscess  3 

Pneumonia  3 

Cardiac,  respiratory  failure  3 

Atelectasis  3 

Pancreatitis  3 


REASONS  FOR  NOT  PERFORMING 
INTRAOPERATIVE  CHOLANG IOGRAM 


REASON 


NUMBER  OF 
PATIENTS 


Incidental  cholecystectomy  with  other  23 

procedure 

Technical  difficulty  10 

Indication  for  common  bile  duct  exploration  9 


Single  large  stone  8 
Cholecystostomy  4 
Not  specified  8 


Wound  hematoma 
Arry thmias 
Thrombophlebitis 
Biliary  fistula 
Drain  site  infection 
Cerebrovascular  accident 

TABLE  5 


2 

2 

1 

1 

1 

1 


Overall,  there  were  41  (13%)  complications 
and  three  (1%)  deaths.  The  morbidity  and 
mortality  for  each  operative  procedure  is 
shown  in  Table  2.  Eleven  complications  and 
two  deaths  occurred  in  the  40  patients  with 
acute  cholecystitis.  Seventeen  complications 
and  two  deaths  occurred  in  the  75  patients 
older  than  60  years.  Fourteen  complications 
and  two  deaths  occurred  in  the  71  patients 
undergoing  additional  intra-abdominal  pro- 
cedures. The  average  hospital  stay  for  patients 
having  complications  was  18  days,  compared 
to  5.6  days  for  patients  without  complications. 

Preoperative  antibiotics  were  given  to  115 
(38%)  patients,  most  frequently  a first  or 
second  generation  cephalosporin  (83%).  Indi- 
cations for  antibiotic  therapy  were  shown  in 


INDICATIONS  FOR  PREOPERATIVE  ANTIBIOTIC 

THERAPY 

NUMBER  OF 

INDICATIONS 

PATIENTS 

Common  bile  duct  pathology 

30 

Associated  intra-abdominal  procedures 

22 

Acute  cholecystitis 

18 

Patient  > 70  years  of  age 

17 

Endocarditis  prophylaxis 

2 

Not  specified 

26 

TOTAL 

115 

Discussion 

Cholecystectomy  is  the  most  frequently 
performed  intra-abdominal  operation.2  This 
popularity  has  resulted  from  the  proven 
therapeutic  value  of  cholecystectomy  as  well  as 
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marked  improvement  in  postoperative  mor- 
bidity and  mortality  over  the  past  several 
decades.  Our  experience  is  similar  to  that  of 
several  recent  reviews  which  demonstrate  a 
mortality  of  less  than  1%  for  elective  chole- 
cystectomy and  1-2%  overall.2'5  Acute  chole- 
cystitis, advanced  age,  and  choledochotomy 
continue  to  be  the  prime  determinants  of 
morbidity  and  mortality.3  Despite  the  fact  that 
cholecystectomy  is  a commonly  performed 
procedure,  several  aspects  of  the  preoperative 
management  remain  controversial. 

Ultrasonography  has  supplanted  oral  chole- 
cystography as  the  diagnostic  procedure  of 
choice  at  our  institution.  It  was  the  only 
diagnostic  examination  in  63%  of  patients  and 
was  combined  with  oral  cholecystography  in  an 
additional  15%  of  patients.  Ultrasonography 
correctly  detected  cholelithiasis  in  94%  of 
cases  which  is  similar  to  the  89-100%  accuracy 
reported  by  others.6-9  Its  accuracy  is  compar- 
able if  not  greater  than  that  of  oral  chole- 
cystography.6-8 The  cost  of  both  procedures  is 
similar  but  oral  cholecystography  is  more 
frequently  nondiagnostic  which  makes  it  less 
cost  effective  overall.6  Ultrasonography  is 
clearly  advantageous  in  acutely  ill,  jaundiced, 
and  pregnant  patients.  It  also  can  provide 
additional  information  about  the  status  of  the 
bile  ducts  and  associated  masses.  Its  accur- 
acy, convenience,  and  cost  effectiveness  have 
made  it  the  initial  diagnostic  procedure  of 
choice  in  the  diagnosis  of  cholelithiasis. 

Preoperative  liver  function  tests  and  serum 
amylase  levels  are  frequently  measured  in 
patients  with  cholelithiasis  to  assess  the  risk  of 
choledocholithiasis  and  its  complications.  We 
found  that  liver  function  tests  were  obtained  in 
86%  of  patients  and  abnormal  values  occurred 
in  32%  of  patients  winch  is  similar  to  other 
reports.10-12  However,  only  one-third  of  pa- 
tients with  liver  function  abnormalities  had 
choledocholithiasis.  The  greater  the  elevation 
of  bilirubin  and  alkaline  phosphatase,  the 
more  likely  the  patient  is  to  have  choledocho- 
lithiasis.12 Although  we  continue  to  measure 
liver  function  tests  preoperatively  in  most 
patients,  we  do  not  consider  abnormal  values 
to  be  absolute  indications  for  common  duct 
explorations,  but  rather  depend  on  intra- 
operative cholangiography.  Serum  amylase 
levels  were  determined  preoperatively  in  53% 
of  patients  but  were  elevated  in  only  18%  of 


patients.  Only  one-fourth  of  patients  with 
elevated  amylase  levels  had  choledocholithi- 
asis, and  most  of  these  patients  were  jaundiced 
confirming  the  results  of  others  that  amylase  is 
of  little  predictive  value.12 

Patients  with  cholelithiasis  frequently  have 
other  intra-abdominal  disease,  particularly 
involving  the  upper  gastrointestinal  tract, 
which  might  be  responsible  for  the  patient’s 
symptoms.  Upper  gastrointestinal  contrast 
studies  were  obtained  preoperatively  in  42%  of 
our  patients.  Although  abnormalities  were 
detected  in  37%  of  these  studies,  these 
findings  altered  the  operation  in  less  than  10% 
of  patients.  One- half  of  the  examinations  were 
performed  in  females  less  than  50  years  of  age. 
Only  14%  of  these  patients  had  abnormal 
findings,  none  of  which  altered  treatment.  We 
agree  with  Max  and  Polk,13  that  routine 
preoperative  upper  gastrointestinal  series  are 
not  warranted.  The  procedure  is  indicated  in 
men,  patients  greater  than  50  years  old,  those 
with  previous  upper  gastrointestinal  disease, 
and  those  with  an  atypical  history. 

While  most  surgeons  support  the  use  of 
intraoperative  cholangiography  in  patients 
with  clinical  indications  for  common  duct 
exploration,  the  routine  use  of  this  study 
remains  controversial.14-18  Routine  intraop- 
erative cholangiography  has  several  advan- 
tages. The  presence  or  absence  of  common 
duct  stones  can  be  accurately  determined, 
reducing  the  incidence  of  unnecessary  chole- 
dochotomy. Patients  with  clinically  unsus- 
pected common  duct  stones  are  identified.  It 
permits  identification  of  the  number  and  posi- 
tion of  common  duct  stones  and  ductal  ana- 
tomy prior  to  exploration  wTich  wall  decrease 
the  incidence  of  retained  stones  and  ductal 
injuries.  Unsuspected  biliary  tumors  may  also 
be  discovered.  Intraoperative  cholangiogra- 
phy can  be  rapidly  and  safely  performed  in  the 
majority  of  patients.14-18 

Our  experience  supports  the  continued  use 
of  routine  intraoperative  cholangiography.  Intra- 
operative cholangiograms  were  obtained  in 
79%  of  patients.  Reasons  for  not  obtaining  this 
study  in  the  other  21%  most  frequently  were 
technical  difficulties  and  cholecystectomy  inci- 
dental to  another  intra- abdominal  procedure. 
Common  bile  duct  exploration  w^as  performed 
in  only  15%  patients  which  is  lower  than  the 
26-42%  incidence  when  clinical  indications  are 
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employed.  Exploration  was  positive  in  70%  of 
our  patients  compared  to  33-38%  positive  ex- 
plorations using  clinical  indications.19'20  Eight 
patients  with  common  bile  duct  stones  would 
have  gone  unrecognized  and  as  many  as 
50  patients  may  have  undergone  unnecessary 
choledochotomy  had  intraoperative  cholan- 
giography not  been  routinely  employed  at  our 
institution.  False  positive  examinations  occur- 
red in  24%  of  patients  but  one  half  of  these 
patients  had  clinical  indications  for  common 
duct  exploration.  We  found  no  false  negative 
examinations  and  they  are  reported  to  occur  in 
less  than  1%  of  cases.14'  15  We  identified  only 
three  patients  with  retained  common  bile  duct 
stones  and  they  all  had  undergone  common 
bile  duct  exploration.  Our  experience  suggests 
that  exploration  of  the  common  duct  in 
patients  with  pancreatitis  is  not  necessary  if 
the  intraoperative  cholangiogram  is  normal. 

Whether  or  not  to  drain  the  subhepatic 
space  after  cholecystectomy  is  another  contro- 
versial question.  There  are  now  several  pros- 
pective randomized  studies  reporting  that  in 
properly  selected  patients,  subhepatic  drains 
are  unnecessary  and  may  in  fact,  increase 
morbidity  and  patient  discomfort.21'24  Patients 
with  excessive  oozing  of  bile  or  blood,  acute 
cholecystitits,  or  who  are  debilitated  or  im- 
munocompromised, may  benefit  from  drain- 
age, however.25'27  In  our  retrospective  study, 
we  were  unable  to  demonstrate  any  differences 
in  wound  or  subhepatic  infections  whether  or 
not  drains  were  used. 

The  appropriate  use  of  preoperative  anti- 
biotics in  patients  undergoing  cholecystecto- 
my is  also  poorly  defined.23'30  We  have 
generally  chosen  to  use  preoperative  antibiotics 
in  high-risk  patients  rather  than  routinely. 
Thirty-eight  percent  of  our  patients  received 
preoperative  antibiotics  and  77%  of  these 
patients  were  considered  to  be  a high  risk  for 
infection.  High-risk  patients  included  those 
greater  than  70  years  of  age,  acute  chole- 
cystitis, and  common  bile  duct  pathology.28 
Patients  also  received  antibiotics  for  cardiac 
prophylaxis  and  concomitant  operative  pro- 
cedures. Morbidity  was  increased  in  the  high- 
risk  groups  but  in  this  study,  antibiotic  therapy 
did  not  change  the  outcome.  Since  bactibilia 
does  not  clearly  correlate  with  infectious 
complication,  we  have  not  routinely  performed 
intraoperative  gram  stains  in  cultures  to 


determine  antibiotic  therapy.29  Our  wound 
infection  rate  of  4%  was  as  low  as  that  reported 
with  the  routine  use  of  preoperative  anti- 
biotics.30 

One  added  observation  can  be  made  from 
this  review.  Biliary  operations  can  be  perform- 
ed with  acceptable  results  at  institutions 
committed  to  training  surgical  residents.  This 
substantiates  a previous  study  by  Kurtz  and 
Wise,31  which  showed  that  the  morbidity  and 
mortality  of  cholecystectomies  were  no  dif- 
ferent whether  residents  functioned  as  the 
surgeon  or  first  assistant. 

In  summary,  we  feel  that  ultrasound,  be- 
cause of  its  accuracy,  convenience,  and  cost 
effectiveness,  is  the  initial  diagnostic  pro- 
cedure of  choice  in  cholelithiasis.  Upper 
gastrointestinal  contrast  studies  need  only  be 
performed  in  selected  patients.  Intra-operative 
cholangiograms  should  be  performed  in  all 
patients  where  technically  possible,  rather 
than  relying  on  “clinical  factors”  to  determine 
the  decision  to  proceed  with  common  duct 
exploration.  Drains  and  prophylactic  anti- 
biotics need  only  be  used  in  selected  cases. 
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Ludwig's  Angina 


LUDWIG’s  angina  (LA)  once  was  a 
common  and  often  deadly  in- 
fection but  today  is  relatively 
rare.  With  the  advent  of  antibiotics,  the 
mortality  rate  has  decreased  dramatically. 
When  recognized  and  properly  treated,  the 
infection  is  seldom  fatal.  Since  this  infection  is 
becoming  less  and  less  common,  it  is  important 
that  it  be  recognized  early  and  treated 
properly.  The  purpose  of  this  case  report  and 
discussion  is  to  illustrate  such  treatment  and 
remind  physicians  of  the  possible  morbidity 
and  mortality  of  this  rare  infection. 

Case  Report 

R.S.  is  a 39  year-old  white  male  who 
presented  to  the  Omaha  Veterans  Administra- 
tion Hospital  Emergency  Room  with  com- 
plaints of  a painful  swollen  tongue  and 
difficulty  swallowing.  These  symptoms  had 
begun  approximately  2 days  prior  to  his  visit 
and  had  increased  in  severity  until  it  became 
quite  difficult  for  him  to  swallow. 

The  history  was  negative  for  any  trauma  to 
the  gums,  gingivitis,  or  other  intraoral  lesions 
or  infections.  The  patient  had  been  wearing 
complete  upper  and  lower  dentures  for  ap- 
proximately 2Vi  years.  The  past  history  in- 
cluded hospitalization  for  myocardial  infarc- 
tion in  1973,  at  which  time  multivessel 
coronary  bypass  surgery  was  done  at  the 
University  of  Nebraska  Medical  Center.  The 
rest  of  the  patient’s  medical  history  was 
unremarkable. 

On  admission  to  the  hospital,  the  patient’s 
vital  signs  were  as  follows:  pulse,  76/minute 
and  regular;  temperature,  36.0°C;  blood  pres- 
sure, 122/90  mmHg;  respirations,  approxi- 
mately 18/minute.  He  was  a well  developed, 
well  nourished  white  39-year-old  male  who  was 
in  moderate  distress  due  to  the  swelling  of  his 
tongue  and  difficulty  swallowing.  He  was  not 
having  any  difficulty  breathing  secondary  to 
airway  obstruction.  Physical  examination  of 
the  head  and  neck  revealed  a large  tongue, 
moderately  swollen  and  quite  painful  to 
palpation,  protruding  from  the  oral  cavity. 
The  floor  of  the  mouth  was  red,  indurated  and 
elevated  to  the  occlusal  surface  of  the  man- 
dibular teeth.  The  neck  was  swollen  bilaterally, 
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with  the  left  side  somewhat  larger  than  the 
right.  There  was  no  evidence  of  fluctuation  or 
fluid  by  palpation,  either  intra-  or  extra-oral. 
The  lateral  oropharynx  was  erythematous  bi- 
laterally without  evidence  of  exudates  or 
specific  lesions.  Indirect  laryngoscopic  exami- 
nation was  difficult  due  to  the  hard  swollen 
tongue  which  made  it  impossible  to  adequately 
visualize  the  posterior  pharynx.  The  trachea 
was  in  the  midline,  and  there  was  no  other 
evidence  of  airway  obstruction  upon  examina- 
tion. Examination  of  the  lungs  revealed  equal 
breath  sounds  bilaterally  without  evidence  of 
rale  or  wheezes.  Diaphragmatic  excursions 
were  equal.  The  rest  of  the  physical  exam  was 
unremarkable. 

Laboratory  studies  revealed  WBC’s  11,200/ 
mm'“  with  band  forms  being  14%  of  the  total. 
Hematocrit  was  48.5%  and  hemoglobin 
14.8g/dl.  Urinalysis  was  normal  with  the 
exception  of  2-4  white  blood  cells  per  high 
powered  field.  The  patient’s  electrolyte  and 
chemistry  profile  were  within  normal  limits. 

On  admission  the  patient  was  started  on 
intravenous  Penicillin  G,  2 million  units 
intravenously  every  6 hours.  Over  the  next  12 
hours  the  patient’s  swelling  and  pain  were 
unchanged.  His  temperature  remained  afebrile 
at  36.0°C.  It  was  decided  therefore  to  change 
the  antibiotic  regime  to  Penicillin  G,  2 million 
units  every  4 hours. 

By  day  3 there  was  a substantial  reduction  in 
the  swelling  of  the  neck  and  tongue.  The 
patient  was  now  able  to  swallow  easily  and  was 
started  on  oral  fluids.  He  continued  to  improve 
over  the  next  two  days  and  was  advanced  to  a 
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regular  diet.  By  the  sixth  day  the  patient  was 
released  and  place  on  penicillin  V,  500mg  4 
times  a day.  The  patient  was  seen  in  Veterans 
Hospital  Out-Patient  Clinic  approximately  two 
days  later  and  was  without  evidence  of  swelling 
or  side  effects. 

Discussion 

Definition 

Ludwig’s  angina  (LA)  is  a cellulitis,  not  an 
abscess,  of  the  submandibular  space  that  can 
cause  total  airway  obstruction  in  a matter  of 
hours  when  not  properly  treated.  This  local- 
ized aggressive  infection  remains  a life- 
threatening  entity  even  with  today’s  modern 
medicine.  LA  was  well  described  in  a paper  by 
Wilhelm  Frederick  Von  Ludwig  in  1836,  and  it 
bears  his  name  in  current  literature.1  The 
infection  has  been  noted  since  the  first  records 
of  medicine,  being  mentioned  by  Hippocrates, 
Galen,  Caelius,  Anetaeus  and  others.2  Its 
ancient  names  include  “morbus  strangula- 
torius,”  “Cynanche,”  “Garotilla,”  (Spanish  for 
loop  used  by  hangsmen),  and  “angina  malig- 
na.”34 Tschiassny  wrote,  “Dr.  Thomas  Kirk- 
land (1786)  reported  a case  of  angina  externa 
in  which  he  saved  the  life  of  the  patient  by  an 
early  median  incision,  while  General  Washing- 
ton succumbed  to  a hemorrhage  caused  by 
“Cynande  Trachealis.”3 

Ludwig’s  original  description  was  of  a 
gangrenous  induration  of  the  connective  tis- 
sues of  the  neck,  which  advances  to  involve  the 
tissues  covering  the  small  muscles  between  the 
larynx  and  the  floor  of  the  mouth,  but  not 
involving  any  glandular  structures.1  Grodinsky 
restricted  Ludwig’s  definition  with  the  criteria 
that  it  must  be  a cellulitis  of  the  submandibular 
space  which:  1)  never  involves  only  one  space 
and  is  usually  bilateral,  2)  produces  gangrenous 
with  serosanguineous  putrid  infiltration,  but 
very  little  pus,  3)  involves  connective  tissue 
fascia  and  muscles  but  not  the  glandular 
structures,  and  4)  is  spread  by  continuity  and 
not  by  lymphatics.5  Grodinsky  defined  the 
submandibular  space  as  the  area  that  lies 
above  the  hyoid  bone,  including  the  sublingual 
space  with  the  mylohyoid  muscles  above  and 
the  submaxillary  space  below.5 

Epidemiology' 

This  once  common  and  aggressive  infection 
was  originally  described  in  the  1800’s  as 


having  a mortality  rate  of  60%. 1 The  mortality 
rate  was  basically  unchanged  through  the  mid- 
20th  century,  being  reported  as  54%  in  a paper 
by  Williams  presenting  31  cases.6  In  this 
preantibiotic  era,  emphasis  for  treatment  was 
solely  on  surgical  incision  and  drainage.3'5'6 
With  the  advent  of  antibiotics,  mortality  rates 
dropped  dramatically,  as  evidenced  by  Wil- 
liams and  Guralnick’s  1943  report  of  20  cases, 
in  which  the  mortality  rate  had  dropped  to 
10%  with  the  use  of  sulfonamide  along  with 
surgical  treatment.7  This  drastic  decline  was 
also  noted  by  Hought  in  his  literature  review  of 
75  cases  between  1943  and  1979,  with  his 
calculated  mortality  rate  being  9.3%.8  The 
most  recent  reports,  which  emphasize  the  use 
of  early  aggressive  antibiotic  therapy  with 
adequate  protection  of  the  airway,  note  no 
mortality.4-910'11  In  recent  cases,  surgical  inter- 
vention was  delayed  until  obvious  suppuration 
was  found  or  there  was  no  response  to 
antibiotics. 

Signs  and  Symptoms 

The  classical  presentation  of  Ludwig’s  an- 
gina, which  was  evidence  in  our  patient,  is  that 
of  the  “hot  potato  mouth.”  This  includes 
trismus,  drooling  and  dysphagia.10  The  un- 
treated submandibular  infection  may  extend  to 
cause  posterior  and  superior  displacement  of 
the  floor  of  the  mouth,  which  becomes  swollen 
and  “woody.”  The  tongue  becomes  massively 
swollen  and  superiorly  pushed  into  the  palate 
and  oropharynx.  This  displacement,  coupled 
with  the  tense  “brawny”  edema  of  the  sub- 
maxillary area  of  the  neck,  can  cause  a very 
rapid  airway  obstruction.12 

The  most  common  symptoms  and  com- 
plaints are  of  pain  within  the  mouth,  restriction 
of  the  neck,  drooling,  and  dysphagia,  all  of 
which  were  noted  in  our  patient.  Fortunately, 
our  patient  never  advanced  to  any  stages  of 
airway  compromise,  which  have  been  depicted 
as  a tachypnea,  stridor  and  anoxia.4 

Common  findings  on  examination  include 
tachypnea,  fever,  chills,  swollen  tongue  and 
painful  neck.  Crepitance  within  the  soft  tissue 
and  foul  smell  have  also  been  described  as  part 
of  the  early  presentation  of  LA,  but  are  rare.4 
Radiographically,  panorex  and  dental  films  are 
most  helpful  in  finding  peridontal  abscess.4 
Soft  tissue  films  of  the  neck  and  face  are 
extremely  important  when  gas-forming  an- 
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aerobic  pathogens  are  suspected.  Soft  tissue 
films  of  the  floor  of  the  mouth  may  be 
indicated,  also,  when  there  is  suspicion  of  a 
salivary  duct  stone. 

Leukocytosis  with  a left  shift  would  also 
indicate  the  presence  of  a bacteriologic  in- 
fection. Gram  stains,  culture  and  sensitivity  of 
obtainable  fluid  or  pus  would  be  helpful  in  the 
final  selection  of  proper  antibiotics. 

Precipitating  Factors 

The  event  most  commonly  associated  with 
LA  today,  and  in  the  past,  is  an  odontogenic 
infection.  Taffel  implicated  poor  dental  hy- 
giene with  its  associated  gingivitis  and  dental 
sepsis  as  the  predisposing  condition  in  44  out 
of  45  reported  cases.13  The  proportion  of 
odontogenic  infection  as  the  primary  cause  of 
Ludwig’s  angina  differs  in  each  report,  with  a 
range  of  51-90%.6-7-8-13  Other  precipitating 
factors  reported  have  been  compound  fractures 
of  the  mandible,  traumatic  laceration  of  the 
floor  of  the  mouth,  peritonsillar  abscess, 
osteomyelitis,  otitis  media,  abscess,  sialadeni- 
tis and  pre-existing  Pseudomonas  sepsis.3-810 

When  odontogenic  infection  is  associated 
with  LA,  the  primary  odontogenic  site  is  the 
2nd  or  3rd  molar.8  This  relationship  was 
anatomically  explained  by  Tschinassy,3  who 
demonstrated  that  the  root  of  the  lower  2nd 
and  3rd  molar  extended  below  the  mylohyoid 
ridge  (the  insertion  of  the  mylohyoid  muscle 
into  the  mandible),  in  more  than  40%  of  the 
cadavers  he  studied.  The  importance  of  this 
relationship  is  that  the  mylohyoid  muscle  is  the 
anatomical  site  between  the  submaxillary  and 
sublingual  spaces.  Therefore,  an  abscess  at  the 
apex  at  the  2nd  or  3rd  molar  has  direct 
continuity  with  the  entire  submandibular 
space. 

LA  today  is  primarily  a disease  of  healthy 
people  as  demonstrated  by  our  own  case  and 
those  reported  by  Patterson,  in  which  19  out  of 
20  exhibited  no  other  disease.4  Diseases  which 
have  been  reported  in  association  with  LA 
include  acute  and  chronic  glomerulonephritis, 
systemic  lupus  erythematosus,  diabetes  mel- 
litus,  neutropenia,  and  combined  immuno- 
deficiency and  aplastic  anemia. 4-9-10-14 

Bacteriology 

It  has  been  well  documented  that  strep- 
tococci is  the  most  common  pathogen  occur- 


ring in  LA.  Up  to  72%  of  the  cases  reported  by 
Williams  and  42%  of  the  cases  in  Hought’s 
review8  were  caused  by  streptococci.  If  there 
was  evidence  of  crepitance,  or  foul  odor,  or 
taste,  penicillin  would  remain  the  drug  of 
choice,  since  it  is  active  against  many  of 
anaerobes  found  above  the  diaphragm  in- 
cluding Bacteroides.10  The  antibiotic  regimen 
should  be  changed  only  after  laboratory 
sensitivity  studies  or  the  clinical  course  of 
patient  demand  otherwise. 

Anaerobic  cultures  of  Vincent  spirilliform 
and  fusiform  bacilli  associated  with  anaerobic 
streptococcus,  mixed  aerobic  and  anaerobic 
(E.coli  + Pseudomonas  aeruginosa)  or  pure 
anaerobic  strep  colonies  have  all  been  re- 
ported in  LA  patients.7-9  Gram  negative  or- 
ganisms such  as  Neisseria  catarrhalis  and,  as 
previously  mentioned,  E.coli  and  Pseudo- 
monas have  been  cultured  for  LA  patients.8-9-14 
Two  cases  of  Pseudomonas  reported  by 
Baskin  appear  to  have  been  associated  with 
the  adult  immunodeficiency  states.14 

Management 

Today’s  management  of  LA  is  based  upon  3 
basic  guidelines:  1.)  maintain  adequate  airway, 
2.)  aggressive  and  early  intravenous  antibiotics, 
and  3.)  surgical  exploration  and  drainage  when 
a collection  of  purulent  material  is  palpated  or 
when  other  medical  interventions  have  failed. 

The  danger  of  airway  obstruction  due  to 
edema  of  the  suprahyoid  tissue  described  in 
the  past  remains  the  most  life-threatening 
aspect  of  LA.  Patterson  recommends  frequent 
monitoring  of  the  respiratory  status  with  an 
emergency  tracheotomy  tray  available  at  the 
bedside  at  all  times.4  Ominous  signs  of  airway 
obstruction  include  loud  stridorous  breathing, 
dyspnea  and  possible  laryngospasm  due  to 
aspiration  of  saliva.  The  current  recom- 
mendation is  to  perform  tracheostomy  under 
local  anesthesia  before  an  emergent  situation 
demands  an  unprepared,  disorderly  cricothy- 
roidotomy. 

Endotracheal  intubation  has  been  success- 
ful in  assuring  the  airway.4  However,  because 
of  upper  airway  distortion  caused  by  the 
suprahyoid  edema,  and  the  possibility  of 
laryngospasm,  direct  laryngoscopy  is  con- 
sidered too  dangerous  by  many.3-4-6-9  Direct 
fiberoptic  laryngoscopy  has  been  used,  but 
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should  be  performed  by  only  the  most  skilled 
and  experienced  personnel.15 

As  soon  as  LA  is  diagnosed,  intravenous 
antibiotics  should  be  instituted.  Since  most 
odontogenic  pathogens  are  susceptible  to 
penicillin  G,  this  drug  remains  the  first  choice. 
It  is  important  that  initial  coverage  be  broad- 
based  and  include  antibiotics  which  are  di- 
rected against  penicillinase  producing  staph- 
lococci,  gram-negative  organisms  and  fuso- 
spirochetal forms.  In  this  context,  cephalo- 
sporin derivatives,  semisynthetic  penicillin, 
erythromycin,  and  an  aminoglycocide  may  be 
considered.9  The  antibiotic  regimen  may  be 
modified  based  on  the  culture  and  sensitivity 
results  when  they  became  available.  Surgical 
drainage,  once  the  mainstay  of  therapy,  re- 
mains an  important  tool  in  the  clinical  control 
of  aggressive  LA.6-713  Most  modem  day  clinicians 
use  surgical  drainage  only  when  crepitus, 
fluctuation  of  deep  seated  abscess,  or  a 
purulent  needle  aspiration  is  encountered.410'11 
The  majority  of  LA  cases  will  respond 
adequately  to  antibiotics  so  that  drainage 
procedures  will  not  have  to  be  performed. 

Summary 

With  better  dental  hygiene  and  greater 
medical  awareness,  Ludwig’s  angina  is  be- 
coming rare.  The  modern  arsenal  of  anti- 
biotics keeps  modern  physicians  well  armed 
against  any  one  of  a number  of  the  possible 
pathogens.  Penicillin  remains  the  drug  of 
choice  for  initial  therapy  since  most  common 
oral  pathogens  are  sensitive,  with  the  cephalo- 
sporins and  aminoglycosides  reserved  for 
resistant  or  more  aggressive  microbes.  A 
patent  airway  remains  the  number  one  priority 
in  these  patients’  management.  Every  effort 
must  be  made  to  insure  that  airway  obstruc- 
tion, the  most  common  life-threatening  com- 
plication, be  averted.  Elective  tracheostomy 
with  local  rather  than  general  anesthesia  is 


recommended,  particularly  when  considering 
the  complications  or  intubation  in  these 
patients.  Surgical  drainage  has  become  the 
reserved  treatment  for  patients  with  sub- 
stantial fluctuation,  documented  abscess  or 
lack  of  response  to  antibiotics.  With  greater 
physician  awareness  of  this  now  rare  medical 
entity,  LA  can  be  recognized  and  treated  early, 
thus  limiting  its  morbidity  and  mortality. 
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Adrenergic  Receptors  and  the 
Sudden  Infant  Death  Syndrome  (SIDS) 


ABSTRACT 

THE  presently  proposed  causes 
for  SIDS  are  numerous  but 
every  one  fails  to  explain 
all  cases  of  SIDS.  This  study  explored 
the  possibility  of  an  imbalance  of  adrenocep- 
tors as  the  cause  for  SIDS.  A lack  of  a- 
receptors,  primarily  in  the  lungs,  was  evalu- 
ated. Since  a -receptors  on  platelets  closely 
resemble  those  on  other  tissues,  plus  blood  is 
much  easier  to  obtain  than  lung  tissue,  these a- 
receptors  were  studied.  Platelet  aggregation  in 
response  to  natural  agonists  is  mediated  by  a2- 
adrenoceptors.  Adult  blood  was  drawn  and 
used  as  a control  for  platelet  aggregation.  Cord 
blood  was  collected  from  approximately  twen- 
ty infants.  The  aggregating  response  of  its 
platelets  differed  from  that  of  adult  blood 
platelets.  They  did  not  respond  to  epinephrine 
alone  but  would  respond  to  ADP  and  this 
response  was  potentiated  by  epinephrine. 
Although  the  responses  varied  among  infants, 
most  showed  potentiation  with  epinephrine. 
One  infant’s  platelets  did  show  a lack  of 
response  to  epinephrine,  suggesting  a possible 
lack  of  a -receptors.  The  infants  will  be 
followed  through  the  first  year  of  life  to  see  if 
any  SIDS  or  near- SIDS  reported  will  correlate 
with  these  findings. 

Introduction 

The  most  frequent  cause  of  death  of  infants 
between  one  week  and  twelve  months  of  age  is 
unexplained  and  is  classified  as  Sudden  Infant 
Death  Syndrome  (SIDS).1  The  general  risk  is 
two  deaths  per  one  thousand  live  births.  The 
second  International  SIDS  Conference  in  1969 
defined  SIDS  as  “the  sudden  death  of  any 
infant  or  young  child  which  is  unexpected  by 
history  and  in  which  a thorough  post-mortem 
examination  fails  to  demonstrate  an  adequate 
cause  for  death.”2  Infants  at  greatest  risk  for 
SIDS  are  those  having  apnea  of  infancy  (AI). 
AI  is  an  “unexplained  and  frightening  episode 
of  cessation  of  breathing  for  twenty  seconds  or 
longer,  or  a shorter  respiratory  pause  associ- 
ated with  bradycardia,  cyanosis,  or  pallor.”'1  A 
near-miss  SIDS  infant  has  had  a sudden  onset 
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of  apnea  with  cyanosis  or  pallor  requiring 
resuscitative  efforts.4  SIDS  infants  have  been 
reported  to  be  less  responsive,  to  have  unusual 
cries,  and  to  gain  weight  poorly.5 

Risk  Factors 

SIDS  seems  to  occur  most  often  in  infants 
who  are  between  one  and  four  months  of  age, 
in  winter  months,  at  night,  and  while  the  infant 
is  asleep  in  any  position.5  However,  this  is  also 
the  peak  age  and  time  of  the  year  for  infant 
death  from  known  causes.  Other  factors  identi- 
fied in  SIDS  are:  being  pre-term,  intrauterine 
growth  retardation,  amnionitis,  low  Apgar 
scores,  the  need  for  oxygen  and  resuscitation 
at  birth,  being  second  or  third  in  birth  order  or 
the  product  of  a multiple  birth,  in  particular, 
being  second  born  of  a twin  pair.4'  5 SIDS 
occurs  more  frequently  in  infants  whose  father 
and  mother  are  poor  and  less  than  20  years  of 
age,  whose  mothers  are  unmarried,  have  had 
poor  prenatal  care,  have  been  ill  during  the 
pregnancy,  have  short  interpregnancy  inter- 
vals, have  had  previous  fetal  loss,  and  who  are 
smokers  or  abusers  of  narcotics.4,  5’  6 These 
factors  also  increase  the  risk  of  infant  death 
due  to  known  causes,  and  suggest  that  an 
altered  physiology  is  affected  by  environment. 
Male  infants  are  also  at  increased  risk  for 
SIDS  as  well  as  for  death  by  known  causes. 
Risk  for  SIDS  varies  with  ethnic  background: 
general  risk  2.0/1,000,  poor  blacks  5.04/1,000, 
American  Indians  5.93/1,000,  Alaskan  natives 
4.5/1,000,  and  Orientals  0.5/1,000  live  births.5 
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Pathology 

Autopsy  has  been  the  greatest  source  of 
information  regarding  SIDS.  Postmortem  find- 
ings include  mucoid,  watery,  or  bloody  fluid  in 
nares;  cyanosis  apparent  in  lips  and  nails; 
petechiae  on  external  and  cut  surfaces  of  the 
thymus.  Lungs  fill  the  thoracic  cavity  com- 
pletely and  show  hyperemia,  edema  and  intra- 
alveolar  hemorrhage;  petechiae  are  in  septa 
and  the  pleura;  macrophages  cluster  in  alveoli. 
Inflammation  of  the  epiglottis,  larynx,  trachea, 
and  bronchi  is  present  with  the  predominate 
cell  being  lymphocytes.  The  heart  has  no 
lesions;  the  liver  has  islands  of  extramedullary 
hematopoiesis."  Other  pathological  features 
are  pulmonary  vascular  muscle  hypertrophy; 
and  adrenal  size  is  at  lower  limits  of  normal. 
There  is  periadrenal  brown  fat  retention, 
degranulation  of  chemoreceptor  cells  in  caro- 
tid bodies,  astroglial  cell  proliferation  in  the 
brainstem,  and  leukomalacia  of  subcortical 
and  periventricular  white  matter.1- 7 Several  of 
these  abnormalities  are  related  to  chronic  or 
recurrent  premortem  hypoxemia  or  stress.2- 7 
Researchers  have  used  these  pathologic  fea- 
tures to  develop  the  present  theories  on  SIDS. 
One  or  several  of  these  pathologic  findings  may 
be  observed  in  a given  SIDS  victim.  It  is  not 
necessary  to  see  all  these  findings  to  make  a 
diagnosis  of  SIDS. 

A Cause  for  SIDS 

The  proposed  causes  for  SIDS  are  numer- 
ous, but  none  can  explain  death  in  all  cases. 
The  possibility  exists  that  there  is  no  single 
cause,  but  several  factors  that  contribute  to 
the  unexplained  death  of  an  infant.  Present 
theories  on  the  cause  of  SIDS  include  both 
physiologic  and  metabolic  bases. 

Anatomic 

Airway  obstruction  can  lead  to  apnea, 
particularly  obstructive  apnea,  in  which  there 
is  disruption  of  ventilation  consisting  of  lack  of 
airflow  but  continued  respiratory  movements. 
Abnormalities  in  tone  of  upper  airway  muscles 
could  result  in  increased  resistance  leading  to 
hypoventilation  and  obstructive  apnea  in  those 
infants  with  slightly  decreased  chemoreceptor 
function.5  Nasophryngitis  is  the  most  common 
cause  of  nasal  obstruction.  Since  only  56%  of 
six  week  old  infants  are  able  to  establish  an 
adequate  oral  airway,  near- SIDS  infants  dem- 
onstrate an  increase  in  apnea5  Focal  necrosis 
of  the  vocal  cords  will  also  cause  airway 


obstruction,  but  it  has  been  found  no  more 
frequently  in  SIDS  victims  than  in  those 
infants  who  died  of  a known  cause.  Adenoid 
hypertrophy,  states  in  which  the  soft  palate  and 
tongue  relax  and  oppose  each  other,4  and  ana- 
tomical and  functional  peculiarities,  such  as  large 
size  of  the  tongue  or  relaxation  of  pharyngeal 
muscles  in  REM  sleep,  are  other  causes  of 
airway  obstruction  that  could  result  in  apnea. 
Larvngospasm  has  not  been  supported  and 
bilateral  choanal  atresia  has  been  disproved  as 
reasons  for  airway  obstruction." 

Neurologic 

The  apnea  hypothesis  states  that  infants 
who  die  suddenly,  unexpectedly,  and  without 
having  a sufficient  cause  detected  at  post- 
mortem examination,  share  an  abnormality  in 
the  autonomic  regulation  of  cardiovascular  or 
respiratory  activity  or  both.  The  abnormality 
can  be  triggered  or  exaggerated  by  a normal 
stimulus,  such  as  inflammation  of  the  respira- 
tory tract.4  Increased  astrocyte  gliosis  of  the 
brainstem  involving  nucleus  ambiguous,  nu- 
cleus of  the  solitary  tract,  and  dorsal  motor 
nucleus  of  the  vagus  nerve  may  be  the  result  of 
hypoxia,  but  may  also  result  in  abnormal 
regulation  of  breathing.  Abnormalities  found 
post-mortem  in  two-thirds  of  the  SIDS  victims 
suggest  SIDS  is  related  to  recurrent  or  chronic 
hypoxia,  increased  smooth  muscle  in  the 
pulmonary  circulation,  and  astroglial  prolif- 
eration in  the  brainstem.4  Hypoxia  may  affect 
brainstem  structures,  resulting  in  alteration  of 
the  infant’s  autonomic  control  of  ventilation 
and  cardiac  rhythm,  which  could  lead  to 
central  and  obstructive  apnea,  hypoventilation 
and  arrhythmias  causing  more  tissue  hy- 
poxemia and  further  pathologic  changes.5 
Abnormalities  of  the  intracardiac  conduction 
system  have  been  reported  in  SIDS,  but  not 
supported  by  further  studies.  There  is  no 
distinctive  histological  evidence  to  distinguish 
the  SIDS  victim  and  the  infant  who  died  of  a 
known  cause.4- 5 

There  is  some  evidence  that  the  arousal 
response  in  near  -SIDS  infants  is  abnormal; 
thus  they  are  unable  to  establish  normal 
breathing  when  interrupted  by  abnormalities 
in  chemoreceptors  and/or  innervation  of  upper 
airway  muscles.  This  problem  has  also  been 
observed  in  pre-term  infants  and  in  infants 
with  congenital  central  hypoventilation.5  There 
is  some  evidence  which  suggests  that  the 
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carotid  body  is  abnormal  in  SIDS.  The 
inhibition  of  skeletal  muscle  tone  and  the  y- 
motor  neuron  system  during  active  sleep  can 
lead  to  recession  of  the  tongue  and  pharyna- 
geal  constrictors,  thus  causing  obstruction  and 
reliance  on  the  diaphragm  for  air  flow.4  The 
vagus  nerve  of  SIDS  victims  has  been  found  to 
have  fewer  small  myelinated  fibers  which  may 
cause  a defective  pattern  of  respiration. 
Pulmonary  irritant  receptors  are  known  to  be 
innervated  by  small  vagal  myelinated  fibers 
and  a decreased  number  could  produce  an 
immature  response  to  irritant  receptor  stimu- 
lation and  an  inhibition  of  respiration.9 

Metabolic 

No  differences  have  been  found  between 
SIDS  victims  and  dead  controls  in  studies  of 
electrolytes,  urea  nitrogen  and  protein  in 
vitreous  humor,  in  determinations  of  con- 
centrations of  selenium,  zinc,  copper,  calcium, 
and  magnesium  concentrations  in  serum  and 
liver,  and  in  the  measurements  of  serum 
concentrations  of  25-hydroxy-vitamin  D,.4-  5 
Hypoglycemia  is  not  a likely  cause  since  there 
exist  no  differences  in  cortisol  and  growth 
hormone  levels  in  plasma.  SIDS’  relationship 
to  thiamine  metabolism  is  inconclusive.  There 
is  also  no  support  for  the  theory  of  a toxic 
cause  for  SIDS,  but  there  is  a definite  increase 
in  the  occurrence  rate  of  SIDS  among  infants 
born  to  methadone- addicted  mothers.  Metha- 
done depresses  brainstem  regulation  of  brea- 
thing and  evidence  exists  to  suggest  metha- 
done may  have  an  effect  even  after  its 
clearance  from  the  blood.  There  is  also  an 
increased  incidence  of  SIDS  in  infants  whose 
mothers  smoke  cigarettes.5  The  results  of 
studies  of  triiodothyronine  (T3)  levels  in  SIDS 
victims  are  conflicting.  One  study  found  sig- 
nificantly elevated  serum  T3  levels  in  infants 
that  died  of  SIDS,  as  well  as  in  dead  controls 
when  those  victims  with  abnormal  thyroid 
function  were  accounted  for.  Chronic  hypoxia 
is  known  to  lower  T3  and  thyrotine  (T4)  levels 
and  to  elevate  rT3;  thus  the  findings  of 
elevated  T3,  normal  T4  and  no  increase  in  rT3 
are  not  consistent  with  the  proposal  that  SIDS 
is  the  result  of  chronic  hypoxia10  Other  studies 
found  that  post-mortem  blood  from  SIDS 
victims  had  appreciably  higher  concentrations 
of  T3  than  the  blood  of  those  who  died  from 
other  causes  or  the  blood  of  living  controls  of 
the  same  age  group.  T4  blood  levels  of  dead 


controls  were  lower  than  those  SIDS  victims  or 
living  controls.1112  One  of  these  studies  also 
looked  at  T3:T4  ratios  in  post-mortem  blood 
specimens  and  found  that  they  were  higher  in 
both  SIDS  and  dead  controls  than  in  blood 
from  living  controls. 

Other 

There  is  no  evidence  of  a systemic  viral 
infection  with  SIDS,  but  an  upper  respiratory 
infection  has  been  associated  with  an  in- 
creased risk.5  In  40%  to  75%  of  SIDS  victims 
examined,  evidence  of  a mild  respiratory  tract 
infection  was  found.  It  is  possible  that  mild 
infection  acts  as  a trigger  for  SIDS  by 
depletion  of  vagal  stimulation  or  by  producing 
a defect  in  production  or  degradation  of  the 
secretory  component  of  IgA,  thus  setting  off 
ventilatory  or  circulatory  failure.4  The  use  of 
ordinary  bed  clothing  will  not  cause  suffo- 
cation of  an  infant,  and  bed-sharing  is  an 
unlikely  cause,  but  death  as  a deliberate  act 
cannot  be  ruled  out.4  Surely  this  would  not 
account  for  all  cases  of  SIDS.  There  are  no 
data  to  support  a genetic  component  to  the 
cause  of  SIDS.  Even  though  the  risk  for 
subsequent  siblings  is  increased  ten-fold,'-'  15 
the  risk  for  first  full  cousins  is  the  same  as  that 
in  the  general  population.2'4  5 The  surfactant  in 
lungs  of  infants  who  died  of  SIDS  differs  from 
that  of  those  who  died  from  other  causes. 
Surfactant  from  the  lungs  of  SIDS  victims  has 
lesser  amounts  of  phospholipid  and  dipalmityl 
phosphatidyl  choline  (DPPC).13 

Hypothesis:  Adrenoceptor  Imbalance 

Since  none  of  the  proposed  causes  at 
present  can  explain  every  case  diagnosed  as 
SIDS,  a new  avenue  was  explored  in  this  study. 
The  possibility  exists  that  some  of  the  sudden 
infant  deaths  really  aren’t  SIDS  and  that  the 
true  cause  of  death  was  overlooked.  But  even  if 
such  cases  are  accounted  for,  there  are  still 
numerous  cases  of  SIDS  that  cannot  be 
explained  by  any  of  the  proposed  causes. 
This  study  explored  the  possibility  of  an 
imbalance  of  adrenoceptors  as  the  cause  for 
SIDS. 

The  effects  of  activity  of  the  sympathetic 
nervous  system  results  from  action  of  catecho- 
lamines, noradrenaline  and  adrenaline,  on 
adrenoceptors.  There  are  two  main  types  of 
adrenoceptors:  alpha  ( a l & a ) and  beta 
( & 3 2 )•  Catecholamines  combine  with 
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the  receptor  and  work  through  a second 
messenger  which  modifies  cellular  response.14 
3 -adrenergic  responses  are  typified  by  relaxa- 
tion of  smooth  muscle  and  stimulation  of 
cardiac  contractility.  The  a -adrenergic  re- 
sponses are  typified  by  contraction  of  vascular 
and  uterine  smooth  muscle.15 

In  the  lungs,  the  a-receptors  cause  broncho- 
constriction  while  the  3 -receptors  promote 
bronchodilatioa  An  imbalance  of  adrenergic 
receptors  has  been  associated  with  asthma  and 
allergy  by  studies  which  have  shown  decreased 
numbers  of  3 -receptors  in  various  tissues,  and 
a decreased  3-adrenergic  responsiveness.16 
The  possibility  exists  that  an  analogous 
situation  is  present  in  SIDS,  but  would  involve 
a lack  or  absence  of  the  a-receptors.  If  a 
deficiency  of  a-receptors  exisited,  it  would  be 
possible  for  the  3-receptors  to  dominate, 
causing  complete  dilation  and  relaxation  of  the 
lungs  and  blood  vessels.  Without  sufficient  a- 
receptors  to  stimulate  constriction,  the  system 
may  not  return  to  normal  after  catecholamine 
stimulation  and  could  fail. 

Preliminary  investigations  of  lung  tissue 
obtained  at  autopsies  of  SIDS  victims  have 
provided  evidence  for  a possible  imbalance  of 
alpha  and  beta  adrenoceptors.  A deficiency  of 
a-receptors  was  found.  Obtaining  lung  tissue 
from  newborns  would  be  impractical  and  some 
other  non- invasive  means  of  studying  adreno- 
ceptors was  needed.  Studies  have  shown  the 
existence  of  a -adrenergic  receptors  on  plate- 
lets and  3-adrenergic  receptors  on  lympho- 
cytes, and  that  they  closely  resemble  the 
adrenergic  receptors  in  other  peripheral  tis- 
sues.17 Based  on  this  similarity  of  receptors,  it 
was  assumed  that  the  response  of  a-receptors 
in  platelets  would  be  the  same  as  observed 
witha-receptors  in  lung  tissue.  Several  alterna- 
tives are  available  for  studying  a-receptors  on 
platelets,  but  a method  that  could  be  easily 
repeated,  was  fairly  inexpensive,  and  to  a large 
degree  reliable,  was  sought.  It  was  significant 
to  this  study  that  the  method  of  analysis  be 
something  reproducible  so  that  not  only  would 
a cause  for  SIDS  be  found,  but  also  a means  of 
safely  screening  newborns  would  be  available 
to  detect  those  at  high  risk  for  SIDS. 

Blood  platelets  from  humans  aggregate  on 
exposure  to  adrenaline  and  noradrenaline. 
The  effect  results  from  occupancy  of  an  a- 
adrenoceptor.  Human  platelets  carry  both  a - 


and  a , -adrenoceptors,  but  the  a.,  -adreno- 
ceptor is  primarily  responsible  for  mediating 
aggregation  in  response  to  the  natural  agonists 
adrenaline  and  noradrenaline,  which  are  both 
alpha  and  beta  agonists.  The  alpha  specific 
agonists,  clonidine  and  phenylephrine,  fail  to 
induce  aggregation,  however. 

Experimental 

Epinephrine  was  the  aggregating  agent 
chosen.  Human  adult  blood  was  drawn  and 
used  as  a control  to  observe  the  aggregating 
response  to  epinephrine  at  several  concen- 
trations and  the  variability  of  response  among 
individuals.  Blood  was  drawn  into  a plastic 
syringe  by  using  a butterfly  needle  and 
attempting  to  produce  as  little  trauma  as 
possible.  Contact  with  glass  or  polycarbonate- 
type  plastic  was  avoided.  Nine  ml.  of  blood  was 
dispensed  into  test  tubes  containing  1 ml.  of 
3.8%  sodium  citrate  solution,  the  antico- 
agulant. The  pH  of  the  citrate  solution  was 
approximatley  8.15. 

To  prepare  platelet-rich  plasma  (PRP),  the 
anticoagulated  sample  was  centrifuged  at  180 
xg  for  10  minutes  and  the  PRP  was  collected. 
The  residual  sample  was  centrifuged  again  at 
2000-3000xg  for  15  minutes  to  prepare  plate- 
let poor  plasma  (PPP).  Both  PRP  and  PPP 
were  kept  at  room  temperature  because  cold 
temperatures  can  induce  spontaneous  aggre- 
gation.19 A one  mM  stock  solution  of  epine- 
phrine was  prepared  in  phosphate  buffered 
saline,  which  contained  0.1%  vitamin  C (PBS-C). 
The  PBS-C  solution  was  prepared  as  follows: 
700  ml  of  0.15  M NaCl  solution,  43  ml.  of  0.15 
M Na  H2PO4  solution,  and  257  ml.  of  0.1  M 
Na2HPC>4  solution  were  mixed  and  1.0  g of 
ascorbic  acid  was  added  as  a stabilizer.  The 
pH  was  adjusted  to  7.4  with  10  M NaOH.  The 
stock  epinephrine  solution  was  used  to  prepare 
all  other  epinephrine  solutions  (Table  I)- 

Aggregation  of  platelets  was  measured  using 
an  aggregometer  with  chart  recorder.  This 
instrument  is  a turbidimetric  device  which 
measures  the  decrease  in  light  transmission  in 
stirred  platelet  rich  plasma  caused  by  clump- 
ing of  platelets  after  addition  of  an  aggregating 
agent.  The  test  was  done  no  sooner  than  30 
minutes  nor  longer  than  3.5  hours  after  the 
blood  was  drawn.19  The  platelet  count  of  PRP 
was  measured  with  a Coulter  counter  and  was 
adjusted  to  approximately  200,000/mm  using 
the  PPP.  For  a blank,  0.5  ml  of  PPP  was  used. 
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To  a second  cuvette  0.45  ml  of  the  adjusted 
PRP  was  dispensed  and  warmed  for  3 minutes 
at  37  degrees  before  0.05  ml  of  the  aggregating 
agent  was  added.  The  addition  of  one  part 
aggregating  agent  to  nine  parts  of  the  PRP 
diluted  the  initial  concentration  of  aggregating 
agent  by  ten  fold  (Table  I). 


TABLE  I 

Initial  Concentration  Final  Concentration 

of  Epinephrine  of  Epinephrine 


2 

X 

10 

5 

M 

2 

X 

10  6 

M 

4 

X 

10 

5 

M 

4 

X 

10  6 

M 

10 

X 

10 

5 

M 

10 

X 

10  6 

M 

20 

X 

10 

5 

M 

20 

X 

10  6 

M 

The  platelet  aggregation  curve  was  observed 
and  recorded  for  2 to  5 minutes.  This 
procedure  was  followed  for  all  samples  of 
blood  collected  and  for  all  concentrations  of 
epinephrine. 

The  rate  and  extent  of  aggregation  has  been 
long  recognized  as  extremely  variable  at 
different  times  in  the  same  individual  and 
among  different  individuals.20  This  variability 
was  observed  in  the  plasma  samples  taken 
from  the  adult  controls  (Figures  1-4).  A 
significant  variation  was  the  absence  of  the 
second  phase  of  aggregation.  Platelet  count, 
rate  of  stirring,  pH  and  temperature  of  PRP, 
effect  of  white  blood  cells,  plasma  fibrinogen 
concentration,  ingestion  of  drugs  such  as 
aspirin,  and  the  time  interval  between  vene- 
puncture and  the  aggregation  test  can  all  be 
reasons  for  the  observed  variation  in  aggre- 
gation. The  first  phase  of  adrenaline-induced 
aggregation  shows  a consistent  and  marked 
increase  with  the  passage  of  time.20  The  first 
wave  of  epinephrine-induced  platelet  aggre- 
gation and  the  lag  phase  before  the  second  are 
both  related  to  the  log  of  the  epinephrine  dose, 


but  are  highly  variable  and  difficult  to  measure 
accurately.21  The  aggregation  response  curves 
were  examined  qualitatively  by  comparing 
their  appearance  since  the  quantitative  mea- 
surements were  quite  variable. 

Studies  with  Cord  Blood 

Cord  blood  was  then  collected  as  above,  but 
the  platelets  did  not  respond  to  epinephrine  as 
did  those  in  adult  blood.  They  did  respond  to 
other  aggregating  agents,  i.e.  collagen  and 
adenosine  diphosphate  (ADP).  When  epineph- 
rine was  added  to  ADP  and  used  as  an 
aggregating  agent, the  potentiation  of  the  ADP- 
induced  aggregation,  as  cited  in  other  studies,22 
was  observed.  Concentration  of  both  the  ADP 
and  epinephrine  were  varied  to  find  an 
optimum  concentration  of  ADP  at  which 
variations  among  different  concentrations  of 
epinephrine  and  among  individuals  could  be 
distinguished  The  concentration  of  1 x 10 6 M 
ADP  was  initially  used  but  did  not  give  a large 
enough  response  to  distinguish  clearly  varia- 
tions in  several  samples  of  cord  blood  thus  a 
greater  concentration  of  ADP  was  chosen 
(Table  II). 

As  the  concentration  of  ADP  was  kept  the 
same  and  the  epinephrine  concentration  was 
increased,  the  magnitude  of  the  response  also 
appears  to  increase  (Figures  5,  6,  7).  Twenty 
samples  of  cord  blood  were  collected  for 
aggregation.  Blood  was  drawn  from  the  umbili- 
cal vein,  attempting  to  get  as  clean  a stick  as 
possible  within  2 to  3 minutes  after  the  cord  had 
been  clamped  off.  Cord  blood  was  found  to  clot 
if  too  much  time  was  used  to  draw  the  blood  or 
if  the  stick  was  not  clean  and  tissue  fluid  was 
taken  into  the  sample.  The  same  procedure 
was  followed  for  cord  blood  as  was  done  for  the 
adult  blood  samples.  Variations  were  observed 
between  individuals.  Some  appeared  to  be 
more  responsive  to  the  ADP  while  others  were 
more  sensitive  to  the  varying  concentrations  of 
epinephrine.  One  infant  seemed  to  lack  any 


TABLE  II 


Initial  Concentration 


Final  Concentration 
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sensitivity  to  epinephrine.  The  infants,  whose 
cord  blood  was  analyzed,  will  be  followed  for 
the  first  year  through  contact  with  their 
pediatricians.  Any  reports  of  apnea  or  near- 


Fig.  2 


Figures  1 and  2. 

Stimulation  by  epinephrine  of  platelets 
from  human  adult  blood.  Curves  reflect 
varying  concentrations: 

a)  2x10 '<>  M Epi 

b)  4x10  M Epi 

c)  10x10 '«  M Epi 

d)  20x10  '6  M Epi 

In  both  cases,  the  second  phase  of 
aggregation  is  lacking. 


SIDS  given  by  the  physicians  that  correlate 
with  the  data  collected  could  support  the 
theory  that  an  imbalance  of  a and  3 - receptors 
is  involved  with  SIDS. 


from  human  adult  blood.  Concentrations 
of  aggregating  agent  are: 

a)  2x10  ~6  M Epi 

b)  4x10  6 M Epi 

c)  10x10  *6  M Epi 

d)  20x20 '6  M Epi 

Blood  used  for  aggregation  in  Figure  3 
was  from  the  same  individual  as  in  Figure  1 
but  drawn  on  two  different  days. 
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The  response  observed  most  often  was  an 
increase  in  the  aggregation  response  with  the 
addition  of  epinephrine  and  further  increases 
with  increasing  the  epinephrine  concentration 
(Figures  6,  7).  Figures  6 and  7 show  the 
variation  in  responsiveness  to  ADP.  The 
response  curve  for  ADP  is  more  intense  in 


Figures  5 and  6. 

Aggregation  response  of  platelets  in  cord 
blood  to  ADP  and  stimulation  by  epinephrine 
of  the  response  to  ADP. 

a)  3x10  "6  M ADP 

b)  3x10 "6  M ADP  + 1x10  ~7  M Epi 

c>  3x10 '6  M ADP  + 5x10 ‘7  m Epi 

d)  3x10  *6  M ADP  +10x10  '7  M Epi 


figure  6 than  figure  7.  Differences  in  the 
sensitivity  to  epinephrine  can  also  be  observed 
by  comparing  figure  5 and  6.  The  aggregation 
patterns  in  figure  8 appear  to  lack  any  increase 
in  response  with  addition  of  epinephrine.  The 
response  of  this  infant’s  platelets  to  ADP  is 
similar  to  that  observed  for  other  samples. 


Figure  7. 

Aggregation  response  of  platelets  in  cord 
blood  to  ADP  and  stimulation  by  epinephrine 
of  the  response  to  ADP. 

a)  3x10  *6  M ADP 

b)  3x10 '6  M ADP  + 1x10  *7  M Epi 

c)  3x10 's  M ADP  + 5x10  *7  M Epi 

d)  3x10*6  M ADP  +10x10  *7  M Epi 


Fig.  8 


Figure  8. 

The  aggregation  response  of  platelets  from 
cord  blood  in  this  individual  does  not 
appear  to  be  stimulated  by  epinephrine. 

a)  3x10*6  M ADP 

b)  3x10*6  M ADP  + 1x10  *7  M Epi 

c)  3x10*6  M ADP  + 5x10 *7  M Epi 
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Conclusions 

The  three  effects  of  adrenaline  on  human 
platelets,  first  phase  aggregation,  second  phase 
aggregation,  and  potentiation  of  ADP  aggre- 
gation, can  all  be  prevented  by  phentolamine 
and  dihydroergotamine.  This  suggests  that  the 
effects  of  adrenaline  involve  an  a -receptor.22 
Although  platelets  from  cord  blood  demon- 
strated potentiation  of  ADP  aggregation,  they 
didn’t  respond  to  epinephrine  alone.  Because 
so  many  factors  contribute  to  aggregation,  it 
can’t  be  stated  as  an  absolute  that  the 
potentiating  effects  of  epinephrine  on  ADP- 
induced  aggregation  involve  stimulation  of  the 
a -receptors  on  platelets  from  cord  blood.  If  the 
involvement  of  a-receptors  was  certain  in  the 
aggregation  response  of  platelets  from  cord 
blood  to  ADP  plus  epinephrine,  then  it  could 
be  concluded  that  a-receptors  were  lacking  or 
unresponsive  in  the  case  where  platelets 
appeared  not  to  respond  to  epinephrine. 
Follow-up  of  the  infants  is  of  significant 
importance  to  making  any  conclusive  state- 
ments about  imbalance  of  a-  and  3 -receptors 
and  its  involvement  with  SIDS.  If  problems 
arise  and  are  accurately  reported  by  the  family 
and  physician,  comparison  can  be  made  to  the 
aggregation  response  recorded.  A report  of 
apnea  or  near- SIDS  that  would  match  up  with 
an  aggregation  response  lacking  epinephrine 
sensitivity  would  shed  a promising  light.  Even 
a report  of  apnea  or  near- SIDS  in  an  infant, 
whose  aggregation  response  appeared  normal, 
would  not  disprove  the  theory  of  an  adreno- 
ceptor imbalance.  It  could  be  that  the  method 
of  analysis  is  not  sensitive  or  selective  enough 
to  determine  such  an  imbalance.  There  is  still 
much  that  is  not  known  about  platelet  aggre- 
gation, particularly  in  cord  blood,  such  as  why 
platelets  in  cord  blood  don’t  respond  to 
epinephrine  alone.  Is  there  an  inhibitory’  factor 
involved?  More  aggregation  studies  need  to  be 
done  using  a larger  number  of  infants  not  only 
to  support  any  findings  from  this  study  on  the 
involvement  of  an  a-receptor  imbalance  in 
SIDS,  but  also  to  provide  credibility  for  the 
use  of  platelet  aggregation  as  a method  of 
screening  newborns  for  ana-receptor  deficien- 
cy. 
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A Survey  of  Rubella  Susceptible 
Females  in  Nebraska 


Susceptibility  to  rubella  re- 
mains a problem  in  the  United 
States  despite  the  development 
and  widespread  utilization  of  a rubella  vaccine 
which  causes  successful  sero-conversion  (im- 
munity) in  greater  than  95%  of  all  individuals 
vaccinated.  Rubella  is  a relatively  benign 
disease  unless  contracted  by  the  fetus  in  utero 
resulting  in  congenital  rubella  syndrome.  Con- 
genital rubella  syndrome  can  be  medically, 
socially,  and  financially  devastating  to  the 
patient  and  the  patient’s  family. 

In  Nebraska,  premarital  screening  for  rubella 
is  undertaken  prior  to  issuance  of  a marriage 
license.  In  order  to  determine  the  performance 
of  Nebraska  physicians  in  notifying  patients  of 
rubella  susceptibility,  a random  sampling 
survey  of  women  who  were  shown  to  be  rubella 
susceptible  in  1981  was  performed  via  return 
mail  questionnaire  (Fig.  1). 

Fig.  1 Survey  Questionnaire 


Dear  Ms. 

A review  of  medical  tests  done  at  the  Nebraska 
Department  of  Health  discloses  that  your  test  for 
immunity  to  Rubella  (German  Measles)  indicates  that 
you  are  currently  not  immune  to  Rubella.  In  order  for 
us  to  improve  health  care  in  the  future,  would  you 
please  answer  the  following  two  questions  and  return 
this  form  in  the  self-addressed  envelope.  All  answers 
will  remain  confidential. 

1.  Were  you  informed  of  your  lack  of  Rubella 
immunity  by  your  doctor? 

a.  Yes 

b.  No 

2.  Did  you  receive  the  Rubella  (German  Measles) 
vaccination? 

a.  Yes 

b.  No 

c.  Don’t  Know 


Materials  and  Methods 

A total  of  8,002  premarital  rubella  screens 
were  done  in  Nebraska  in  1981.  Non-immunity 
to  rubella  was  documented  in  768  screens  or 
9.59%  of  the  total.  Questionnaires  were  sent  to 
a random  sample  of  256  women  in  the  rubella 
susceptible  group. 
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Result 

Of  the  256  questionnaires  mailed,  a total  of 
96  women  responded  to  the  survey.  Diffi- 
culties in  name  change,  change  of  address  after 
marriage,  and  the  fact  that  2 years  had  elapsed 
from  the  time  of  rubella  screening  to  the 
survey,  contributed  to  the  poor  response  rate. 
Because  of  the  poor  response  rate,  a 2nd 
mailing  to  randomly  selected  individuals  not 
originally  included  in  the  test  group  was 
undertaken.  A total  of  50  questionnaires  were 
mailed  with  14  responses  received.  The  results 
of  the  survey  in  both  groups  are  summarized  in 
Tables  1 and  2. 

Discussion 

The  results  of  both  groups  surveyed  re- 
vealed that  the  majority  of  women  (approxi- 
mately 60%)  were  informed  of  their  lack  of 
immunity  to  rubella  and  a majority  of  the 
women  in  both  groups  (62.5%  in  group  1 and 
71.4%  in  group  2)  received  the  rubella  vaccine. 
The  fact  that  a sizeable  minority  of  the  women 
surveyed  were  not  informed  of  their  lack  of 
rubella  immunity  and/or  did  not  receive  the 
rubella  vaccine  is  somewhat  disconcerting. 
Rubella  susceptibility  continues  to  be  a 
problem  in  women  of  child-bearing  age  in 
Nebraska.1  While  rubella  acquired  in  child  or 
adulthood  is  usually  benign,  congenital  rubella 
syndrome  is  devastating  medically  and  in- 
ordinately expensive.2  The  pre-marital  rubella 
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TABLE  1 

Responses  of  Individuals  in  Original  Test  Group.  (Group  1) 
TOTAL  RESPONSES  96 


RESPONSE  TO  QUESTION  1 YES  NO 

(59)  (37) 


RESPONSE  TO 


QUESTION  2 

YES 

NO 

DON'T 

KNOW 

YES 

NO  DON ' T 

KNOW 

46 

11 

2 

14 

8 

15 

77.9% 

18.7% 

3.4% 

37.9% 

21.6% 

40.5% 

TABLE  2 

Responses  of  Individuals  in  Second  (“Control”)  Group.  (Group  2) 


TOTAL  RESPONSES 


14 


RESPONSE  TO 
QUESTION  2 


YES 


DON'T 

KNOW 


YES  NO  DON't 
KNOW 


7 2 


2 0 


77.7%  22.3% 


60%  40% 


screening  program  has  been  shown  to  be  a 
cost-effective  means  of  determining  rubella 
susceptibility,3  and  the  currently  available 
vaccines  are  effective  in  conferring  immunity 
with  manageable  side  effects  and  few  contra- 
indications.4 

The  Nebraska  Unicameral  passed  LB497 
into  law,  effective  August  26,  1983.  In  part, 
this  law  reads:  “before  any  county  judge  shall 
issue  a marriage  license,  each  applicant  for 
such  license  shall  file  with  him  or  her  a 
certificate  which  shall  state  whether  the  female 
applicant  has  laboratory  evidence  of  immuno- 
logical response  to  rubella, ...  If  the  laboratory 
evidence  indicates  a negative  immunological 
response  to  rubella,  the  female  applicant  shall 
be  notified  in  writing  of  an  opportunity  for 
counselling  in  regard  to  the  significance  of  the 
absence  of  antibodies  to  rubella  . . .”  The  bill 
allows  exemption  for  the  women  who  is  (A) 
over  50  years  of  age;  (B)  surgically  sterile; 
(C)  shown  to  be  rubella  immune  by  previous 
laboratory  examination.  The  women  in  our 
study  were  screened  for  Rubella  prior  to 
enactment  of  LB497. 


Rubella  and  congenital  rubella  syndrome  are 
theoretically  preventable  diseases.  Indeed 
many  experts  in  the  field  feel  that  congenital 
rubella  syndrome  may  be  one  disease  that 
could  be  eliminated  entirely.5  The  physicians 
in  Nebraska  who  provide  primary  care  to 
women  have  an  ethical  and  now  a legal 
obligation  to  inform  these  women  of  their  lack 
of  immunity  and  offer  the  rubella  vaccine  to 
these  women. 
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Physicians  and  High  School 
Career  Days  — A Preppie's  Guide 
to  Growing  up  to  be  a Doctor 


1 RECENTLY  was  offered  the 
pleasant  opportunity  to  parti- 
cipate in  a Career  Day  program 
at  my  high  school  alma  mater.  Preparation 
afforded  a chance  to  reminisce  over  the  25 
years  since  graduation  and  to  reflect  on  my 
own  career. 

I could  find  no  published  guidelines  for  such 
a presentation.  Therefore,  I offer  this  com- 
posite of  prepared  remarks  and  spontaneous 
discussion  as  a reference  for  colleagues  involved 
in  future  high  school  Career  Day  programs. 

DESCRIPTION:  A physician  is  defined  as  a 
professional  person  trained,  knowledgeable 
and  licensed  to  practice  the  healing  art  and 
science  of  medicine  including  the  prevention, 
diagnosis  and  treatment  of  pain,  suffering  and 
disease. 

A profession  is  defined  as  a vocation  or 
occupation  requiring  advanced  training  in  the 
liberal  arts  or  science.  Professional  duties  are 
usually  considered  to  be  mental  rather  than 
manual. 

Professions  include  law,  accounting,  engi- 
neering, architecture,  education,  clergy,  jour- 
nalism, art  and  music. 

Health  care  professions  include  medicine, 
nursing,  pharmacy,  dentistry  and  psychology. 

Other  health  care  careers  and  paraprofes- 
sions  include  hospital  administration,  social 
service,  physical  therapy,  respiratory  therapy, 
medical  records,  nutrition  and  counseling,  as 
well  as  technicians  in  pathology,  radiology, 
nuclear  medicine,  radiation  therapy,  cardio- 
vascular, pulmonary,  neurology  and  emergency 
medicine. 

The  following  persons  are  not  physicians  but 
do  use  the  title  “Doctor”:  podiatrist,  chiro- 
practor, optometrist,  psychologist,  clinical 
pharmacologist,  dentist,  veterinarian,  Ph.D., 
clergy  and  honorary  doctorate  recipients. 

APTITUDE:  Characteristics  essential  to  a 
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career  in  medicine  include  a people-oriented 
personality  and  a desire  to  serve  the  needs  of 
your  fellow  man;  good  health;  emotional 
maturity;  reasonable  intelligence  and  intel- 
lectual honesty;  organization,  self-discipline, 
perseverance  and  endurance;  and  communi- 
cation and  leadership  skills. 

HIGH  SCHOOL:  A college  preparatory 
curriculum  should  be  pursued  rather  than  a 
vocational  or  commercial-business  course. 
Good  study  habits  need  to  be  developed. 

COLLEGE:  Any  four-year  accredited  col- 
lege should  be  adequate.  However,  some 
medical  schools  may  give  preferential  consid- 
eration to  their  own  undergraduates.  The 
decision  to  start  a premed  program  must  be 
made  by  the  start  of  the  third  year.  A grade- 
point  average  of  at  least  3.0  (on  a 4.0  scale) 
must  be  maintained;  however,  the  average 
accepted  applicant  to  medical  school  has  a 3.5 
undergraduate  grade  average. 

Premed  prerequisites  include  at  least  90 
semester  credit  hours.  Most  students  should 
aim  for  a degree,  usually  a B.S.  An  applicant 
with,  or  anticipating,  a B.S.  is  more  likely  to  be 
accepted  than  a four-year  student  without  a 
degree  and  far  more  likely  than  a three-year 
student  completing  the  required  minimum  of 
credit  hours. 

Required  undergraduate  courses  include 
one  year  each  of  English  composition,  biology, 
physics,  inorganic  chemistry,  and  organic 
chemistry. 

Courses  possibly  required  include  introduc- 
tory calculus,  statistics,  humanities  (history, 
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English,  literature,  classics,  foreign  language, 
philosophy,  art,  music),  and  social  studies 
(sociology,  anthropology,  religion,  economics, 
political  science). 

APPLICATION  TO  MEDICAL  SCHOOL: 
The  application  to  medical  school  process 
includes  completion  of  a form,  payment  of  a 
fee,  a written  autobiography,  letter  of  recom- 
mendation, and  an  interview.  Application  may 
be  made  to  more  than  one  medical  school. 
Re-application  is  also  permitted. 

The  Medical  College  Admisison  Test 
(MCAT)  is  a national  standard  written  exami- 
nation required  of  all  medical  school  appli- 
cants. Subjects  covered  include  biology, 
chemistry,  physics,  science  problems,  reading, 
and  quantitative.  Testing  is  conducted  twice 
yearly.  No  official  preparation  is  necessary. 
Repeat  testing  is  allowed.  Initial  testing  is 
recommended  in  the  spring  of  the  third  year. 

The  class  size  accepted  at  the  University  of 
Nebraska  College  of  Medicine  is  120  students, 
representing  15%  of  applicants.  Creighton 
University  School  of  Medicine  accepts  110 
first-year  students  representing  2%  of  appli- 
cants. Successful  applicants  are  usually  notified 
between  January  and  April. 

Competition  is  intense  and  even  the  well- 
credentialed  student  should  have  alternate 
career  plans.  The  curriculum  should  be  broad- 
based  and  flexible  to  accommodate  other 
options. 

MEDICAL  SCHOOL:  Opportunities  exist 
at  127  public  and  private  colleges  of  medicine 
in  the  United  States.  All  domestic  school 
programs  are  good.  “Prestige”  colleges  are  of 
benefit  only  to  those  planning  a career  in 
academics  or  research. 

Foreign  medical  schools  have  recently  be- 
come popular  but  are  also  attracting  increased 
scrutiny  from  licensing  bodies. 

The  standard  curriculum  is  again  four  years. 
The  first  and  second  years  are  spent  in  the 
basic  sciences  of  anatomy,  biochemistry,  phy- 
siology, pharmacology,  pathology,  and  micro- 
biology. The  third  and  fourth  years  include 
rotations  in  internal  medicine,  surgery,  pedi- 
atrics, obstetrics- gynecology,  and  psychiatry 
as  well  as  elective  options. 

Expenses  are  certainly  a factor  to  be 


considered.  Tuition  at  the  University  of 
Nebraska  College  of  Medicine  is  $2200  per 
year,  and  $8800  per  year  at  Creighton 
University  School  of  Medicine.  Books  and 
supplies  are  a significant  added  cost.  Class  and 
study  schedules  severely  limit  any  potential 
outside  work.  Financial  assistance  is  often 
available. 

OATH  OF  HIPPOCRATES:  At  graduation 
the  M.D.  degree  and  the  title  “Doctor”  are 
granted.  A responsibility  is  also  assumed  and 
expressed  by  the  Oath  of  Hippocrates  or  the 
modernized  Declaration  of  Geneva.  This  is  a 
solemn  pledge  to  adhere  to  the  traditional 
moral  ideals  and  ethical  standards  character- 
istic of  the  most  honorable  and  humanitarian 
of  professions. 

LICENSURE:  There  is  no  national  license 
for  this  country.  The  privilege  to  practice 
medicine  is  granted  at  the  state  level  through 
the  State  Board  of  Medical  Examiners.  The 
physician  must  successfully  complete  a stan- 
dard national  examination.  Further  post- 
graduate training  may  be  required.  An  applica- 
tion must  be  filed  and  a fee  paid.  An  interview 
is  often  necessary. 

The  same  license  is  issued  to  all  physicians 
regardless  of  the  extent  of  their  training  or  the 
scope  of  their  practice.  Reciprocity  is  a 
mechanism  by  which  most  states  grant  a 
license  to  a physician  currently  licensed  in 
another  state  after  reviewing  the  application 
and  documenting  the  credentials.  Licenses  are 
renewed  every  1-2  years  upon  submission  of  a 
fee.  Documentation  of  participation  in  continu- 
ing medical  education  is  often  required. 

Licenses  to  prescribe  narcotics  and  other 
dangerous  drugs  are  issued  at  the  state  and 
national  level  after  application,  review,  and 
payment  of  fees  and  are  also  renewed  annually. 

OSTEOPATHIC  PHYSICIANS:  There  are 
nine  schools  of  osteopathic  medicine  in  the 
United  States  granting  the  D.O.  degree.  In 
recent  years  the  education,  training,  and 
privileges  of  the  D.O.  are  similar  to  those  the 
M.D.  receives. 

POST-GRADUATE  MEDICAL  EDUCA- 
TION: This  segment  of  advanced  medical 
education  takes  two  to  five  or  more  years  and 
is  usually  completed  in  a single  time  interval 
following  medical  school  commencement.  Por- 
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tions  may  be  taken  at  more  than  one  institution. 
Physicians  in  this  phase  of  their  training  are 
referred  to  as  interns,  residents,  house-officers, 
or  fellows.  Application  is  often  made  in 
conjunction  with  a national  matching  program. 

Specialty  education  can  be  obtained  in  any 
of  the  23  major  specialties  recognized  by  a 
national  governing  body. 

Some  specialties  are  made  up  of  certified 
subspecialties.  For  example  the  subspecialties 
of  Internal  Medicine  include  cardiovascular 
disease;  diabetes,  endocrinology  and  meta- 
bolism; hematology;  oncology;  gastroenter- 
ology; nephrology;  pulmonary  disease;  in- 
fectious disease;  and  rheumatology.  To  be- 
come a subspecialist  requires  two  or  more 
years  of  subspecialty  post-graduate  training 
after  completion  of  the  initial  2 years  of  post- 
graduate training. 

CERTIFICATION:  Approximately  50%  of 
practicing  physicians  are  specialists  or  sub- 
specialists. Many  are  recognized  as  such  by  the 
respective  national  board  governing  that  area 
of  practice.  Certified  physicians  are  called 
diplomates.  Training  prerequisites  and  a writ- 
ten examination  are  necessary.  Practice  ex- 
perience and/or  an  oral  examination  may  also 
be  required. 

FELLOWSHIP:  A national  specialty  organi- 
zation may  designate  a member  as  a “Fellow” 
for  advanced  participation  beyond  certifica- 
tion. 

CONTINUING  MEDICAL  EDUCATION: 
Most  physicians  make  a voluntary  effort  to 
keep  current  once  their  formal  education  is 
completed.  In  some  cases  a minimum  of 
credits  must  be  attended  for  licensure  or 
membership.  CME  is  usually  achieved  in  the 
physician’s  “spare  time”. 

CME  can  be  obtained  at  meetings,  hospital 
conferences,  and  by  reading  (journals,  reviews, 
texts,  or  self-assessment  programs).  Audio- 
tapes,  videotapes,  closed-circuit  television, 
cable  television,  and  soon  computer- assisted 
instruction  and  telecommunication,  provide 
additional  opportunities. 

PEER  REVIEW:  All  professions  must 

monitor  the  actions  of  members.  Physicians 
have  long  participated  in  routine  voluntary 
audits.  Legislated  review  is  required  for  care 


paid  for  by  government  programs.  Consumers 
may  request  peer  review  also. 

PRACTICE  OF  MEDICINE:  Opportunities 
in  medicine  exist  in  the  areas  of  patient  care, 
academics,  research,  and  administration. 

Practice  settings  include  private  office  (solo, 
group,  or  clinic),  hospital- based,  medical 
school,  government  facility  (military,  Veterans 
Administration,  U.S.  Public  Health  Service,  or 
National  Institutes  of  Health),  or  industry 
(insurance,  occupational  health,  pharmaceuti- 
cal, or  biomedical  engineering). 

Alternate  health  care  delivery  and  finance 
systems  include  traditional  fee-for-service, 
salary,  pre-paid,  and  negotiated  fees. 

Areas  of  perceived  increased  future  phy- 
sician needs  include  rural  communities  and 
central  urban  populations;  primary  care 
specialties  of  family  practice,  internal  medi- 
cine, and  pediatrics;  and  specialties  of  preven- 
tive medicine,  public  health,  occupational 
medicine  and  geriatrics. 

INCOME:  Increasing  competition  and  con- 
trols will  result  in  a trend  toward  lower  and 
more  evenly  distributed  incomes  for  phy- 
sicians of  the  future. 

In  considering  health  care  costs  it  must  be 
remembered  that  physicians’  fees  account  for 
only  about  10%  of  the  total.  Similarly,  for  every 
dollar  earned  one-third  goes  to  cover  over- 
head, one-third  is  paid  in  taxes,  and  one-third 
belongs  to  the  physician. 

Physicians  first  receive  a salary  in  the  post- 
graduate period.  House-officers  earn  $12,000- 
$20,000  per  year. 

The  average  income  for  an  established 
practitioner  is  $75,000  annually.  Pediatri- 
cians and  psychiatrists  are  at  the  lower  end  of 
the  income  range.  Family  physicians  and 
internists  are  in  the  mid-range.  At  the  high  end 
have  been  found  anesthesiologists,  patholo- 
gists, radiologists,  and  surgical  subspecialists 
(obstetricians- gynecologists,  orthopedists, 

otorhinolaryngologists,  ophthalmologists,  ur- 
ologists, cardiologists,  thoracic  and  cardio- 
vascular surgeons,  and  plastic  and  reconstruc- 
tive surgeons). 

MARRIAGE  AND  FAMILY:  Most  physi- 
cians were  married  by  the  end  of  medical 
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schooL  Their  spouses  are  often  elementary  or 
secondary  school  teachers,  nurses  or  other 
health  care  providers,  or  medical  school 
classmates. 

The  spouse  usually  supports  the  family  until 
the  children  arrive  or  the  medical  practice 
starts.  Children  are  planned  usually  during 
post-graduate  training. 

The  medical  student  and  physician  is  often 
starting  a marriage,  family,  household  and 
career  5-10  years  later  than  his/her  non- 
medical cohorts. 

ORGANIZED  MEDICINE  ACTIVITIES: 
Optional  opportunities  exist  for  involvement  in 
medical  organizations.  These  activities  can 
range  from  medicine  in  general  (American 
Medical  Association),  to  a specialty  associa- 
tion (American  College  of  Surgeons),  or  a 
special  interest  group  (American  Cancer  So- 
ciety). Participation  is  possible  at  the  national, 
regional,  state  or  local  level. 

RETIREMENT:  Retirement  is  not  manda- 
tory. Many  physicians  continue  to  see  patients 
indefinitely  because  they  enjoy  their  work  and 
it  is  not  physically  demanding. 

Some  physicians  retire  from  medicine  and 
start  a new  second  unrelated  career. 

A comfortable  retirement  is  possible  with 
the  several  tax-saving  financial  planning  me- 
chanisms available.  Incorporated  practitioners 
can  establish  a pension  plan.  Self-employed 
physicians  can  set  funds  aside  in  a Keogh  plan. 
Government  employees  have  special  retire- 
ment programs.  All  workers  are  eligible  for 
Social  Security  benefits  and  may  save  in  an 
Individual  Retirement  Account. 

CONS:  For  many  physicians  time  is  a 
frequent  complaint.  This  begins  with  the  8-12 
years  of  preparation  after  high  school.  It 
continues  with  the  10-12  work-hours  per  day 
and  6-7  day  work-weeks.  Free-time  and  family- 


time are  interrupted  by  phone  calls  and  return 
trips  to  the  hospital. 

Progressive  outside  influence  in  the  form  of 
controls,  paper-work,  pressure  and  legal  threats 
from  government,  third-parties,  media  and 
attorneys  can  be  discouraging.  Most  physicians 
are  too  busy  tending  to  the  needs  of  their 
patients  to  address  these  detractors. 

Physicians  are  expected  to  be  perfect  but 
human.  Yet  quackery  goes  unchallenged. 

Physicians  are  often  called  upon  to  quickly 
reverse  the  results  of  a lifetime  of  self- 
destructive  behavior. 

Physicians  are  usually  capable  of  only  one- 
on-one  productivity  in  contrast  to  business  and 
some  other  professions. 

PROS:  It  is  always  an  honor  to  be  called  to 
serve  the  needs  of  one’s  fellow  man. 

It  is  a life-long  pleasure  to  be  at  the  forefront 
of  intellectual  stimulation  and  scientific  appli- 
cation. 

The  respect  of  society  yields  a positive  self- 
image. 

The  opportunity  to  be  one’s  own  boss,  job 
security,  and  a comfortable  life-style  are 
satisfying  rewards. 

There  are  particular  advantages  to  locating 
in  Nebraska.  Practice  opportunities  still  exist. 
The  quality  of  medical  colleagues  and  facilities 
is  excellent.  Good  CME  is  available.  The  work 
ethic  prevails  in  the  midst  of  a diverse  and 
stable  economy.  Patients  are  appreciative. 
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President's  Page 

"MEDICINE  IN  TRANSITION" 

CORPORATE  MEDICINE 

In  these  president’s  pages,  we  have  been 
discussing  the  struggle  now  going  on  for  the 
control  of  health  care  and  some  of  the 
consequences  and  opportunities  in  this  transi- 
tion. I have  alluded  to  corporate  medicine  and 
its  role  in  the  change  of  the  delivery  system. 
There  are  two  readings  which  are  invaluable 
for  physician  understanding  of  the  rapidly 
growing  field  of  corporate  medicine.  One  is  a 
series  of  editorials  by  Richard  Reece,  M.D.,  in 
the  Minnesota  Medical  Journal  starting  on 
November  19,  1983,  through  September, 
1984,  titled  the  “Corporate  Transformation  of 
Medicine  in  Minnesota”.  The  other  is  a book 
titled  the  “Medical  Industrial  Complex”  by 
Stanley  Wohl,  M.D.,  from  Stanford  University 
Medical  Center  and  published  by  Harmony 
Books.  These  readings  point  out  the  amazingly 
rapid  growth  of  corporate  medicine  in  the  last 
few  years.  Reece  presents  a litany  of  corporate 
medicine  in  the  Twin  Cities  with  managed 
health  care  corporations,  multi- hospital  sys- 
tems, free-standing  “for-profit”  independent 
units,  and  physician  entrepreneurs.  In  the 
Twin  Cities,  “prepaids”  have  captured  better 
than  30%  of  the  medical  market  presently  and 
are  projecting  50-60%  penetration  of  the 
marketplace  in  the  near  future.  He  discusses 
the  networking,  marketing,  advertising,  and 
delivery  of  medical  care  by  these  corporations. 
Reece  points  out  not  only  the  regional  but  also 
the  national  growth  of  corporate  medicine  to 
achieve  higher  levels  of  integrating  control  for 
greater  effectiveness,  economies  of  scale,  and 
more  efficient  services  between  the  manage- 
ment of  corporations  and  physicians.  He  also 
notes  the  pervasive  push  for  corporate  growth 
is  the  smell  of  big  profits.  He  states:  “It  is  a 
struggle  for  power.  To  be  effective  in  the 
marketplace,  corporations  have  to  harness 
physicians  to  corporate  goals,  thus  creating 
internal  discipline  and  compliance;  to  be 
independent  professionals,  physicians  have  to 
be  free  to  choose  what  they  want  for  their 
patients.  The  government,  economists,  and 
leaders  of  large  organizations  favor  the  cor- 
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porate  strategy  because  it  is  a way  of  making 
physicians  behave  economically.  Health  care 
corporations  often  deny  that  they  seek  power, 
saying  that  this  power  flows  from  impersonal 
forces  of  the  market.  This  may  be,  but  the 
forces  of  the  market  are  powerful  indeed  and 
are  fundamentally  changing  the  way  we  prac- 
tice medicine.  Corporations  perceive  health 
care  as  a business  with  a lot  of  waste  and  fat  in 
it  because  of  the  inefficiencies  of  the  fee  for 
service  system.  Because  of  this  perception, 
corporations  are  moving  to  reorganize  fees  for 
service  medicine.” 

Victor  Fukes,  a Stanford  University  econo- 
mist who  specializes  in  health  care  issues, 
gives  three  reasons  why  those  trained  in 
management  and  their  organizations  are  win- 
ning the  battle  for  the  control  of  health  care: 
(1)  large  corporations  have  access  to  capital 
which  finances  growth;  (2)  large  organizations 
have  more  effective  mechanisms  for  dealing 
with  bureaucratic  phenomenon;  and  (3)  large 
organizations  possess  the  true  skills  of  man- 
agement — organizing  complex  technology, 
maximizing  the  talents  of  specialists,  and 
bringing  together  different  people  from  dif- 
ferent professions  to  deliver  service  as  a team. 

Wohl,  in  his  book,  points  out  the  remarkable 
national  growth  in  the  medical  industrial 
complex  — corporate  medicine.  There  are 
approximately  500  listed  U.S.  corporations 
presently  involved  in  fierce  competition  for  the 
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health  care  investment  dollars.  Right  now  of 
every  health  care  dollar  spent,  an  astonishing 
one-third  ends  up  in  the  coffers  of  listed  U.S. 
firms,  and  two  cents  ends  up  with  physicians. 
In  1982,  physicians  comprised  only  4%  of  the 
ten  million  Americans  who  derived  all  or  part 
of  their  income  from  health  care.  Many  are 
disturbed  by  the  physician  manpower  pro- 
jections; however,  it  should  be  noted  in  a 
period  from  1980-1981,  the  number  of  hospital 
administrators  jumped  25%.  The  physician  is 
trained  to  think  in  individual  transactions  and 
usually  does  not  consider  the  impact  of  this 
transaction  on  the  total  system.  The  profes- 
sional manager,  on  the  other  hand,  is  taught  to 
think  in  terms  of  events  as  a process  with  a 
series  of  transactions  each  with  cost  and  profit 
that  should  be  minimized  or  maximized,  ie. 
medicine  is  a business  to  generate  profits. 
Whereas,  the  physicians  feels  there  are  ethical 
considerations  in  the  relationship  between 
physician  and  patient  that  is  quite  different 
from  the  usual  considerations  prevalent  in 
ordinary  commerce  matters.  The  encounter 
between  physician  and  patient  formerly  in- 
volved a sacred  trust  With  this  ever  increasing 
corporate  growth  and  direct  involvement  in 
medical  practice  along  with  the  advertising  and 
marketing  of  “products”,  true  cost  contain- 
ment appears  remote.  It  is  apparent  we  have 
moved  into  an  era  of  mega-trends  and  along 
with  it  mega-tensions.  In  subsequent  articles, 
we  will  focus  again  on  these  trends,  and  how  we 
will  have  to  deal  with  them.  But  as  we  enter  the 
holiday  season,  I would  like  to  change  the 
subject. 

I think  a concern  of  all  who  have  adopted  the 
American  philosophy  of  life  is  whether  or  not 
our  way  of  life  and  our  practice  of  medicine  will 


continue  to  have,  as  its  number  one  priority, 
regard  for  the  individual.  This  focus  on  the 
individual  is  preserved  and  celebrated  as  the 
very  theme  of  the  holiday  season  that  we  are 
about  to  enter,  and  it  does  not  appear  to  be  in 
any  form  of  transitioa  Fortunately,  nothing 
has  changed  the  love  and  brotherhood  people 
feel  for  each  other.  It  anything,  the  many  rights 
movements  have  helped  us  develop  a greater 
sensitivity  for  the  individual,  and  so  we  move 
into  the  holiday  season  with  warm  regard  for 
all  of  those  around  us.  The  age  old  celebration 
of  the  birth  of  Christ  gives  all  people, 
Christians  and  non- Christians,  a chance  to 
pause  a bit  and  recall  the  true  benefits  of  life, 
“Peace  on  Earth,  Good  Will  toward  Men”.  We 
are  beginning  this  season  that  celebrates 
creation.  Nowhere  is  the  marvel  of  the  creation 
of  man  more  revered  or  appreciated  than  in  the 
world  of  medicine.  Daily  we  work  with  and 
marvel  at  that  creation,  and  humbly  we  stand 
in  awe  of  the  Creator  of  it  alL 

I want  to  send  special  greetings  to  the  NMA, 
the  officers,  the  board,  commissions,  commit- 
tees, and  special  task  forces  who  have  kept  the 
organization  functioning  effectively.  In  the 
name  of  the  NMA,  I also  send  special  greetings 
to  all  the  staff  on  NMA  who  work  so  diligently 
to  keep  us  organized  and  informed  We  also 
want  to  remember  our  nurses,  secretaries, 
staff,  hospital  personnel,  and  administrators 
who  are  indispensible  to  our  services.  We  send 
sincere  thanks  and  greetings  to  our  members, 
their  wives  and  families,  and  to  our  patients 
whose  faith  in  us  is  so  renewing. 

Happy  Holidays  to  You  All  and  May  Big 
Red  Prevail. 

Herbert  E.  Reese,  M.D. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


Charles  Newman,  M.D.  — (Born  June  24, 
1939  - died  September  11,  1984)  — Medical 
Specialty  - Orthopaedics.  Doctor  Newman 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1966.  He  was  a 
member  of  the  American  Medical  Association 
and  the  Nebraska  Medical  Association.  He 
is  survived  by  his  wife,  Karyl;  son,  Mark;  and 
daughter,  Paige. 

Harold  A.  McConahay,  M.D.  — (Born  Sept.  9, 
1909  - died  September  24,  1984)  — 
Medical  Specialty  - Internal  Medicine. 


Doctor  McConahay  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1934.  He  was  a member  of  the  American 
Medical  Association  and  the  Nebraska 
Medical  Association.  He  is  survived  by  his 
wife,  Bernice;  one  son,  Doctor  David  R. 
McConahay  of  Kansas  City,  MO;  one  daugh- 
ter Ann,  (Mrs.  Jack)  Leslie  of  Seoul,  Korea; 
three  sisters,  Ilda  Johnston  of  Tulsa,  OK, 
Wanda  Peat  of  San  Dimas,  CA,  and  Aileen 
Hosick  of  Mesa,  AZ,  one  brother,  Doctor 
Alva  McConahay  of  Arcadia,  CA,  and  five 
grandchildren. 


Welcome  New  Members 

Douglas  A.  Fairbairn,  M.D. 

824  Douglas 
Imperial,  NE  69033 
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Coming  Meetings 


1985  ANNUAL  SESSION  — April  26-29  — 
Lincoln  Cornhusker 

1985  FALL  SESSION  — Sept.  19-21  — 
Lincoln  Cornhusker. 

1986  ANNUAL  SESSION  — April  25-28  — 
Omaha  Marriott 

1986  FALL  SESSION  — Sept.  25-27  — 
Lincoln  Cornhusker. 


UNIVERSITY  OF  NEBRASKA 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  — ALPHA  OMEGA 
ALPHA.  ALPHA  CHAPTER  — Third 
Annual  December  Convocation  — Wednes- 
day, December  5,  1984,  12:00  noon,  Center 
for  Continuing  Education  Amphitheater, 
UNMC  campus,  Omaha.  Speaker:  Robert 
James  Anderson,  M.D.,  F.A.C.P.,  1968 
alumnus  of  the  NU  College  of  Medicine,  and 
nationally  known  Nephrology  expert  from 
Denver,  Colorado.  All  AOA  members  of 
both  Alpha  Chapter  and  Beta  Chapter 
(Creighton  University)  are  cordially  invited, 
and  students,  faculty  and  guests.  AOA 
Alpha  members  are  also  invited  to  meet 
the  new  nominees  at  a reception  on  Decem- 
ber 5 at  5:30-7:00  p.m.,  in  the  lobby  of 
the  Center  for  Continuing  Education, 
UNMC  campus,  Omaha. 


CREIGHTON  UNIVERSITY 

PRACTICAL  CARDIOLOGY  FOR  THE 
GENERALIST,  Dec.  1-8,  1984,  Freeport, 
Bahamas.  Program  Director:  Joseph  D. 
Lynch,  M.D.  For  information:  CME  office 
(402)  280-2550. 

CLINICAL  ENDOCRINOLOGY  & NEPH- 
ROLOGY FOR  THE  PRACTICING  PHY- 
SICIAN, Feb.  2-9,  1985,  Ocho  Rios,  Jamaica. 
Program  Director:  Paul  Steffes,  M.D.  For 
information:  CME  office  (402)  280-2550. 


CARDIOLOGY:  STATE  OF  THE  ART,  Feb. 
9-16,  1985,  Puerto  Vallarta,  Mexico.  Program 
Director:  Syed  Mohiuddin,  M.D.  For  in- 
formation: CME  office  (402)  280-2550. 

CARDIOPULMONARY  DISEASE,  Feb.  16- 
23,  1985,  Ocho  Rios,  Jamaica.  Program 
Director:  Walter  O’Donohue,  Jr.,  M.D.  For 
information:  CME  office  (402)  280-2550. 

MEDICAL  & SURGICAL  ONCOLOGY  FOR 
PRIMARY  PRACTITIONERS  & GEN- 
ERAL SURGEONS,  Feb.  23  - Mar.  3,  1985, 
Puerto  Vallarta,  Mexico.  Program  Director: 
James  Mailliard,  M.D.  For  information: 
CME  office  (402)  280-2550. 

REVIEW  AND  UPDATE  - GENERAL 
PEDIATRICS  AND  FAMILY  PRACTICE 
— March  3-8,  1985.  Sponsors:  Creighton 
University  School  of  Medicine,  University  of 
Kansas  College  of  Health  Sciences,  Univer- 
sity of  Nebraska  College  of  Medicine. 
Location:  Sheraton  Hotel,  Cancun,  Mexico. 
Credit:  25  hrs.  AMA  Category  I.  Fee:  $400 
Physicians,  $200  Residents.  Topics:  Infec- 
tious Diseases,  Pediatric  Orthopedics, 
Dermatology,  Endocrinology,  Pediatric  and 
Adult  Cardiology. 


UNIVERSITY  OF  KANSAS 

For  additional  information  on  the  following 
LIniversity  of  Kansas  meetings  contact:  Jan 
Johnston,  Office  of  Continuing  Education, 
University  of  Kansas  Medical  Center,  Rainbow 
at  Olathe  Blvd.,  Kansas  City,  KS  66103, 
Telephone  (913)  588-4480. 

A SPECIAL  WORKSHOP  ON  THE  USE  OF 
THE  C09  LASER  IN  ENT  SURGERY  - 
September  6-7,  November  29-30,  1984  and 
February  21-22,  June  13-14,  1985.  Sponsor: 
University  of  Kansas  Medical  Center.  Loca- 
tion: Sudler  Hall,  University  of  Kansas 
Medical  Center,  39th  and  Rainbow  Blvd., 
Kansas  City,  Kansas.  Credit:  16  hrs  - AMA 
Cat.  I,  15  hrs.  - AAFP.  Fee:  $600.  Maximum 
attendance:  9. 
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ADVANCED  TRAUMA  LIFE  SUPPORT  — 
July  26-27,  September  6-7,  October  18-19, 
December  13-14,  1984.  Sponsor:  University 
of  Kansas  Medical  Center.  Location:  Orr 
Major  Hall,  University  of  Kansas  Medical 
Center,  39th  and  Rainbow  Blvd.,  Kansas 
City,  Kansas.  Credit:  16  hrs.  - AMA  Cat.  I, 
15  hrs.  - AAFP,  15  hrs.  - AOA  2-d.  Fee: 
$350.  Maximum  attendance:  16. 

CONTEMPORARY  ISSUES  IN  OBSTETRICS 
AND  GYNECOLOGY  — January  20-26, 
1985.  Sponsor:  University  of  Kansas  Medical 
Center.  Location:  Sheraton  Hotel,  Ixtapa, 
Mexico.  Credit:  20  hrs.  AMA  Category  I, 
18  Prescribed  hrs.  AAFP,  20  cognates, 


WashingtoNotes 

(Continued  on  page  12A) 

voters  in  his  southern  California  district,  calls 
the  Administration  policy  “negligent”  and 
“reckless.”  “The  result  of  such  shortsighted- 
ness will  only  be  a longer  epidemic  and  longer 
deaths,”  he  predicted  in  recent  hearings  of  the 
Health  Subcommittee. 

HHS  Secretary  Heckler  counters  that  fund- 
shifting  is  “the  most  effective  way  of  providing 
additional  resources  for  AIDS  quickly. 

The  squabble  began  last  May  when  HHS 
Assistant  Secretary  for  Health,  Edward  N. 
Brandt,  Jr.,  MD.,  asked  Secretary  Heckler  to 
request  from  Congress  $20  million  in  addi- 
tional funds.  On  August  8,  Dr.  Brandt  received 
a letter  saying  his  request  for  more  money  had 
been  rejected.  “With  resources  currently  avail- 
able to  the  Public  Health  Service,  I direct  you 
to  carry  out  the  most  important  projects  of 
direct  relevance  to  AIDS  as  soon  as  possible”, 
Secretary  Heckler  instructed. 

The  Administration  opposed  new  AIDS 
funds  last  year  as  well.  Despite  unanimous 
House  approval  and  strong  support  in  the 
Senate,  the  Office  of  Management  and  Budget 
opposed  the  addition  of  $12  million  in  new 
money  and  instead  recommended  that  AIDS 
research  funds  be  transferred  from  other 
programs  within  HHS. 

Rep.  Waxman,  a longtime  critic  of  the 


Formal  Learning,  ACOG.  Fee:  Registration 
and  Land  Package:  Physicians  $699,  Spouses 
Attending  Course  $599,  Spouses  Not  At- 
tending Course  $499.  Registration  only: 
Physicians  $200,  Spouses  $100.  Description: 
This  year’s  postgraduate  course  will  con- 
centrate primarily  (but  not  exclusively)  on 
the  surgical  approaches  to  obstetrical  and 
gynecological  disorders.  Some  of  the  newer 
and  most  exciting  techniques  will  be  pre- 
sented, but  equal  time  will  be  given  to  the 
review  of  the  latest  modifications  of  older 
surgical  procedures.  Included  in  the  non- 
surgical  portion  of  the  course  will  be  dis- 
cussions of  psychological  concerns  confront- 
ing the  physician,  the  nurse  and  the  patient. 


Republican  Administration,  has  been  particu- 
larly visible  in  his  push  for  more  AIDS  funding. 

Meanwhile,  refuting  allegations  that  it  is 
moving  too  slowly  against  AIDS,  the  Reagan 
Administration  is  pushing  ahead  in  its  efforts 
to  transform  basic  research  findings  into  actual 
medical  tools  to  fight  the  disease.  Private 
research  companies  were  given  only  10  days  to 
get  their  applications  in  for  HTLV-III  infected 
cells,  which  are  needed  to  mass  produce  the 
virus  and  develop  a blood  test.  Of  20 
applicants,  5 were  chosen  to  develop  and 
distribute  a blood  test:  Abbott  Laboratories, 
Electro- Nucleonics  Inc.,  Litton  Bionetics,  Inc., 
Travenol/Genetech  Diagnostics,  and  DuPont 
Inc.,  with  the  collaboration  of  Biotech  Re- 
search Labs. 

Some  companies  already  are  testing  blood  at 
the  rate  of  1000  or  so  samples  a day  and  have 
produced  assays  that  take  only  hours  to 
complete.  Panels  of  sera,  with  varying  levels  of 
antibodies  to  HTLV-III,  have  been  distributed 
by  HHS  to  companies.  Controlled  studies 
using  the  sera  will  determine  the  tests  sensi- 
tivity and  specificity  to  the  AIDS  antibody. 

Based  on  their  findings,  HHS  will  determine 
whether  to  license  a test  for  commercial 
productioa  Blood  banks  will  then  decide 
which  test  is  best  suited  for  their  needs. 
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The  serach  for  an  AIDS  vaccine  is  also 
moving  at  a fast  clip.  HHS  officials  are 
reportedly  designing  the  criteria  that  must  be 
met  if  a company  wants  access  to  the 
government’s  supply  of  HTLV-III  cells.  A 
number  of  companies  which  failed  to  win 
licenses  for  blood  test  production  are  said  to 
be  anxiously  awaiting  the  chance  to  win  rights 
for  vaccine  production. 

* * * 

NAS  Report  on  Premature  Death 
for  Survivors 

Epidemiological  studies  now  confirm  what 
has  long  been  suspected:  the  death  of  a spouse 
or  close  family  member  may  result  in  pre- 
mature death  for  survivors,  according  to  a 
National  Academy  of  Sciences  report  com- 
pleted this  month. 

The  3 12- page  volume,  prepared  after  a two- 
year  review  of  research  studies  and  various 
institutions,  is  believed  to  be  the  nation’s  most 
comprehensive  look  at  the  bereavement 
process. 

A number  of  studies  reviewed  in  the  report 
suggest  that  bereavement  may  enhance  vul- 
nerability to: 

* Cardiac  arrest.  Sudden  cardiac  death,  car- 
diac arrhythmias,  myocardial  infarction,  and 
congestive  heart  failure  are  the  most  fre- 
quently mentioned  conditions  following  the 
death  of  a close  family  member. 

* Infectious  disease.  Grief  — like  stress, 
depression  and  panic  disorder  — may  influence 
the  body’s  hormonal  milieu  and  cell-mediated 
immune  mechanisms.  Thus,  by  compromising 
the  immune  system,  grief  may  alter  the  body’s 
resistance  to  infectious  agents. 

* Neoplastic  disease.  Alterations  in  hormonal 
milieu  following  bereavement  may  have  clinical 
importance  to  hormone- sensitive  cancers  such 
as  estrogen-dependent  breast  cancer  and 
testosterone- dependent  prostatic  cancers. 
Further  studies  are  needed  of  ovarian,  testicu- 
lar and  adrenal  hormone  regulation  in  bereave- 
ment and  of  the  hypothalamic- pituitary  stimu- 
lating hormones  that  control  these  target 
glands,  the  report  states. 

* Suicide.  In  some  persons,  the  lonely  circum- 


stances of  widowhood  may  predispose  them  to 
suicide.  Others  may  have  pre-existing  charac- 
teristics, such  as  alcoholism  or  depression,  that 
predispose  them  to  kill  themselves. 

Some  individuals  are  at  greater  risk  than 
others  following  the  death  of  a loved  one,  the 
report  notes.  Young  and  middle-aged  wi- 
dowers are  most  vulnerable  to  disease  during 
the  first  year  after  death  of  a spouse  and 
continue  to  be  vulnerable  for  as  long  as  six 
years  if  they  do  not  remarry. 

In  general,  bereavement  reactions  are  more 
intense  and  have  more  enduring  consequences 
for  young  people,  particularly  children  in  their 
early  teens.  Girls  under  1 1 years  who  lose  their 
mothers  and  adolescent  boys  who  lose  their 
fathers  are  at  particular  risk. 

Persons  who  are  physically  or  mentally  ill 
before  a bereavement  are  more  likely  to  be  ill 
after  it;  alcoholics  more  likely  than  non- 
alcoholics will  be  doing  poorly  one  year  after 
bereavement. 

* * * 

New  Cigarette  Warning  Label  Set 

Overcoming  internal  dissent,  both  the 
House  and  Senate  this  month  passed  new  and 
explicit  warning  labels  that  stress  the  risks  of 
cigarette  smoking. 

The  measure  was  sent  to  the  White  House  to 
be  signed  by  President  Reagan  and  will  take 
effect  one  year  after  passage. 

Once  every  three  months,  a package  would 
contain  a different  warning:  “Smoking  causes 
lung  cancer,  heart  disease,  emphysema,  and 
may  complicate  pregnancy”;  “Quitting  smok- 
ing now  greatly  reduces  serious  risks  to  your 
health”;  “Smoking  by  pregnant  women  may 
result  in  fetal  injury,  premature  birth,  and  low 
birth  weight”;  and  “Cigarette  smoke  contains 
carbon  monoxide”. 

In  addition,  the  law  would  require  manu- 
facturers to  tell  the  Department  of  Health  and 
Human  Services  what  additives  their  cig- 
arettes contain. 

Abandoned  were  warnings  of  “addiction, 
death,  and  miscarriages”,  strongly  opposed  by 
the  tobacco  industry. 

* * * 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

FALL  SESSION 

September  13,  14  and  15,  1984 
REPORT  OF  THE  BOARD  OF  DIRECTORS 

Herbert  E.  Reese,  MD.,  Lincoln  - Chairman;  Francis  D.  Donahue,  MD., 
Omaha;  Robert  F.  Shapiro,  M.  D.,  Lincoln;  Dwaine  J.  Peetz,  M.D.,  Neligh; 
Donald  J.  Pavelka,  M.D.,  Omaha;  L.  D.  Cherry,  M.D.,  Lincoln;  Hiram 
Walker,  MD.,  Kearney;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Harry  W. 
McFadden,  MD.,  Omaha;  Stanley  M.  Truhlsen,  M.  D. , Omaha. 

The  report  of  the  Board  of  Directors  will  be  divided  into 
two  sections.  Section  1 will  cover  several  items  the  Board 
has  considered  and  now  presents  to  the  House  for 
informational  purposes  or  specific  action.  Section  2 will 
address  various  subject  areas  which  relate  specifically  to 
what  the  Board  has  titled  “The  NMA  Agenda  for  Long 
Range  Planning.” 

SECTION  1 

1.  MEMBERSHIP  REPORT:  The  Board  has  given 
considerable  study  to  the  membership  statistics  both  past 
and  present.  Membership  continues  to  show  gr  owth  in  line 
with  increased  physician  population  in  the  state. 

Due  to  the  importance  of  health  issues  that  face 
medicine  the  Board  has  referred  the  membership  in- 
formation to  the  Board  of  Councilors  for  their  review  and 
recommendations. 

It  is  vitally  important  that  the  voice  of  organized 
medicine  continue  to  grow  in  strength  through 
increased  numbers  of  physician  members.  We  look 
forward  to  an  active  program  of  recruitment  of  the  non- 
member along  with  the  retention  of  the  active  members  of 
the  Association.  We  are  confident  these  efforts  will  be 
successful  and  look  forward  to  your  support  of  recom- 
mendations by  the  Board  of  Councilors. 

2.  HEALTH  GALLERIES  PROJECT:  An  Ad-Hoc 
Committee  was  appointed  to  review  the  success  of  the 
Health  Gallery  project  to  date,  and  propose  and  imple- 
ment a program  to  complete  the  Association’s  respon- 
sibility toward  funding  this  project.  The  goal  of  the  Ad- 
Hoc  Committee  is  to  complete  the  project  by  year  end 
1984.  The  effort  is  directed  at  gathering  $100,000  in 
contributions  to  match  the  grant  offered  by  the  Kiewit 
Foundation. 

The  Board  urges  each  member  of  the  House  of 
Delegates  and  all  members  of  the  Association  to  consider 
a contribution  to  this  project  which  will  assist  in 
completing  the  Association’s  responsibility  and  commit- 
ment. 

3.  DRG  MONITORING  SYSTEM:  The  Board  con- 
sidered the  directive  of  the  House  ( A- 84)  that  a 
monitoring  system  for  the  DRG  system  in  Nebraska  be 
devised.  Following  initial  consideration  of  the  subject,  the 
Board  decided  to  ask  the  Commission  on  Governmental 
Affairs  to  address  the  issue.  Their  report  appears 
elsewhere  in  this  handbook. 

4.  PRESIDENT-ELECT  ROTATION:  The  Board  con- 
sidered a request  from  the  Omaha  area  that  the  rotation 
currently  used  to  select  the  location  from  which  the 
nominee  for  President-Elect  comes  be  reviewed.  The 
rotation  since  the  mid  1940’s  has  been  Lincoln,  Omaha, 
and  two  out- state.  The  records  of  the  Association  were 
reviewed  and  no  official  action  establishing  this  rotation 
was  found. 


The  Board  reviewed  the  current  membership  totals  for 
the  various  areas  of  the  state  and  determined  there  was 
justifiable  reason  for  altering  the  system  as  it  now  exists. 
There  are  approximately  700  members  in  the  Metro- 
politan Omaha  Medical  Society,  300  members  in  the 
Lancaster  County  Medical  Society  and  650  members 
constituting  the  Greater  Nebraska  county  societies. 
Secondly,  altering  the  election  rotation  would  assure  a 
more  continuous  representation  on  the  Board  of  Directors 
from  the  various  areas  of  the  state. 

For  these  reasons,  the  Board  recommends  to  the  House 
of  Delegates  that  the  rotation  for  selection  of  the 
President-Elect,  be  changed  to  Lincoln,  Omaha,  and  one 
out- state,  and  that  this  rotation  system  be  implemented 
following  the  selection  of  a Greater  Nebraska  President- 
Elect  at  the  Annual  Session,  1985. 

5.  THIRD  NMA  DELEGATE  TO  THE  AMA:  At  its 
June,  1984,  Annual  Meeting,  the  House  of  Delegates  of 
the  AMA  adopted  a By-Law  amendment  providing  state 
constituent  associations  would  be  entitled  to  an  additional 
delegate  and  alternate  delegate  if  75%  or  more  of  the 
state’s  members  are  also  members  of  the  AMA.  Further,  a 
constituent  state  association  would  be  entitled  to  two 
additional  delegates  and  alternates  in  the  House  of 
Delegates  if  all  of  its  members  are  members  of  the  AMA. 

This  new  provision  will  be  in  effect  for  the  1984  Interim 
Meeting  of  the  AMA  House  of  Delegates  which  takes 
place  in  December.  Statistics  maintained  by  our  NMA 
office  indicate  that  the  NMA  is  very  close  to  being 
awarded  the  “bonus”  delegate  for  the  December,  1984, 
meeting.  There  are  certain  circumstances  which  could 
alter  the  percentage  only  so  slightly  and  make  the 
difference  of  whether  a third  NMA  delegate  is  seated  at 
this  meeting.  Among  these  variables  are,  the  exact  date  the 
AMA  analyzed  its  computer  membership  data,  which  we 
understand  was  sometime  in  June,  how  student  and 
resident  statistics  are  utilized,  and  whether  dues  exempt 
members  are  included  in  calculating  the  75%  figure. 

The  AMA  has  indicated  the  states  will  be  informed  in 
September  or  October  of  whether  or  not  an  additional 
delegate  will  be  seated. 

In  future  years,  the  75%  criteria  will  be  applied  to  the 
membership  count  as  calculated  during  the  previous 
December  as  is  the  case  in  determining  the  number  of 
regular  delegates  each  state  is  awarded. 

The  Board  will  continue  to  monitor  the  situation  and  at 
such  time  as  the  Association  is  awarded  an  additional 
delegate,  for  achieving  the  75%  level,  appropriate 
recommendations  for  By-Law  amendments  will  be  pre- 
sented to  the  House  for  its  consideration. 


SECTION  2 

Months  ago  it  became  evident  that  health  care, 
specifically  medical  care,  in  Nebraska  was  in  a transitional 
role.  There  was  definitely  a need  for  the  Nebraska 
Medical  Association  to  analyze  various  internal  and 
external  factors  which  affect  the  scope  of  function  of  the 
Association.  In  order  to  address  some  of  these  subject 
areas,  an  Ad-  Hoc  Committee  on  Long  Range  Planning  was 
appointed  which  included  physicians  who  were  familiar 
with,  or  represented  many  of  medicine’s  interest  areas. 

The  Committee  met  in  an  all- day  session  and  developed 
specific  subject  areas  it  felt  should  be  addressed  by  the 
Association.  These  recommendations  for  consideration 
constituted  the  major  portion  of  the  Board  of  Directors’ 
agenda  at  its  summer  meeting.  A copy  of  the  NMA  agenda 
for  long  range  planning  is  included  in  this  report  as 
follows: 
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NMA  AGENDA  FOR  LONG  RANGE  PLANNING 

1.  Review  and  establishment  of  NMA  goals. 

A special  committee  should  be  established  with 
responsibility  to  recommend  goals  that  are  short, 
concise  and  discrete. 

Subjects  should  include: 
a Professional  Discipline 

b.  Quality  Assurance 

c.  Communication 

d.  Legislative  Affairs 

e.  Governmental  Relations 

f.  Physician  Inter- relationships-Interprofessional 
. cooperation 

2.  Relationships  with  hospitals. 

What  is  the  future  role  and  responsibility  of  the 
medical  staff  to  the  hospital,  i.e.,  cost  containment, 
physicians  on  boards.  What  role  can  organized 
medicine  play  and  what  support  can  be  provided. 

3.  Alternate  Health  Plans. 

What  should  be  the  role  of  NMA? 
a Establish  State- Wide  IPA  Umbrella 

b.  Be  a Bargaining  Agent  for  Members 

c.  Be  a Resource  for  all  Types  of  Data  and  Information 

d.  Study  Alternative  Delivery  Systems  and  Make 
Recommendations 

e.  Insure  Physician  Control 

4.  Association  benefits  for  members. 

Explore  all  facets  of  potential  benefits  tied  to 
membership  such  as: 
a Group  Insurance  Programs 

b.  Computer  Link  for  Rapid  Communication  with 
Members 

c.  Develop  Collection,  Billing  Systems 

d.  Develop  Group  Purchasing 

5.  Explore  Coalitions  with  business. 

Look  at  this  issue  in  depth  and  include  not  only 
business  but  Chambers  of  Commerce,  NACI,  in- 
surance companies  and  the  public. 

6.  Manpower. 

Such  a study  must  not  only  include  medical  manpower 
but  all  practitioners  that  provide  service  in  order  to 
determine  overall  impact.  This  data  must  first  be 
obtained  as  a basis  for  NMA  to  comment  and  make 
recommendations. 

7.  Collective  Bargaining  and/ or  Contracting. 

What  is  NMA  role..  Do  we  become  the  agent  or  become 
a resource  service  to  the  membership.  What  should  the 
pricing  structure  be? 

Item  1:  Item  1 of  the  agenda  related  to  the  establish- 
ment of  goals  for  the  Association  in  several  subject  areas. 
Professional  discipline  was  the  first  subject  considered. 
Questions  included  how  should  professional  discipline 
function  within  the  Association,  should  our  scope  of 
activity  in  this  area  be  expanded,  and  should  the 
Association  have  the  same  disciplinary  capabilities  as  do 
several  other  professional  representative  bodies.  This 
matter  was  referred  to  our  Board  of  Councilors  with  the 
request  that  organizational  group  review  our  existing 
mechanism  relating  to  professional  discipline  and  estab- 
lish a recommended  goal  for  further  consideration  by  the 
Board  of  Directors  and  ultimately  the  House  of  Delegates. 

The  area  of  quality  assurance  was  discussed  as  it 
related  to  the  activities  that  will  take  place  within  the 
PRO.  The  Board  decided  to  ask  the  PRO  Steering 
Committee  to  monitor  the  quality  assurance  aspects  of 


the  professional  review  organization  recognizing  the 
organizational  structure  which  establishes  the  medical 
association’s  relationship  to  the  PRO  is  handled  both  by 
the  Nebraska  Medical  Association  and  the  Nebraska 
Foundation  for  Medical  Care’s  Board  of  Directors. 

Communication  with  the  public  and  within  the  Associa- 
tion was  felt  to  be  an  important  area  of  consideration,  and 
the  Association’s  Commission  on  Public  Affairs  was  asked 
to  review  and  analyze  the  current  situation  and  develop 
goals  for  future  activity  in  this  area. 

Legislative  Affairs  continue  to  play  a prime  role  in  the 
activities  of  the  Association.  In  this  instance,  we  are 
referring  to  legislative  activities  occurring  primarily  within 
the  state  and  that  being  the  case,  we  have  asked  the 
Commission  on  Legislation  and  Legal  Affairs  to  address 
the  issue.  Governmental  relations  will  be  addressed  by  the 
Association’s  Commission  on  Governmental  Affairs  as  we 
all  concur  that  the  activities  culminating  from  our  nation’s 
capitol  have  a continuing,  and  ever  increasing  effect  on  the 
activities  of  the  Association. 

Physician  inter-relationships  and  interprofessional  co- 
operation received  considerable  attention  by  both  the 
Long  Range  Planning  Committee  and  your  Board  of 
Directors.  There  are  many  federal,  state,  and  local 
programs  that  will  affect  the  relationships  between 
physicians’  practices.  This  will  no  doubt  continue  to  be 
the  case  in  future  years  and  is  truly  an  area  in  which 
medicine  is  facing  a transition.  The  Board  felt  that  it  is 
very  important  that  an  educational  program  for  Associa- 
tion members,  physicians  recently  entering  practice,  and 
those  in  training  be  developed  and  instituted  as  expedi- 
tiously as  possible.  The  Board  directed  that  a special  task 
force  be  appointed  to  consider  this  matter  and  that  it 
include  physicians  attuned  to  this  issue  as  well  as  young 
physicians  and  medical  students.  This  task  force  has  been 
appointed. 

Item  2:  Item  2 of  the  agenda  addressed  the  subject  of 
the  physician’s  relationship  with  hospitals.  The  expanding 
role  of  hospitals  was  considered  as  was  the  impact  that 
new  medical  practice  mechanisms  will  have  on  the  existing 
situation.  It  was  felt  that  an  appropriate  group  should 
study  the  broad  aspects  of  the  hospital/physician  rela- 
tionship. This  area  of  consideration  was  assigned  to  the 
recently  appointed  NMA  Commission  on  the  Hospital 
Medical  Staff. 

Item  3:  Item  3 addressed  alternate  health  plans  and 
specifically  what  the  role  of  the  Association  should  be.  It 
was  soon  evident  that  this  is  a broad  subject  and  should 
be  addressed  by  dual  task  forces.  One  task  force  has  been 
appointed  which  will  investigate  the  Association’s  pos- 
sible role  in  establishing  a state-wide,  prepaid  umbrella 
organization,  and  whether  the  Association  can  and  should 
have  a role  in  activities  such  as  collective  bargaining,  etc. 
The  second  task  force  will  investigate  the  possibility  of 
the  Association  being  a resource  for  all  types  of  data  and 
information,  and  then  develop  an  educational  program  for 
our  members  to  keep  them  abreast  of  programs  being 
considered  and / or  implemented  within  our  state.  Here 
again,  several  physicians  who  have  recently  entered 
practice  will  be  included  in  the  deliberations  of  both  task 
forces  addressing  the  alternative  health  plan  subject. 

Item  4:  Item  4 addressed  Association  benefits  for 
members.  The  subject  was  divided  in  two  specific  areas. 
The  computer  link  for  rapid  communication  with  mem- 
bers and  various  other  computer  applications  which  may 
become  possible  and  feasible  was  assigned  for  considera- 
tion to  one  task  force.  The  remaining  subject  area  of 
potential  benefits  for  members  including  insurance  plans, 
group  purchasing,  and  other  possible  services  was 
assigned  the  Commission  on  Association  Affairs  for  study. 
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Item  5:  Item  5 related  to  exploring  the  possibility  of 
developing  additional  coalitions  with  business  in  the  state. 
The  coalition  established  in  Lincoln  was  reviewed  in  detail 
and  the  Board  agreed  that  it  would  address  this  matter 
further  as  to  the  applicability  of  this  mechanism  to  other 
areas  of  the  state.  While  the  Board  will  also  address  this 
issue,  it  was  felt  that  the  Association  should  review  and 
enhance  its  programs  which  promote  wellness,  fitness  and 
good  health  habits  to  the  public.  This  matter  was  referred 
to  the  Committee  on  Health  Education  and  the  Com- 
mission on  Public  Affairs  for  development. 

Item  6:  Manpower.  Each  year  the  Board  receives  a 
detailed  report  on  physician  manpower  within  the  state. 
Current  statistics  are  correlated  with  those  of  past  years 
to  portray  the  trends  and  changes  which  take  place  in 
physician  location,  physician  to  population  ratios,  age 
patterns,  specialty  distribution,  etc.  A brief  synopsis  of 
the  data  is  attached  to  this  report.  The  entire  manpower 
study  has  been  referred  to  the  Commission  on  Association 
Affairs  along  with  the  recommendations  of  the  Long 
Range  Planning  Committee,  and  concurrence  of  the 
Board  of  Directors,  that  the  data  be  compiled  on 
Nebraska’s  health  practitioners,  including  both  those  who 
are  independently  licensed  practitioners  and  those  who 
practice  under  the  direction  of  a physician.  A representa- 
tive of  each  Nebraska  medical  school,  and  a medical 
student  from  each  school  will  be  asked  to  join  the 
Commission  when  this  issue  is  considered. 

Item  7:  Item  7 relating  to  collective  bargaining  and/or 
contracting  as  indicated  earlier  was  assigned  to  a task 
force  which  will  study  the  alternative  health  plan  issue. 

The  Board  recognizes  the  time  commitment  that  will  be 
assumed  by  several  of  the  Commissions  and  specially 
appointed  groups  in  addressing  these  very  timely  subjects. 
The  officers  and  staff  of  the  Association  will  be  assisting 
the  study  group  in  every  way  possible  to  complete  the 
initial  phases  of  the  activity  areas  as  quickly  as  feasible. 
Our  objective  is  to  have  many  or  all  of  the  goals  finalized 
for  submission  to  the  House  of  Delegates  at  the  Annual 
Session  in  1985.  To  accomplish  this  schedule,  resources 
from  both  within  the  Association  and  expertise  from 
outside  our  organizational  structure  will  be  needed.  It  is 
anticipated  Association  funds  will  be  needed  to  accomp- 
lish our  objective. 

REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.  — 
ANNUAL  MEETING 

The  Annual  Meeting  of  the  AMA  House  of  Delegates 
was  held  in  Chicago,  June  17-21,  1984. 

Joseph  F.  Boyle,  M.D.,  of  California  was  inaugurated  as 
the  139th  President  of  the  AMA  and  Harrison  L.  Rogers, 
Jr.,  M.D.  became  the  President-Elect.  James  E.  Davis, 
M.D.,  of  North  Carolina,  was  elected  Speaker  of  the 
House  and  John  Clowe,  M.D.,  of  New  York,  was  elected 
Vice  Speaker  in  a very  spirited  contest.  Wm.  S.  Hotchkiss, 
M.D.,  of  Virginia  and  John  Dawson,  M.D.,  of  Washington, 
were  reelected  and  Joseph  Painter,  M.D.,  of  Texas  and 
Robert  McAfee,  M.D.,  of  Maine  were  elected  to  the  Board 
of  Trustees  after  the  most  hotly  contested  race  in  my 
memory.  Ron  Davis,  MD.  was  elected  as  the  Resident 
member  and  Alice  A.  Chenault  was  elected  as  the  Student 
member  of  the  Board.  The  challenges  facing  the  AMA 
leadership  have  never  been  more  numerous  or  formidable 
and  we  wish  them  well. 

Although  there  was  some  satisfaction  apparent  over  the 
successful  efforts  in  Washington  which  blocked  the 
mandatory  acceptance  of  assignment  in  order  to  retain 
hospital  staff  privileges  and  participation  in  the  Medicare 
program,  the  atmosphere  was  one  bordering  on  depres- 


sion because  of  the  unprecedented  threats  to  the 
profession  and  to  professionalism  from  all  sides  e.g. 
HMO’s,  PPO’s,  FTC,  TEFRA,  PRO,  DRG’s,  Medicaid, 
Medicare,  etc.  It  became  quite  apparent  that  the  ballgame 
appears  to  be  one  in  which  organized  medicine  must  strive 
to  influence  the  course  of  changes  in  the  medical  scene. 
The  other  depressing  issue  was  that  of  professional 
liability  and  the  impossible  situation  prevailing  in  several 
of  the  states,  particularly  in  Florida.  This  situation  again 
pointed  out  how  fortunate  we  are  in  Nebraska  to  have  a 
professional  liability  statute  that  is  the  envy  of  the 
federation.  A special  task  force  composed  of  the 
Executive  Vice  President,  the  General  Counsel,  and 
several  top  AMA  staff  executives  was  created  to 
coordinate  all  association  activities  related  to  the  pro- 
fessional liability  problem. 

Nebraska’s  Resolution  #113  protesting  the  physician 
attestation  statement  under  the  Prospective  Payment 
System  was  grouped  with  11  similar  resolutions  and  a 
substitute  resolution  was  adopted  as  follows: 

RESOLVED,  that  the  American  Medical  Associa- 
tion continue  its  strong  and  concentrated  efforts  to 
seek  elimination  of  the  so-called  “physician  attesta- 
tion” statement  requirement  from  the  Prospective 
Pricing  System  regulations:  and  be  it  further 

RESOLVED,  that  the  AMA  widely  communicate  to 
physicians  its  efforts  toward  elimination  of  the 
“physician  attestation”  statement;  and  be  it  further 

RESOLVED,  that  the  AMA  urge  all  physicians  to 
communicate  promptly  with  their  Congressmen  and 
Senators,  requesting  elimination  of  the  “physician 
attestation’’  statement. 

Nebraska’s  Resolution  #114  seeking  changes  in  the 
DRG  system  to  provide  for  reimbursement  for  events 
arising  during  hospitalization  that  add  significantly  to  a 
patient’s  requirements  for  care  was  referred  to  the  Board 
of  Trustees  for  study  and  a report  at  the  1984  Interim 
meeting. 

Report  I of  the  Board  of  Trustees  responded  to  a 
Nebraska  resolution  calling  on  the  AMA  to  develop 
guidelines  for  dealing  with  the  rationing  of  medical  care. 
The  Board  of  Trustees,  like  the  Reference  Committee  in 
Annual,  1983,  missed  the  thrust  of  the  resolution  which 
was  to  develop  contingency  plans  for  dealing  with 
rationing  when  it  is  encountered  on  a state  or  local  level. 
However,  the  following  recommendations  were  approved 
which  will  be  of  some  value  in  the  further  consideration  of 
this  issue: 

1.  That  the  AMA  continue  it  activities  and  investigation 
into  the  allocation  of  health  resources,  and  continue  to 
disseminate  information  to  educate  the  profession  and 
the  public  on  the  potential  threat  to  the  public  of 
rationing  of  medical  care,  and  emphasize  the  im- 
portance of  physician  involvement  in  this  decision- 
making process  at  all  levels  of  our  society;  and 

2.  That  the  Board  of  Trustees  report  back  to  the  House 
of  Delegates  on  this  issue  when  appropriate. 

Other  items  of  particular  interest  are  as  follows: 

(1)  Report  LL  of  the  Board  of  Trustees  provided  an 
indepth  analysis  of  the  factors  that  led  to  the  financial 
problems  of  the  Medicare  Program. 

(2)  Resolution  #173,  which  called  on  the  AMA  to  seek 
changes  in  the  PRO  regulations  which  impose  sanctions 
on  health  care  practitioners  and  providers  was  adopted. 
(This  would  appear  to  be  but  the  first  of  a series  of  such 
resolutions  seeking  changes  in  government  regulations 
similar  to  the  long  list  of  changes  requested  in  the  PSRO 
regs.) 
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(3)  Substitute  Resolution  #2  was  adopted  as  follows: 
RESOLVED,  that  the  American  Medical  Association: 

1.  Reaffirm  its  policy  which  supports  mandatory  seat  belt 
utilization  laws; 

2.  Reaffirm  support  for  mandated  child  passenger  re- 
straint laws; 

3.  Support  immediate  implementation  of  a program 
requiring  passive  restraints  (preferably  air  cushions)  in 
all  new  automobiles  (domestic  and  foreign); 

4.  Support  legislative  action  to  promote  availability  of 
effective  seat  belts  in  all  motor  vehicles  in  public  use, 
including  public  and  private  buses  (including  school 
buses),  taxicabs  and  any  other  vehicles  carrying 
passengers. 

(4)  Resolution  #8  from  Arizona  which  calls  on  the  AMA 
to  explore  whether  federal  legislation  might  be  the  only 
effective  way  to  alleviate  the  burgeoning  problem  of 
professional  liability  costs  was  referred  to  the  Board  of 
Trustees  for  study. 

(5)  Five  Resolutions  supporting  improved  reimburse- 
ment for  cognitive  services  were  considered  and  Substitute 
Resolution  #76  was  adopted  which  reads  as  follows: 

RESOLVED,  that  the  American  Medical  Association 
support  the  concept  that  third  party  payors  should 
provide  more  equitable  reimbursement  for  physicians’ 
services  which  are  solely  cognitive  in  comparison  with 
their  procedural  services;  and  be  it  further 

RESOLVED,  that  the  AMA  take  appropriate  action 
to  promote  more  equitable  reimbursement  for  solely 
cognitive  services  with  third  party  payors,  business 
groups  and  other  professional  associations;  and  be  it 
further 

RESOLVED,  that  a report  to  the  House  of  Delegates 
be  submitted  at  the  1984  Interim  Meeting. 

(6)  A Bylaws  change  was  approved  which  increases  the 
AMA  delegation  by  one  delegate  and  one  alternate  for  a 
state  medical  association  having  75%  or  more  of  its 
members  also  members  of  the  AMA,  and  increases  the 
delegations  of  unified  states  (all  state  members  are  also 
AMA  members)  by  two  delegates  and  two  alternates.  This 
change  is  effective  as  of  June  21st  of  the  1984  Interim 
Meeting  and  membership  figures  as  of  December  3 1 st  will 
be  used  to  determine  delegation  size  for  1985  and  beyond. 

(7)  Resolution  #88  which  called  on  the  AMA  to  urge  the 
profession  to  develop  and  pursue  an  initiative  for 
improving  the  systems  design  for  medical  and  health  care 
plans  was  adopted. 

(8)  Amended  Resolution  #95  was  approved  which  reads 
as  follows: 

RESOLVED,  that  the  American  Medical  Associa- 
tion, with  the  support  of  the  American  Academy  of 
Pediatrics,  request  the  Consumer  Products  Safety 
Commission  and  the  plumbing  industry  to  require  new 
residential  water  heaters  to  have  a pre-set  thermostat 
setting  of  120  degrees  F. 

I would  encourage  you  to  read  Board  of  Trustees 
Report  LL  on  the  history  of  the  Medicare  Financing 
problem  when  it  is  printed  in  the  AMA  Journal. 

It  has  again  been  my  privilege  to  represent  the  NMA  in 
this  national  forum.  The  AMA  has  to  be  the  most 
democratic  organization  I know  and  Nebraska’s  resolu- 
tions get  in-depth  consideration  and  discussion.  Please 
feel  free  to  contact  any  member  of  your  AMA  delegation 
on  issues  of  particular  importance  to  you  or  your  specialty. 

Respectfully  submitted, 

C.  J.  Cornelius,  Jr.,  MD. 
Delegate 


CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  residency  training  programs  entered  by  the 
Creighton  University  School  of  Medicine  Class  of  1984 
again  reflect  the  high  regard  in  which  Creighton  medical 
graduates  are  held  throughout  the  country.  Most  have 
entered  first-rate  graduate  training  programs  in  major 
academic  centers.  All  who  were  seeking  residencies 
among  the  110  graduates  this  year  have  matched. 

Twenty- four  are  continuing  their  medical  training  in  the 
Creighton  University  Affiliated  Hospitals  Graduate  Train- 
ing Program  and  one  is  doing  postgraduate  work  at  the 
University  of  Nebraska  Medical  Center.  Ninety  members 
of  the  graduating  class  have  entered  primary  care 
specialties. 

The  academic  qualifications  of  our  freshman  class  this 
autumn  remain  high.  There  were  5,772  applicants  for  this 
year’s  entry  class  and  110  were  selected.  This  year’s 
applicant  total  reflects  an  increase  of  259  over  last  year’s 
applicants. 

Our  tuition  for  the  current  year  in  the  medical  school  is 
$9,990,  still  near  the  lowest  among  private  medical 
schools  throughout  the  country. 

We  on  the  Creighton  faculty  during  the  past  six  months 
suffered  the  loss  of  two  highly  respected  and  well  loved 
colleagues  with  the  deaths  of  Dr.  Nicholas  Dietz,  Jr.  and 
Dr.  Hugh  Phillips. 

Dr.  Dietz,  who  joined  the  Creighton  faculty  in  1933  and 
retired  from  teaching  in  1969,  had  been  serving  as  a 
special  assistant  to  the  medical  dean  and  held  the  rank  of 
Professor  Emeritus  of  Biological  Chemistry.  He  was 
president  of  the  Nebraska  Academy  of  Sciences  in  1969. 
Dr.  Phillips,  who  earned  his  Ph.D.  at  the  University  of 
Nebraska,  joined  our  faculty  in  1952.  He  held  joint 
appointments  as  Professor  of  Physiology  and  Professor  of 
Preventive  Medicine  and  Public  Health. 

Dr.  James  Cassidy  has  joined  the  Creighton  faculty  as 
professor  and  chairman  of  the  Department  of  Pediatrics. 
Dr.  Cassidy,  who  had  appointments  as  professor  of 
pediatrics,  communicable  diseases  and  medicine  at  the 
University  of  Michigan  Medical  School,  is  nationally 
renowned  for  his  contributions  to  the  understanding, 
treatment  and  rehabilitation  of  childhood  rheumatic 
diseases. 

Nominating  committees  are  nearing  the  completion  of 
their  tasks  in  considering  candidates  for  chairmanships  of 
three  School  of  Medicine  departments  — Medicine, 
Family  Practice  and  Radiology. 

A certificate  of  need  approval  is  being  sought  from  the 
Nebraska  Department  of  Health  to  merge  the  resources  of 
our  primary  teaching  hospital,  Saint  Joseph  Hospital,  with 
American  Medical  International,  Inc.  A definitive  legal 
agreement  has  been  signed  by  officials  of  AMI  and  the 
Creighton  Omaha  Regional  HealthCare  Corp.,  and  a 
decision  on  the  certificate  of  need  is  expected  this 
autumn. 

I again  extend  my  personal  thanks  to  the  House  of 
Delegates  for  the  opportunity  to  submit  this  report  on 
activities  in  the  Creighton  University  School  of  Medicine. 

Respectfully  submitted, 

Richard  L.  O’Brien,  MD. 

Dean 

NEBRASKA  STATE  HEALTH  DEPARTMENT 

In  my  last  remarks  to  the  House  of  Delegates,  I 
reviewed  some  personal  goals  that  I had  set  as  I assumed 
the  directorship  of  the  Health  Department.  As  I near  the 
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end  of  my  first  year,  1 am  pleased  to  share  with  you  several 
of  the  goals  that  we  have  set  as  a department.  These  goals 
were  developed  by  the  management  team  of  the  depart- 
ment — myself,  my  two  deputy  directors,  and  the 
directors  of  our  five  bureaus.  While  they  are  not  identical 
to  my  personal  goals,  I feel  they  represent  a sound 
framework  for  actions  that  will  be  taken  by  our 
department  in  the  coming  year. 

While  we  have  set  nine  overall  departmental  goals, 
three  of  them  are  primarily  internal  goals  regarding 
management,  our  public  information  process,  and  re- 
source development,  and  I will  not  address  them  today.  I 
will  mention  each  of  the  other  six  along  with  some  of  the 
objectives  and  issues  related  to  each. 

First,  the  State  Health  Department  will  increase  its 
capacity  to  monitor  and  respond  to  known  and  potential 
environmental  health  risks.  Environmental  health  sciences 
have  always  been  a cornerstone  of  public  health.  Simple 
principles,  such  as  “don’t  build  your  outhouse  upstream,” 
resulted  in  dramatic  declines  in  the  incidence  and  spread 
of  infectious  disease  over  the  last  century  and  in  the  early 
part  of  this  century.  We  are  living  in  an  increasingly 
complex  chemical  environment.  Our  dependence  on 
petrochemicals,  the  use  of  pesticides  and  chemical 
fertilizers,  and  the  advent  of  energy-efficient  indoor 
spaces  have  located  us  upstream  of  both  our  air  and  water 
resources  with  an  entirely  different  type  of  outhouse. 
While  environmental  agencies  have  been  created  at  both 
state  and  national  level,  it  is  increasingly  clear  that  the 
Health  Department  has  an  important  role  to  play  in 
monitoring  and  responding  to  these  risks.  We  have 
applied  to  a number  of  sources  to  support  additional 
capacity  in  toxicology  and  environmental  epidemiology 
and  hope  to  strengthen  Health  Department  ties  to  the 
university  campuses  in  these  areas.  The  availability  of  an 
accurate,  complete,  and  accessible  statewide  cancer 
registry  is  increasingly  important,  and  I hope  to  streng- 
then the  cooperation  between  the  Health  Department  and 
the  voluntary  registry  sponsored  by  the  Medical  Society  in 
order  to  help  reach  that  goal. 

A second  goal  is  simply  to  increase  the  accountability 
and  efficiency  of  the  regulatory  process.  Professional 
groups,  institutions,  and  the  public  we  seek  to  protect 
have  the  right  to  efficient  and  understandable  regulation. 
This  means  clear  explanations  of  the  steps  that  will  follow 
a complaint  against  one  of  our  health  licenses.  It  means 
shortening  the  time  between  complaint  and  resolution. 
And  it  means  imposing  fair  but  meaningful  sanctions  when 
a complaint  is  substantiated.  Many  of  you  know  that  for 
health  reasons,  Lee  Lucke  requested  a reassignment 
within  the  Bureau  of  Examining  Boards.  I feel  fortunate  to 
have  been  able  to  retain  his  expertise  as  assistant  director 
in  charge  of  investigations,  and  I am  pleased  to  announce 
the  appointment  of  an  attorney  with  a broad  health 
background,  Laura  Partsch,  as  his  successor  as  Director  of 
the  Bureau  of  Examining  Boards.  I will  be  looking  to 
Laura  and  Lee,  as  well  as  the  staff  in  the  Bureau  of  Health 
Protection,  to  carry  out  this  important  regulatory  goal. 

A third  goal  is  to  articulate  and  encourage  the 
responsibility  of  the  individual,  the  family,  and  the 
community  for  personal  and  public  health.  We  are  in  the 
midst  of  a self-imposed  epidemic  of  preventable  health 
problems  that  are  increasingly  expensive  to  cure.  I am 
chairing  the  Governor’s  Health  Promotion  Coordinating 
Council  which  had  its  third  meeting  last  August.  This 
group  will  focus  its  efforts  on  seven  areas  — smoking, 
injury  prevention,  alcohol  and  drug  abuse,  fitness  and 
exercise,  nutrition,  hypertension,  and  stress  and  violent 
behavior.  The  group  has  recognized  that  explaining  the 
risks  alone  will  have  little  impact.  There  are  few  people 
today  who  do  not  know  the  risks  associated  with  smoking 


or  of  the  dangers  posed  by  driving  without  seatbelts. 
Instead,  the  council  will  focus  on  encouraging  communities 
to  develop  coordinated  approaches  to  reducing  then- 
exposure  to  health  risks.  Physicians  have  been  among  the 
leaders  in  the  focus  on  prevention,  and  I hope  that  many 
of  you  will  become  actively  involved  in  advancing  and 
promoting  the  council’s  efforts  into  our  own  communities. 

A fourth  departmental  goal  is  to  provide  services  to 
medically  underserved  populations  who  otherwise  would 
not  receive  adequate  care.  Through  the  maternal  and 
child  health  programs,  the  WIC  program,  genetics 
program,  tuberculosis  and  renal  disease  programs,  and 
through  home  health  agencies,  the  State  Health  Depart- 
ment either  funds  or  provides  actual  services  to  groups  of 
Nebraskans  who  cannot  receive  the  services  elsewhere. 
This  goal  calls  for  us  to  continue  our  role  in  this  area.  Our 
objectives  under  this  goal  require  the  Health  Department 
to  do  a needs  assessment  so  we  can  be  assured  that  these 
services  are  provided  efficiently,  effectively,  and  in  the 
areas  where  they  are  needed  most. 

The  provision  of  accurate,  timely  information  about  the 
health  status  of  Nebraskans  and  subpopulations  within 
the  state  is  the  fifth  departmental  goal.  Through  the 
Public  Health  Network,  a subdivision  of  the  MINET 
Network,  the  Department  of  Health  now  has  an  electronic 
link  with  many  other  state  health  departments  and  the 
Center  for  Disease  Control.  We  are  interested  in  helping 
to  develop  an  electronic  link  with  the  University  of 
Nebraska  Medical  Center  and  physicians  practicing  in  the 
state.  In  the  technology  available  to  us  now  and  in  the  near 
future,  there  exists  great  potential  for  assembling, 
analyzing,  and  disseminating  public  health  data  in  a useful 
form.  Many  of  you  already  use  the  MINET  Network  to 
access  the  medical  literature  and  the  disease  and 
drug  information  databases  assembled  by  the  AMA.  I 
would  be  interested  in  hearing  from  those  of  you  who  are 
part  of  this  network  — our  electronic  address  is  NE.  SHO 
(for  Nebraska  State  Health  Officer).  An  electronic  link 
between  the  State  Health  Department,  the  University, 
and  practicing  physicians  would  provide  many  potential 
ways  to  enhance  the  data  available  to  you  in  your 
individual  practice. 

Finally,  we  have  set  a goal  to  develop  a planning  and 
policy  process  that  is  responsive  to  needs  and  trends  and 
one  which  is  accepted  as  a meaningful  factor  in  health 
decisions  at  all  levels.  Despite  their  controversial  and 
frustrating  histories,  health  planning  and  a clearly 
articulated  health  policy  are  essential.  The  strength  of 
health  planning  directly  reflects  the  strength  of  the 
information  on  which  it  is  based  and  the  strength  of  the 
participation  of  both  providers  and  consumers.  I believe 
that  we  should  strengthen  all  three  — the  information  we 
provide,  the  participation  of  the  health  providers,  and  the 
participation  of  the  public.  Responsible  health  planning 
need  not  require  enforced  regulation.  The  Board  of 
Health  has  urged  the  Department  to  become  involved  in 
the  difficult  ethical  issues  facing  medicine  today.  They 
have  asked  us  to  consider  the  difficult  questions 
confronting  communities  whose  small  hospitals  are  trying 
to  cope  with  declining  censuses  and  prospective  pay- 
ments.. The  Health  Department’s  role  in  these  questions 
cannot  be  to  enforce  answers,  but  to  insure  that  a wide 
discussion  of  the  issues  occurs  between  the  medical 
community  and  the  general  public.  In  the  field  of  health 
care  today,  where  the  only  constant  is  change,  this  is  a 
challenge. 

The  six  goals  I have  listed  will  form  a framework  for  the 
Health  Department  in  the  year  to  come.  Having  discussed 
them  with  you  today,  I am  committing  myself  to  reporting 
our  progress  to  you  next  year.  I look  forward  to  working 
with  the  Medical  Association  in  facing  the  many  chal- 
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lenges  and  changes  in  the  field  of  health  care.  I welcome 
your  suggestions  and  guidance  in  this  effort. 

Respectfully  submitted, 

Gregg  F.  Wright,  M.D. 

Director 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  Johnson.  MD..  Kearney  - Chairman;  R.  A.  Blatny,  M.D.,  Fairbury; 
Paul  E.  Collicott,  MD..  Lincoln;  John  D.  Coe,  M.D.,  Omaha;  Jon  J. 
Hinrichs.  MD..  Lincoln;  Arnold  Lempka.  MD.,  Omaha;  Joseph  Stitcher, 
MD..  Lincoln;  R C.  Weldon.  MD..  Nebraska  City;  Don  Graham,  Omaha. 

As  a portion  of  the  Report  of  the  Nominating 
Committee  at  the  1984  Annual  Session,  the  Committee 
recommended  it  hold  two  open  meetings  for  receipt  of 
nominees  at  each  Annual  Session  rather  than  three  as 
specified  in  the  By-Laws.  The  recommendation  was 
referred  to  the  Board  of  Directors  who  in  turn  presented 
the  item  to  our  Commission  for  action. 

Your  Commission  recommends  the  following  By-Law 
change: 

CHAPTER  Vm  - ELECTION  OF  OFFICERS  AND 
DIRECTORS 

SECTION  1.  The  House  of  Delegates  on  the  first  day 
of  the  Annual  Session  shall  elect  a Nominating 
Committee  consisting  of  one  delegate  from  each 
councilor  district.  This  committee  shall  hold  at  least 
three-  two  previously- announced  meetings  of  not  less 
than  one  hour  each  — one  on  the  first  day  and  one 
on  the  second  day  of  the  Annual  Session  — for  the 
purpose  of  receiving  nominations  for  officers  for  the 
ensuing  year.  These  meetings  shall  not  conflict  with  the 
scientific  meetings  of  the  Annual  Session.  Any  member 
of  the  Association  may  appear  before  this  committee 
and  present  nominations  for  any  of  the  elective  offices. 

The  Nominating  Committee  shall  then  prepare  a 
ticket  containing  the  name  or  names  of  candidates  for 
each  elective  office,  including  at  large  members  of  the 
Board  of  Directors. 

REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D..  Omaha  - Chairman;  Chris  Caudill,  MD., 
Lincoln;  Monroe  Dowling,  MD..  Lincoln;  John  Fitzgibbons,  MD..  Omaha; 
David  E.  Jenny,  MD.,  Alma;  Todd  Sorensen,  MD..  Scottsbluff;  Craig 
Urbauer,  M.D.,  Lincoln;  Charles  S.  Wilson,  M.D.,  Lincoln;  John  C. 
Peterson,  Omaha. 

The  Commission  on  Governmental  Affairs  met  only 
once  during  the  interim  between  the  spring  and  fall 
meetings.  A variety  of  issues  were  discussed.  The 
minutes  of  the  meeting  reflect  the  activities  of  the 
Commission  and  are  as  follows. 

MALPRACTICE:  HR  5400  is  a bill  which  has  been 
introduced  by  Representative  Moore  from  Louisiana  and 
Representative  Gephart  from  Missouri.  This  provides  for 
the  alternative  medical  liability  act  which  pertains  only  to 
Medicare.  Those  who  could  qualify  for  this  act  would  need 
to  1)  agree  to  take  assignment  and  2)  agree  when  you  think 
that  when  malpractice  has  been  committed,  you  have  to 
mention  it  to  the  patient  within  a limited  time  period.  The 
AMA  opposes  this  piece  of  legislation.  Under  this 
proposal,  however,  if  the  physician  mentions  to  the 
patient  that  perhaps  there  has  been  malpractice  and 
offers  to  settle,  the  patient  would  not  be  allowed  to  sue. 

The  Commission  recommended  the  NMA  oppose  HR 
5400  for  the  reasons  stated  by  the  AMA,  but  support 
efforts  to  work  with  Representative  Moore  to  make  the 
bill  more  appropriate. 


IMPACT  OF  DRG's:  The  House  of  Delegates  has 
asked  this  Commission  to  evaluate  the  impact,  good  or 
bad,  of  DRG’s.  Considered  by  the  Commission  were  two 
programs  which  evaluate  the  impact  of  DRG’s  both  of 
which  are  based  on  the  assumption  that  it  will  be  difficult 
to  monitor  this  through  statistics  since  there  are  many 
variables  changing  frequently.  One  program  included 
physicians  notifying  their  state  medical  association  if  they 
felt  a patient  had  been  harmed  by  the  DRG  system,  i.e., 
releasing  the  patient  too  early.  The  AMA  should  have  a 
form  shortly  which  could  be  completed  by  physicians  and 
mailed  to  their  medical  association.  An  NMA  format  will 
be  developed  and  will  be  published  in  the  NMA 
newsletter  periodically. 

The  Commission  approved  a motion  to  implement  the 
AMA’s  project  of  having  physicians  report  problems  with 
DRG’s  through  the  NMA,  however,  the  Commission 
recommends  that  the  communications  be  sent  to  the 
NMA  office  directly,  then  to  the  AMA.  The  Commission  is 
developing  an  outline  of  questions  for  physicians  when 
reporting  on  DRG’s  and  recommended  this  description  be 
published  in  the  newsletter  periodically. 

AMA  LETTER  7/18/84:  The  Commission  discussed 
AMA  Trustee  Report  LL  which  has  been  adopted  by  the 
House  and  encourages  physicians  to  accept  Medicare’s 
“approved  amount”  as  full  payment  for  those  beneficiaries 
for  whom  additional  payment  would  be  a hardship  and  to 
inform  the  local  medical  society  and  patients  of  their 
willingness  to  do  so.  The  Commission  felt  it  should  make  a 
recommendation  to  the  NMA  Board  of  Directors  as  to 
which  way  the  NMA  should  proceed  with  this  matter.  The 
AMA  policy  states  that  it  encourages  physicians  to 
voluntarily  declare  on  a year- by- year  basis,  whether  they 
would  accept  Medicare’s  approved  amount  for  payment  in 
full  for  low- income  beneficiaries. 

There  was  some  dissention  to  this  proposal.  It  was  felt 
that  although  there  are  persons  who  are  needy  and  receive 
this  benefit,  there  are  some  Medicare  recipients  who  can 
pay  the  remainder  of  the  bill  without  hardship.  It  was 
noted  that  the  AMA  feels  like  this  proposal  could  be  very 
good  public  relations  for  physicians.  A motion  was 
approved  to  recommend  to  the  Board  of  Directors  to 
implement  the  policies  outlined  by  the  AMA  with  regard 
to  special  payment  arrangements  for  Medicare  bene- 
ficiaries. 

POLICY  STATEMENT:  The  Commission  received  a 
request  from  the  Ad-Hoc  Committee  on  Health  Policy 
Statements  for  any  suggestions  on  subjects.  The  Com- 
missioh  recommended  the  following  items:  the  dying 
patient;  health  manpower;  medical  liability;  rural  medi- 
cine; and  cost  containment 

KENNEDY- GEPHART  BILL:  The  Commisison  re- 
viewed this  bill  which  if  passed,  would  make  all  delivery  of 
medicine  through  DRG’s.  It  would  lump  the  physician’s 
payment  and  the  hospital's  payment  toward  the  DRG 
together  and  would  require  each  state  have  a program  for 
doing  this.  The  Commission  recommended  the  Board  of 
Directors  of  the  NMA  oppose  this  piece  of  legislation. 

BABY  DOE:  Congress  is  still  discussing  the  Baby  Doe 
issue  and  there  is  considerable  misunderstanding  among 
involved  families.  An  article  has  appeared  in  the  Wall 
Street  Journal  criticizing  an  attempt  in  Congress  to 
legitimatize  those  rules  that  AMA  attacked  in  court  The 
Commission  feels  it  is  most  important  to  educate  senators 
and  representatives  in  this  area.  The  Commission  has 
asked  Doctor  Reese  to  contact  the  Nebraska  Congres- 
sional Delegation  urging  them  a visit  a neonatal  center. 

PRO  REGULATIONS:  The  Commission  will  review 
the  PRO  regulations  and  make  any  comments  it  might 
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have.  Due  to  the  time  constraints  and  the  length  of  the 
document,  the  Commission  approved  the  Chairman  be 
allowed  to  develop  comments.  These  comments  would 
then  be  given  to  Doctor  Reese  for  his  review.  The 
Commission  felt  that  wherever  the  regulations  discrimi- 
nate against  rural  medicine,  that  the  NMA  should  defend 
such  practitioners. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  MD.,  Lincoln  - Chairman;  Charles  S.  Wilson,  M.D., 
Lincoln  - Vice  Chairman;  Dwaine  J.  Peetz,  M.D.,  Neligh  - Advisor  and 
Counselor;  Michael  Breiner,  M.D.,  Lincoln;  Judith  Butler,  MD.,  Superior; 
James  H.  Dunlap,  MD.,  Norfolk;  Vernon  F.  Garwood,  M.D.,  Lincoln; 
Ronald  Klutman,  M. D.,  Columbus;  Max  W.  Linder,  MD.,  Lincoln;  John  T. 
McGreer,  ID,  MD.,  Lincoln;  Bruce  Miller,  M.D.,  Lincoln;  Robert  Osborne, 
MD.,  Lincoln;  Richard  Raymond,  M.D.,  O’Neill;  Blaine  Y.  Roffman,  MD., 
Omaha;  F.  F.  Faustian,  M.D.,  Omaha;  Mylan ' VanNewKirk,  M.D., 
Scotts bluff;  Dennis  G.  O’Leary,  MD.,  Omaha;  Barbara  Heywood,  M.D., 
Papillion;  Jerald  R.  Schenken,  MD.,  Omaha;  Terry  A.  Davis,  Omaha;  Kelly 
McGinnis,  Omaha. 

Since  the  last  meeting  of  the  House  of  Delegates  of  the 
Nebraska  Medical  Association,  the  Commission  on 
Legislation  and  Legal  Affairs  met  on  one  occasion.  At  that 
time,  a review  of  the  recently  concluded  legislative  session 
was  accomplished  and  a considerable  discussion  about 
upcoming  unicameral  elections  was  held.  It  was  decided 
that  more  intensive  effort  would  be  made  by  the  NMA  to 
obtain  local  involvement  of  practicing  physicians  and  their 
spouses  in  the  legislative  arena  and  that  this  could  be  best 
accomplished  by  a series  of  training  seminars  to  be  held 
across  the  state.  These  have  been  generally  planned  but 
specific  details  have  not  been  finalized  and  they  have  not 
yet  been  implemented. 

The  Legislative  Commission  anticipates  extensive  use 
of  the  position  papers  being  prepared  by  Dr.  Retelsdorf’  s 
Ad-Hoc  Committee.  Dr.  Charles  Wilson,  Vice-Chairman 
of  the  Legislative  Commission,  is  on  this  Ad-Hoc 
Committee. 

After  the  November  elections  have  concluded  and  the 
composition  of  the  unicameral  is  known,  further  work  will 
be  done  in  order  to  prepare  for  the  upcoming  session  of 
the  Legislature.  It’s  anticipated  that  there  will  be 
considerable  activity  regarding  the  following  issues: 
licensure  and  expansion  of  practice  for  certain  limited 
practitioners;  living  wills;  medical  record  confidentiality; 
additional  coverages  under  health  insurance;  mental 
health;  and  collection  of  health  care  cost  data. 

The  upcoming  session  will  be  a longer  one  and  there  will 
likely  be  more  time  devoted  to  medical  matters.  Once 
again  we’ll  need  the  enthusiastic  support  of  as  many 
individual  NMA  members  as  possible  in  order  to  be  as 
effective  as  we  know  we  must  be  to  be  successful  in  this 
endeavor. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  Basler,  MD.,  Lincoln  - Chairman;  Herbert  D.  Feidler,  MD., 
Norfolk;  Edward  E.  Gatz,  MD..  Omaha;  Donald  T.  Glow,  M.D.,  Omaha; 
John  J.  Hoesing,  M.D.,  Omaha;  Roger  P.  Massie,  M.  D.,  Plainview;  Donald 
E.  Matthews,  MD.,  Lincoln;  C.  Lee  Retelsdorf,  M.D.,  Omaha;  Harlan  C. 
Shriner,  M.D.,  Lincoln;  F.  Thomas  Waring,  M.D.,  Fremont;  Timothy  Loker, 
Omaha. 

The  Commission  presents  the  following  report  to  the 
House  of  Delegates: 

The  Association  continues  to  provide  Health  Tips, 
which  are  public  service-type  educational  materials,  to 
Nebraska’s  newspapers  and  radio  stations  each  month. 
We  continue  to  monitor  the  utilization  of  the  material  and 
find  that  the  program  is  well  received  and  worth  the  effort. 


The  President  of  the  Association  will  soon  record  a 
series  of  spot  announcements  which  will  be  distributed  to 
Nebraska  radio  stations.  These  will  cover  topics  of  a 
health  education  and  socio-economic  nature. 

The  Association  has  continued  to  participate  in  the 
Educational  Television  series,  “Health  Line,”  produced 
by  Lincoln  General  Hospital.  This  has  been  a worthwhile 
public  education  project,  and  we  hope  Association 
members  have  viewed  the  programs.  There  are  several 
individual  programs  remaining  in  the  series. 

Preparations  are  being  initiated  for  production  of  the 
“Report  on  the  State  of  Our  Health  in  Nebraska" 
document  which  we  plan  to  distribute  to  the  media  in  the 
latter  part  of  this  December.  This  will  be  our  fifth  report, 
and  we  feel  utilization  by  the  media  makes  this  a 
worthwhile  effort. 

Pursuant  to  the  meeting  of  the  Ad-Hoc  Committee  on 
Long  Range  Planning  and  a subsequent  Board  of 
Directors  session,  our  Commission  was  asked  to  study  the 
subject  of  communication  within  the  profession  and  to  the 
public.  This  matter  will  be  considered  and  specific  goals 
for  the  Association  will  be  developed.  The  Board  asked 
that  we  specifically  focus  a portion  of  our  communication 
efforts  on  promoting  fitness,  wellness  and  good  health 
habits.  This  recommendation  was  also  referred  to  the 
Committee  on  Health  Education  for  development. 

The  Commission  will  also  study  and  develop  the  most 
appropriate  mechanism  for  dissemination  of  information 
to  the  public  on  the  numerous  accomplishments  of 
organized  medicine  in  recent  years.  The  number  of 
accomplishments  is  lengthy  and  includes  such  areas  a 
student  loans  and  scholarships,  the  Tumor  Registry,  peer 
review,  CME  accreditation,  the  effects  of  LB  434,  the 
Health  Galleries,  the  expanded  Annual  Session,  medical 
advances  including  high  tech  and  longevity,  and  many 
more.  We  are  also  considering  methods  of  providing 
greater  exposure  for  materials  carried  in  the  Nebraska 
Medical  Journal. 

Initial  efforts  will  include  a review  of  the  concept  of 
public  relations  and  its  relationship  to  the  Nebraska 
Medical  Association’s  activities. 

The  process  of  conducting  an  effective  public  affairs 
program  must  encompass  the  opinion  analysis  and 
education  of  both  internal  and  external  groups.  This 
process  will  permit  us  to  bring  our  point  of  view  into 
acceptable  limits  of  the  public,  while  at  the  same  time 
stimulating  their  support. 

In  the  current  period  of  rapid  evolvement  of  medicine, 
physicians  are  visible  entity  bearing  blame  and  suffering 
unwarranted  criticisms  unless  able  to  respond  with 
effective  public  affairs  activities.  What  is  facing  us  is  a 
double-edge  challenge:  (1)  Reaching  the  point  where  we 
understand  where  public  opinion  regarding  us  stands; 
why;  what  needs  to  be  done  about  it;  and  how  it  can  be 
done;  and  (2)  Achieving  the  point  where  we  learn  to  accept 
and  make  a part  of  our  philosophy  those  facts  and  factors 
which  have  evolved  into  worthy  practices  and  traditions 
from  the  point  of  view  of  an  overwhelming  part  of  the  U.S. 
public. 

President  Herbert  E.  Reese  has  eloquently  stated  the 
issue  facing  us  in  his  “Medicine  in  Transition”  articles  in 
the  issues  of  the  Nebraska  Medical  Journal.  Unless  we 
take  a lead  during  this  evolvement  of  medicine,  our 
patients  and  the  system  will  suffer. 

One  professionally  accepted  definition  of  effective 
public  affairs  is,  “Doing  your  job  well,  and  telling  people 
about  it.”  Through  our  own  traditional  professional 
reticence  toward  public  information  activities  we  have 
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often  times  failed  to  complete  the  two- phased  activity 
defined.  True,  we  have  done  our  job  in  creating  the  best 
health  care  system  in  history.  As  individual  physicians  we 
have  continued  to  be  held  high  in  public  esteem.  But 
current  public  opinion  suggests  that  we  have  failed  to  gain 
similar  acceptance  and  support  for  organized  medicine. 

Now  the  “telling  people  about  it”  phase  of  our  public 
affairs  takes  on  a more  critical  importance.  Medicine, 
since  the  advent  of  massive  government  financing  and 
direction  in  the  1960’s,  is  one  of  the  most  “public”  of 
public  affairs.  It  is  so  mass  oriented  that  individual 
patient’s  needs  may  be  increasingly  ignored  as  the  system 
shrinks  to  achieve  economies.  As  ever,  we  physicians 
stand  as  the  health  contractor  for  our  patients.  We  are 
their  advocate. 

Our  massive  public  affairs  challenge  today  is  to  help 
patients  sort  through  the  mountains  of  confusing  informa- 
tion piling  up  around  them.  We  know  we  are  their  best 
advocate,  and  often  their  only  advocate.  But  do  they  know 
it?  We  know  they  need  our  advocacy  now  more  than  ever 
before,  but  do  they  know  it?  We  know  how  important  it  is 
for  organized  medicine  to  maintain  its  strong  voice  in  re- 
shaping medical  care  delivery  choices.  But  do  the 
patients? 

Establishing  fitting  Public  Affairs  goals  for  this 
transition  time,  then  activating  programs  to  achieve  them, 
will  be  our  task  in  the  next  few  months. 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  MD.,  Sidney  - Chairman;  Gordon  Adams,  MI).. 
Norfolk;  Lewiston  W Birkmann,  M.D.,  Lincoln;  James  Carson,  M.D., 
McCook;  Chris  Caudill,  M.D.,  Lincoln;  Allen  Dvorak,  M. D.,  Omaha;  Dale 
Ebers,  M.D.,  Lincoln;  Louis  J.  Gogela,  Jr.,  M.D  , Beatrice;  Robert  Jacobs, 
MD,  Seward;  Duane  Krause,  MD„  Fremont;  Roger  D.  Mason,  MD„ 
Omaha;  John  F.  Porterfield,  MD.,  Lincoln;  Donald  Prince,  M.  D , Minden; 
C.  Lee  Retelsdorf,  MD,  Omaha;  Eugene  Sucha,  M.D.,  West  Point;  Thomas 
H.  Wallace,  MD„  Gordon;  Teresa  Olsen,  Omaha. 

The  Committee  on  Health  Planning  of  the  NMA  met 
April  27,  1984,  in  Omaha. 

A wide  range  of  issues  were  discussed  including  the 
AMA’s  Health  Policy  Agenda  for  the  American  People, 
the  NMA’s  future  course  in  dealing  with  the  Department 
of  Social  Services,  the  Proliferation  of  Alternate  Delivery 
Systems,  the  Activities  of  the  State  Health  Coordinating 
Council,  the  NMA’s  role  in  informing  the  public  about  the 
problems  of  the  DRG  system,  and  licensed  limited 
practitioners.  Discussion  of  some  of  these  items  is 
continuing  and  several  have  been  given  impetus  by  the 
Board  of  Directors.  Health  Planning  on  a state  level  is 
proceeding  rather  cautiously  and  the  next  edition  of  the 
State  Health  Plan  is  not  anticipated  before  1985. 

The  Advisory  Committee  of  the  Health  Policy  Agenda 
will  meet  in  February  to  review  policy  statements 
developed  by  the  “work  groups”.  This  stage  of  the  HPA  is 
where  the  real  action  is. 

Your  Committee  on  Health  Planning  will  continue  to 
monitor  health  planning  activities  at  all  levels. 


REPORT  OF  THE  PRO  STEERING  COMMITTEE 

Orin  R Hayes,  M.D.,  Lincoln  - Chairman,  David  Bacon,  MD.,  Kearney; 
John  D.  Coe,  MD..  Omaha;  Stuart  Embury,  M.D.,  Holdrege;  Dale  Michels, 
MD.,  Lincoln;  Donald  Pavelka,  MD.,  Omaha;  Richard  Raymond,  MD., 
O’Neill;  Henry  Smith,  MD.,  Lincoln. 

The  1983  Fall  Session  of  the  Nebraska  Medical 
Association  House  of  Delegates  authorized  the  Nebraska 
Foundation  for  Medical  Care  (NFMC)  to  prepare  and 


submit  a proposal  to  the  Health  Care  and  Financing 
Administration  to  become  the  peer  review  organization 
for  Nebraska.  Since  Nebraska  had  no  prior  PSRO  (to  our 
credit)  and  since  no  historical  information  was  available  to 
the  NFMC,  a search  was  made  to  find  either  a private  or 
professional  group  that  could  assist  in  preparing  a 
proposal  to  HCFA  and  to  help  in  the  implementation  of 
the  program  when  and  if  a contract  with  HCFA  was 
approved  and  signed.  After  reviewing  proposals  from 
several  surrounding  states  and  a private  Minnesota  group, 
the  Kansas  Foundation  for  Medical  Care  (KFMC)  was 
selected.  An  overlay  program  was  developed  since  the 
geographic  and  medical  circumstances  were  quite  similar 
and  the  reputation  of  the  KFMC  was  so  well  known. 

The  request  for  proposal  was  submitted  to  HCFA  on 
April  27,  1984  and  after  a personal  “negotiation”  session 
by  representatives  of  NFMC  and  KFMC,  we  found  that 
HCFA  required  further  documentation  and  modifications. 
Finally,  on  August  22,  1984,  a final  contract  was 
presented  to  NFMC  and  following  its  review,  the  contract 
was  signed. 

The  Steering  Committee  and  the  KFMC  staff  have 
begun  interviews  for  the  local  office  personnel.  The  review 
manager  has  been  hired  and  will  participate  in  the 
remaining  interviews  and  will  have  a voice  in  hiring 
qualified  individuals.  The  medical  director’s  position  has 
not  been  filled  at  the  time  of  this  writing,  but  will  be 
announced  if  selected  between  now  and  the  Fall  Session. 
It  is  anticipated  that  the  medical  director  will  be  either  in 
Omaha  or  Lincoln  and  will  be  a part-time  position 
when  the  program  is  in  full  operation. 

An  office  has  been  set  up  on  the  8 th  Floor  of  the  CTU 
Building,  12  th  & “N”  Street,  in  Lincoln,  and  is  presently 
being  organized  and  furnished.  A large  portion  of  the 
furniture  has  been  acquired  through  defunct  PSRO’s  at 
only  transportation  costs  to  the  NFMC.  The  office  will 
open  for  training  and  initiation  on  September  17,  1984, 
but  will  be  fully  functional  on  October  1,  1984,  for  PRO 
business.  A wats  line  will  be  installed  for  the  convenience 
of  the  Nebraska  physicians. 

The  Board  of  Directors  of  the  NFMC  is  made  up  of 
members  of  the  Nebraska  Medical  Association  and 
includes  the  NMA  President,  President-Elect,  Secretary- 
Treasurer,  the  twelve- man  Board  of  Councilors,  and  the 
nine  members  of  the  Steering  Committee.  The  current 
president  of  NFMC  is  Doctor  Herb  Reese,  vice  president 
is  Doctor  Dave  Bacon,  and  the  secretary- treasurer  is 
Doctor  Bob  Hayes.  Doctors  Dick  Raymond,  Stuart 
Embury,  Henry  Smith,  Don  Pavelka,  Dale  Michels,  Jack 
Coe,  Frank  Donahue,  and  Bob  Shapiro  are  the  remaining 
members  of  the  Steering  Committee. 

On  August  28,  the  Steering  Committee  met  and 
reviewed  the  sequence  of  events  leading  to  the  signing  of 
the  PRO  contract  with  HCFA  Now  that  the  PRO  was 
officially  accepted,  planning  for  the  recruitment  and 
training  of  physician  advisors  was  discussed.  Plans  for 
setting  up  PRO  informational  meetings  with  the  aid  of 
KFMC  personnel  were  discussed  and  sight  suggestions 
for  these  meetings  included  Omaha,  Lincoln,  Grand 
Island,  North  Platte,  Alliance,  Scottsbluff,  Norfolk,  and 
possibly  Beatrice.  All  physicians  in  the  vicinity  of  these 
towns  are  encouraged  to  attend  one  of  these  informa- 
tional meetings.  Additional  training  for  physician 
advisors  and  hospital  medical  records,  UR  nurses,  and 
administrative  personnel  will  be  arranged  either  con- 
currently or  subsequently.  Mailings  to  solicit  physican 
advisors  are  planned  and  all  Nebraska  physicians  are 
encouraged  to  participate  in  the  review  process.  An  hourly 
fee  has  been  established  for  the  time  a physician  spends 
in  case  review  plus  mileage  if  indicated.  Physicians  will 
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not  review  in  their  own  hospitals  or  on  cases  from  their 
community. 

The  subcontract  and  budget  with  KFMC  was  received, 
reviewed  and  approved  for  signing  by  the  NFMC 
President.  The  cost  of  the  subcontract  was  approximately 
$2.2  million  dollars.  The  total  contract  with  HCFA  by 
NFMC  was  $3,094,000  for  the  two-year  contract.  Al- 
though this  figure  seems  large,  experience  by  the  old 
PSRO’s  indicate  that  our  costs  will  nearly  equal  the 
contract  with  HCFA.  Conservative  approaches  to  ex- 
penditures will  be  necessary  and  we  intend  to  contract 
with  companies  in  Nebraska  for  private  reviews. 

There  have  been  many  hours  of  effort  by  NMA  staff  and 
physicians  in  the  establishment  and  implementation  of 
the  PRO  and  more  commitment  will  be  required.  With  the 
cooperative  energies  of  the  Nebraska  physicians,  the 
NFMC  will  succeed  and  continue  - our  tradition  as 
advocated  of  quality  medical  care  for  the  Nebraska 
Medicare  recipients. 

Our  genuine  thanks  go  to  the  KFMC  Board  of  Directors 
and  the  staff  under  the  direction  of  Larry  Pitman  for 
making  it  possible  for  us  to  be  in  the  best  technical 
position  possible  to  begin  the  PRO  operation.  The 
continuing  encouragement  by  the  physician  members  of 
the  KFMC  has  been  most  helpful  and  has  been  offered 
freely  and  with  fraternal  friendliness. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  GALLERIES 

Russell  L.  Gorthey,  MD„  Lincoln  - Chairman;  Orin  R.  Hayes,  MD., 
Lincoln;  Glen  F.  Lau,  ML).,  Lincoln;  Richard  C.  Olney,  M.D.,  Lincoln;  John 
L Reed,  ML).,  Lincoln;  Stanley  M.  Truhlsen,  M.D.,  Omaha;  Mrs.  Orin  R. 
Hayes,  Lincoln,  Mi's.  Glen  Lau,  Lincoln;  Mis.  Richard  Olney,  Lincoln;  Mrs. 
John  Reed,  Lincoln. 

At  the  1983  Fall  Session,  we  announced  the  initiation  of 
the  concluding  drive  to  fund  the  Health  Gallery  Project 
including  the  Mobile  Health  Van  program. 

Before  we  give  you  an  update  on  this  effort,  may  we 
express  sincere  thanks  and  appreciation  to  all  physicians 
and  their  wives,  and  many  members  of  the  business 
community  and  their  respective  corporations  for  the 
tremendous  commitment  and  financial  support  that  has 
been  given  this  effort.  We  fully  recognize  the  length  of 
time  that  has  been  consumed  in  an  effort  to  give  the 
citizens  of  Nebraska  a viable  program  that  is  of  lasting 
value  and  education. 

We  wish  we  could  announce  successful  completion,  but 
we  must  be  pragmatic  and  tell  you  there  is  yet  work  to  be 
done.  We  can  see  the  light  at  the  end  of  the  tunnel.  Since 
our  last  report,  we  have  held  a number  of  meetings  in 
which  we  realistically  considered  alternatives,  what  we 
could  really  afford,  and  the  quality  of  the  finished  product 
as  far  as  medicine  is  concerned. 

As  a result  of  these  meetings  we  have  come  to  the 
unanimous  conclusion  that  the  thrust  of  this  effort  will  be 
carried  out  in  the  following  manner. 

(1)  The  commitment  to  the  Mobile  Health  Van  program 
must  be  top  priority  in  order  to  match  the  $138,500 
grant  from  the  Kiewit  Foundation.  With  the  matching 
funds  the  Mobile  Health  Van  program  can  be  re- 
instituted  and  funded  on  an  ongoing  manner  without 
further  contributions.  This  program  is  both  unique 
and  needed  as  expressed  by  many  rural  Nebraska 
schools  who  were  given  the  opportunity  to  have  the 
service.  In  many  instances  it  may  well  be  the  only 
active  health  education  program  available  to  many 
schools.  Our  sponsorship  of  this  is  an  open  message  to 
the  public  about  medicine’s  dedication  to  this 
concept. 


(2)  The  Health  Gallery  located  at  Morrill  Hall  on  the 
UNL  campus  has  been  designed  for  six  galleries  with 
from  two  to  four  separate  exhibits  contained  in  each 
of  the  several  galleries.  Some  exhibits  are  already  in 
place  and  it  is  the  Committee’s  plan  to  complement 
these  with  an  ongoing  program  to  raise  funds  on  an 
individual  priority  basis  from  friends  and  business. 

In  conclusion,  we  respectfully  ask  this  House  and  all 
members  of  the  medical  profession  in  Nebraska  to  assist 
us  in  this  final  effort  to  complete  a most  worthwhile 
project  as  a symbol  of  our  commitment  to  good  health  for 
all  ages.  If  we  are  successful,  we  will  have  completed  a 
significant  goal  in  which  all  of  medicine  and  its  auxiliary 
can  be  justly  proud.  If  each  physician  family  in  the  state 
were  to  contribute  $89.99,  we  could  bring  this  effort  to  a 
resounding  conclusion  before  1984  is  over. 

Will  you  please  join  with  us  one  more  time  and  make  a 
contribution  to  the  Health  Gallery  project  and  help  us 
meet  the  Kiewit  grant  so  we  may  again  re-start  our  Mobile 
Health  Van  project?  We  need  your  support  and  we 
optimistically  look  forward  to  your  contribution 

Please  make  your  check  payable  to  the  Nebraska 
Medical  Foundation  and  it  will  be  credited  to  the  Mobile 
Health  Van  grant.  Your  contributions  are  deductible. 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  MD.,  Grand  Island  - Chairman;  Joseph  R.  Gard,  MD., 
Lincoln;  John  C.  Goldner,  MD.,  Omaha;  Paul  Phillips,  M.D..  Scottsbluff; 
Eileen  Vautravers,  MD.,  Lincoln;  Wesley  G.  Wilhelm,  M. D.,  Omaha;  Gregg 
F.  Wright  MD,  Lincoln;  Douglas  E.  Cowan.  Omaha. 

This  Committee  met  on  September  5,  1984,  at  the 
NMA  Headquarters  Office.  All  members  of  the  Commit- 
tee were  present  to  participate  in  the  discussion 

The  new  charge  of  this  Committee  states  that  although 
health  education  in  schools  should  be  the  main  goal  of  this 
Committee’s  concern  and  it  should  also  be  concerned  with 
wellness,  fitness,  and  health  education  for  all  citizens  of 
Nebraska.  It  was  emphasized  to  the  Committee  that 
mental  health  should  be  an  important  concern.  The 
suicide  rate  for  young  people  is  increasing  at  an  alarming 
rate,  and  other  illnesses  associated  with  mental  health 
problems  continue  to  be  an  important  cause  of  morbidity. 

The  Committee  learned  that  certification  of  health 
educators  in  Nebraska’s  schools  is  being  evaluated  again, 
and  there  may  be  new  certification  requirements.  The 
Committee  was  also  told  that  the  Governor  has  appointed 
a Health  Promotion  Task  Force  which  will  include 
representatives  of  several  state  offices,  health  professions 
and  other  concerned  people.  The  Committee  will  try  to 
establish  a relationship  with  this  Task  Force  in  an  effort  to 
coordinate  efforts.  The  Department  of  Health  has 
established  a Health  Promotion  Council  which  is  charged 
with  looking  at  health  promotion  now  and  determining 
what  the  problems  are  that  could  develop  for  these 
promotions.  The  Director  of  Health  has  asked  that  the 
NMA  review  the  goals  of  this  Council  and  assisting  in 
reaching  those  that  are  appropriate  for  our  concern. 

The  Committee  discussed  developing  a series  of 
meetings  with  other  organizations  in  Nebraska  concerned 
with  health,  risk  reduction,  and  health  education,  in  an 
effort  to  coordinate  our  own  concerns  with  these 
organizations  and  to  provide  as  much  medical  leadership 
as  possible.  A schedule  for  these  meetings  will  be 
arranged.  As  part  of  this  effort,  the  Committee  will  relate 
closely  with  the  Association’s  Committee  on  Public 
Relations,  providing  material  to  that  Committee  for 
dissemination  through  various  media.  It  was  further 
suggested  that  perhaps  the  Association,  through  an 
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appropriate  committee,  could  contact  television  stations, 
offering  to  provide  physicians  for  interviews  on  health 
education  questions. 

Members  of  the  Committee  wondered  whether  phy- 
sicians in  Nebraska  were  comfortable  in  responding  to 
their  patients’  questions  about  fitness,  wellness,  and  other 
items  relating  to  education  for  good  health.  The  Commit- 
tee plans  to  begin  the  development  of  a library  of  teaching 
materials  which  will  be  made  available  to  physicians  for 
their  own  and  their  patients’  education.  The  Committee 
further  suggests  that  the  Scientific  Sessions  Committee 
might  consider  a block  of  time  at  the  next  Annual  Meeting 
for  a panel- type  discussion  on  the  issues  of  fitness,  health 
education,  and  wellness,  to  assist  physicians  in  meeting 
their  patient’s  needs  in  these  areas. 

The  Committee  learned  that  several  corporations  in 
Nebraska  have  developed  fitness  programs  for  their 
employees.  The  Committee  will  plan  to  arrange  meetings 
with  some  of  these  groups  to  learn  about  their  programs 
and  assist  in  any  way  possible. 

The  Committee  proposes,  in  summary,  to  develop 
continuing  liaison  with  the  Department  of  Health,  fhe 
Department  of  Education,  the  Department  of  Welfare  and 
other  appropriate  state  offices  and  organizations.  In 
addition,  the  Committee  proposes  a series  of  meetings 
with  some  of  these  offices,  and  also  with  corporations  and 
organizations  that  have  developed  fitness  and  wellness 
programs  for  their  employees.  The  Committee  plans  to 
develop  or  identify  teaching  materials  for  use  by  members 
of  the  Association  for  their  own  and  their  patients’ 
education  in  the  area  of  health  education  and  fitness. 


Board  of  Councilors 

The  Fall  Meeting  of  the  Board  of  Councilors  was  held 
on  September  13, 1984,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska 

The  following  members  were  present:  Drs.  Stanley  M. 
Truhlsen,  Howard  A.  Dinsdale,  C.  T.  Frerichs,  Roger 
Massie,  William  Chleborad,  Robert  Herpolsheimer, 
Robert  Quick,  Thomas  Wallace,  George  J.  Lytton,  R G. 
Heasty,  Herbert  E.  Reese,  Francis  D.  Donahue,  and 
Dwaine  J.  Peetz. 

Dr.  Truhlsen,  Chairman,  called  the  meeting  to  order 
and  called  for  election  of  the  Chairman  and  Secretary  of 
the  Board  of  Councilors. 

It  was  moved  that  Dr.  Truhlsen  be  reelected  as 
Chairmaa  This  was  seconded  and  unanimously  approved. 

It  was  moved  that  Dr.  Quick  be  elected  Secretary.  This 
was  seconded  and  unanimously  approved. 

Dr.  Truhlsen  called  for  approval  of  the  Annual  Session 
minutes  of  the  Board  of  Councilors,  as  printed  in  the  July, 
1984,  issue  of  the  Nebraska  Medical  Journal.  These  were 
approved  as  printed. 

The  Board  of  Councilors  considered  the  reports  and 
resolutions  contained  in  the  Handbook. 

Dr.  Truhlsen  called  for  consideration  of  the  requests  for 
Life  Membership.  He  also  informed  the  Councilors  that  a 
request  had  just  been  received  from  Lincoln  County 
Medical  Society  for  Life  Membership  for  Dr.  Tatsumi 
Nakamura  of  North  Platte.  There  was  discussion  con- 
cerning the  request  for  Dr.  Charles  H.  Newell  of  Lincoln, 
who  does  not  qualify  for  Life  Membership  under  the 
existing  By-Laws  of  the  Associatioa  Therefore,  no  action 


could  be  taken  on  this  request.  The  balance  of  the 
requests  were  approved. 

The  Board  of  Councilors  discussed  items  which  had 
been  referred  to  this  body  by  the  Board  of  Directors, 
namely,  Life  Membership  criteria,  redistricting  of  the 
Councilor  Districts,  membership  and  professional  dis- 
cipline. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held  on 
September  14,  1984,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  77  delegates  present,  and  the 
meeting  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  Annual 
Session  minutes  of  the  House  of  Delegates,  as  published 
in  the  July,  1984,  issue  of  the  Nebraska  Medical  Journal, 
and  these  were  approved  as  printed. 

Oral  reports  were  presented  as  follows: 

Alastiar  M Connell,  M.D.,  Dean,  University  of  Nebraska 
Medical  Center 

Mary  Beth  Kos,  Lancaster  County  Medical  Auxiliary, 
Project  MEDVOTE 

Gregg  Wright,  MD.,  Director,  State  Department  of 
Health 

David  Bacon,  MD.,  Vice  President,  Nebraska  Foundation 
for  Medical  Care 

John  C.  Coe,  MD.,  Newly  appointed  Medical  Director, 
Nebraska  Foundation  for  Medical  Care 
Russell  L.  Gorthey,  MD.,  Chairman,  Health  Galleries 
Project  Committee 

F.  Wm.  Karrer,  MD.,  Chairman,  Tumor  Registry 
Committee 

Herbert  E.  Reese,  MD.,  President,  Nebraska  Medical 
Association 

The  following  Reference  Committee  assignments  were 
made: 

REFERENCE  COMMITTEE  #1 

Report  of  the  PRO  Steering  Committee 
Board  of  Directors,  Section  1,  Item  1 — Finance 
Report  and  Charts 

Board  of  Directors,  Section  1,  Item  6 — Third  NMA 
Delegate  to  the  AMA 

Report  of  the  Ad-Hoc  Committee  on  Health  Education 

REFERENCE  COMMITTEE  #2 
Report  of  the  Ad-Hoc  Committee  on  Health  Policy 
Statements 

Report  of  the  Ad-Hoc  Committee  on  Health  Galleries 
Board  of  Directors,  Section  1,  Item  3 — Health 
Galleries  Project 

Resolution  #3,  Metropolitan  Omaha  — Congressional 
Fellowships  in  Health 

REFERENCE  COMMITTEE  #3 
Report  of  Creighton  University  School  of  Medicine 
Fifty-Year  Practitioners  and  Life  Membership  Requests 
Board  of  Directors,  Section  1,  Item  5 — President- 
Elect  Rotation 

Minutes  of  the  Board  of  Councilors 
Resolution  #4,  Keith- Perkins- Chase  — Required 
School  Immunizations 
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REFERENCE  COMMITTEE  #4 
Report  of  the  State  Department  of  Health 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Commission  on  Legislative  and  Legal 
Affairs 

Report  of  the  Committee  on  Health  Planning 
Resolution  #2,  Metropolitan  Omaha  — Second 
Opinions 

REFERENCE  COMMITTEE  #5 
Report  of  the  Commission  on  Public  Affairs 
Board  of  Directors,  Section  1,  Item  2 — Membership 
Report  and  Membership  Charts 
Resolution  #1,  Metropolitan  Omaha  — Drug  Labeling 
Regulation 

Resolution  #5,  NMA-MSC  — State  Licensure  Exams 
Resolution  #7,  Metropolitan  Omaha  — Physician 
Representation  on  Hospital  Boards 

REFERENCE  COMMITTEE  #6 
Report  of  the  Commission  on  Governmental  Affairs 
Report  of  the  Delegate  to  the  AMA 
Board  of  Directors,  Section  1,  Item  4 — DRG 
Monitoring  System 
Board  of  Directors,  Section  2 

Resolution  #6,  Cheyenne- Kimball- Deuel  — Develop- 
ment of  Member  Benefits  by  NMA  and  AMA 

No  resolutions  or  other  business  was  presented  to  the 
House,  and  following  an  Executive  Session,  the  meeting 
was  recessed  until  Saturday  morning. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was  held 
on  September  15,  1984.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Dr.  Armstrong.  Roll  call  showed  68 
delegates  present,  and  the  meeting  was  declared  in 
session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  as  printed. 

The  following  Reference  Committee  reports  were 
presented: 

Reference  Committee  #1 

Reference  Committee  #1  considered  the  PRO  Steering 
Committee  Report,  the  Report  of  the  Board  of  Directors, 
Section  1,  Item  1,  Finance  Report,  and  the  Board  of 
Directors  Report,  Section  1,  Item  6,  Third  NMA  Delegate 
to  the  AMA,  and  the  Report  of  the  Ad-Hoc  Health 
Education  Committee. 

(1)  PRO  STEERING  COMMITTEE  REPORT 

Considerable  discussion  took  place  and  questions  were 
raised  as  to  the  relationship  of  the  NMA  to  the  Nebraska 
Foundation  for  Medical  Care,  the  makeup  of  the 
administrative  board  of  the  Foundation  as  well  as  a 
possible  cross-over  of  the  Boards  of  both  the  Foundation 
and  the  NMA  This  was  explained  by  Mr.  Neff  and  it  was 
felt  that  the  members  should  be  more  thoroughly 
informed  of  the  makeup  of  the  Board  of  Directors  of  the 
PRO  as  well  as  the  Steering  Committee.  It  was  agreed 
that  an  organizational  chart  should  be  supplied  members 
immediately.  The  problem  of  quality  review  was  thoroughly 
discussed  and  it  was  felt  members  should  be  more 
thoroughly  informed  of  the  progress  of  the  PRO.  It  was 
pointed  out  that  the  contract  has  been  signed  only 
recently  and  all  the  organizational  problems  have  not  been 
completely  solved  yet.  But,  plans  are  underway  for  the 
members  to  be  better  informed,  not  only  by  mail  but  by 
various  teams  visiting  six  to  nine  areas  in  the  state  to  hold 
day-long  conferences  which  will  thoroughly  inform  phy- 
sicians and  hospital  personnel  of  the  functions  of  the 


PRO.  It  was  further  agreed  that  full  financial  disclosure 
will  be  made  from  time  to  time  to  the  membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  BOARD  OF  DIRECTORS  REPORT,  SECTION  1, 
ITEM  1 — FINANCE  REPORT 

The  finance  report  was  reviewed  in  depth  and  it  was 
obvious  the  investment  fund  is  at  a satisfactory  level  and 
the  expenditures  to  date  have  not  exceeded  the  limita- 
tions of  the  budget. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  FINANCE  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
SECTION  1,  ITEM  6 — THIRD  NMA  DELEGATE 
TO  AMA 

The  possibility  of  Nebraska  having  a third  delegate  to 
the  AMA  was  discussed  and  it  was  pointed  out  that  to  this 
date,  the  AMA  has  not  informed  us  of  their  decision  which 
should  be  forthcoming  soon.  It  was  further  pointed  out 
that  the  chances  of  receiving  a third  delegate  are  very 
good  and  should  this  occur,  adjustments  in  the  By-Laws 
can  be  made  at  the  Annual  Meeting  for  a third  delegate. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  THE  REPORT.  This  was  approved 
by  the  House. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

This  report  was  reviewed  under  the  direction  of  Doctor 
Bosley.  The  central  points  are  the  plans  to  monitor 
carefully  the  new  certification  requirements  for  health 
educators  in  Nebraska  schools.  A second  goal  of  the 
Committee  concerns  wellness,  fitness  and  health  educa- 
tion, with  special  reference  to  mental  health.  The 
Committee  felt  it  important  to  assist  physicians  in  their 
efforts  to  educate  the  public  on  health  and  fitness  matters, 
and  to  relate  to  corporations  who  have  been  active  in 
promoting  health  education  and  fitness  among  their 
employees. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  # 1 AS  A 
WHOLE,  AND  I WISH  TO  THANK  DOCTORS 
ADAMS  AND  COTTINGHAM  FOR  THEIR  EXCEL- 
LENT HELP  ON  THIS  COMMITTEE. 

Respectfully  submitted, 

Francis  Donahue,  M.D,  Omaha, 
Chairman 

Gordon  Adams,  M. D.,  Norfolk 
Richard  Cottingham,  M.D., 
McCook 


Reference  Committee  #2 

Reference  Committee  #2  considered  three  reports  and 
one  resolution  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  AD-HOC  COMMITTEE  ON  HEALTH  POLICY 
STATEMENTS 

All  discussants  spoke  in  favor  of  the  Ad-Hoc  Commit- 
tee’s statements. 

There  were  no  statements  in  the  report  regarding 
physician  extenders.  The  Chairman  of  the  Health  Policy 
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Committee  stated  the  policy  report  on  health  care 
extenders  would  be  presented  to  the  House  of  Delegates 
at  the  April,  1985,  meeting. 

The  Reference  Committee  recommends  a change  be 
made  under  Chiropractic,  Nebraska  Medical  Association 
Position,  first  sentence,  second  paragraph,  to  read,  “The 
NMA  strongly  opposes  any  measures  to  expand  the  scope 
of  practice  of  chiropractic”. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  was 
approved  by  the  House. 

(2)  AD-HOC  COMMITTEE  ON  HEALTH  GALLERIES 

AND  BOARD  OF  DIRECTORS,  SECTION  1,  ITEM 

3 

The  Ad-Hoc  Committee  on  Health  Galleries  and  the 
Board  of  Directors  Report,  Section  1,  Item  3,  were 
considered  together. 

The  Reference  Committee  recommends  the  acceptance 
of  both  reports  with  one  addition.  We  recommend  that  a 
special  assessment  of  $100  be  requested  from  all 
members  of  the  NMA,  the  time  of  the  billing  to  be 
determined  by  the  Board  of  Directors.  And  further,  that 
the  NMA  inform  each  member  at  the  time  the  reason  for 
the  billing,  similar  to  the  report  of  the  Ad-Hoc  Committee. 

MR  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  WITH  THE  ABOVE 
ADDITION.  This  was  seconded. 

Dr.  Gorthey  was  asked  if  it  was  the  intent  of  the 
Reference  Committee  that  this  be  a mandatory  or  a 
voluntary  assessment,  and  he  stated  that  the  Committee 
was  recommending  a voluntary  assessment.  There  was 
discussion  as  to  whether  this  should  be  a voluntary 
assessment  or  voluntary  contribution.  The  motion  was 
made  and  seconded  that  the  word  “voluntary”  be  inserted 
between  the  words  “special”  and  “assessment”,  and  this 
was  approved  by  the  House.  This  section  of  the  Reference 
Committee  report  was  adopted  as  amended. 

(3)  RESOLUTION  #3  — METROPOLITAN  OMAHA 

- CONGRESSIONAL  FELLOWSHIPS  IN  HEALTH 

This  resolution  read  as  follows: 

WHEREAS,  it  is  important  to  develop  physician 
interest  and  expertise  in  the  problems  of  legislation  and 
regulation  in  the  area  of  health  care  financing,  and 

WHEREAS,  the  federal  government  has  and  will 
continue  in  the  near  future  to  have  the  dominant  impact 
on  health  care  costs  and  their  stimulus  as  well  as 
control,  and 

WHEREAS,  it  is  difficult  for  the  average  physician 
starting  in  practice  to  develop  the  skills  necessary  for 
patient  care  and  at  the  same  time  participate  meaning- 
fully in  regulatory  activities; 

THEREFORE.  BE  IT  RESOLVED,  that  the  Ameri- 
can Medical  Association  study  the  desirability  and 
feasibility  of  developing  a program  of  Congressional 
Fellows  (physicians)  in  health  care  funded  and  adminis- 
tered by  the  American  Medical  Association.  Fiscal 
impact:  The  cost  including  travel  and  support  would  be 
approximately  $100,000  per  fellow  sponsored 

No  discussion  was  heard  by  the  committee  regarding 
this  resolution,  so  no  action  was  taken. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House,  and  this  resolution  was  received  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 


AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Russell  L.  Gorthey,  MD., 
Lincoln,  Chairman 
Donald  Prince,  M.D.,  Minden 
Richard  Pitsch,  MD.,  Seward 


Reference  Committee  #3 

Reference  Committee  #3  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  first  report  reviewed  was  the  report  of  Doctor 
O'Brien.  Dean,  Creighton  University  School  of  Medicine. 
This  report  was  submitted  for  information  only.  There 
was  no  discussion  in  regard  to  it  and  the  Committee 
thanks  Doctor  O'Brien  for  his  report  and  recommends 
that  it  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  FIFTY-YEAR  PRACTITIONERS  AND  LIFE 
MEMBERSHIP  REQUESTS 

Next  considered  was  the  list  of  applications  for  Fifty- 
Year  Practitioners  and  Life  Membership  requests.  It  was 
found  that  the  Board  of  Councilors  had  gone  over  this  list 
before  we  saw  it  and  had  found  that  Doctor  Newell,  who  is 
on  the  request  list  for  Life  Memberships,  did  not  fit  the 
requirements.  Otherwise,  thirteen  practitioners  are 
recommended  for  fifty-year  awards  and  six  Life  Member- 
ship requests  were  granted.  There  was  no  discussion  in 
regard  to  this  action.  Fifty-Year  Practitioners  and  Life 
Members  approved  are  as  follows: 

Fifty-Year  Practitioners 

Box  Butte  County 
James  F.  Kennedy,  MD.,  Alliance 
Lancaster  County 
Paul  M.  Bancroft,  MD..  Lincoln 
Metropolitan  Omaha 

John  G.  Brazer,  MD.,  Omaha 
Julius  B.  Christensen,  MD.,  Omaha 
Clarence  M Hartmann,  M.  D.,  Omaha 
Wayne  M Hull,  MD.,  St  Petersburg,  Fla. 

Frank  J.  Iwerson,  MD.,  Omaha 
William  R.  Kovar,  MD.,  Omaha 
Wilbur  A.  Muehlig,  MD.,  Omaha 
Maurice  M.  Steinberg,  MD.,  Omaha 
Robert  S.  Wigton.  MD.,  Omaha 
Otoe  County 

Carl  J.  Formanack,  MD.,  Syracuse 
Scotts  Bluff  County 
John  A.  Rosenau,  MD.,  Scottsbluff 

Life  Membership  Requests 

Gage  County 

Sanford  Rathbun,  MD.,  Beatrice 
Lancaster  County 

Kenneth  T.  McGinnis,  MD.,  Lincoln 
Lincoln  County 

Tatsumi  Nakamura,  MD.,  North  Platte 
Metropolitan  Omaha 
Joseph  A.  Longo,  M.D.,  Omaha 
Milton  G.  Waldbaum,  M.  D.,  Omaha 
South  Central  Nebraska 
R.  E.  Penry,  M.D.,  Hebron 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  BOARD  OF  DIRECTORS  REPORT,  SECTION  1, 

ITEM  5 - PRESIDENT-ELECT  ROTATION 

Your  Reference  Committee  next  considered  Section  1, 
Item  5 of  the  Board  of  Directors  Report  in  regard  to 
president-elect  rotatioa  A great  deal  of  discussion  was 
entered  into  by  members  of  different  portions  of  the  state 
and  some  first  thought  that  the  rotation  of  two  presidents 
from  Omaha,  one  from  Lincoln  and  two  from  outstate 
would  be  most  appropriate  because  of  the  distribution  of 
population  of  doctors.  However,  the  request  of  the  Omaha 
delegation  was  listened  to  most  seriously.  They  had  made 
the  request  that  we  go  for  a one,  one,  one  rotation  and 
after  hearing  from  several  of  their  members,  we  feel  that 
this  is  probably  the  equitable  way  to  go  at  the  present 
time.  Therefore,  we  wish  to  recommend  approval  of 
Section  1,  Item  5 of  the  Report  of  the  Board  of  Directors, 
and  we  recommend  as  indicated  in  the  report,  that  the 
rotation  start  after  the  selection  of  a greater  Nebraska 
president-elect  at  the  annual  meeting  in  1985. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #4  — KEITH- PERKINS- CHASE 
- REQUIRED  SCHOOL  IMMUNIZATIONS 

The  next  item  considered  by  your  Reference  Commit- 
tee was  Resolution  #4  from  Keith-Perkins- Chase  County 
Medical  Society,  the  subject  was  required  school  immuni- 
zations. There  were  several  pediatricians  present  at  the 
meeting  to  testify  in  relation  to  this  resolution.  None  of 
the  testimony  asked  for  any  changes  in  the  wording  of  this 
document  Therefore,  we  recommend  that  it  be  adopted. 
The  resolution  reads  as  follows: 

WHEREAS,  availability  of  vaccines  for  the  immuni- 
zation of  children  and  adults  against  diphtheria,  pertussis, 
tetanus,  rubeola,  rubella,  mumps  and  polio  has  become 
limited,  and 

WHEREAS,  the  cost  to  physicians  of  obtaining  these 
vaccines  has  more  than  doubled  in  the  past  two  years, 
and 

WHEREAS,  the  State  of  Nebraska  now  requires  that 
all  students  attending  public  and  private  schools  in  this 
state  submit  proof  of  current  immunization  status,  and 

WHEREAS,  the  State  of  Nebraska  Department  of 
Health,  which  at  one  time  supplied  vaccines  to 
physicians  of  this  state  at  no  cost,  no  longer  does  so,  and 

WHEREAS,  there  is  current  federal  legislation 
concerning  the  matter  of  immunizations  and  vaccines 
which,  if  passed  in  its  present  format,  may  not  be  in  the 
best  interests  of  physicians  and  their  patients; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  present  this  matter  before 
the  State  of  Nebraska  Department  of  Health  and 
request  that  consideration  be  given  to  re- instituting  the 
vaccine  program  administered  by  the  Department  of 
Health  providing  vaccines  to  the  physicians  of  this  state 
at  either  no  cost  or  at  reduced  cost,  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  Association 
keep  abreast  of  legislation,  both  locally  and  nationally 
concerning  the  immunization  question  and  act  in 
accordance  with  the  recommendations  of  the  NMA 
House  of  Delegates. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 


(5)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 

The  next  report  considered  was  the  minutes  of  the 
Board  of  Councilors.  This  meeting  of  the  Councilors  was 
held  September  13,  1984,  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska.  As  noted  before,  this  Board  con- 
sidered the  requests  for  Life  Membership  and  for  Fifty- 
Year  Practitioners,  and  it  found  that  Doctor  Charles  H. 
Newell  of  Lincoln  did  not  qualify,  so  his  name  was  deleted 
from  the  list. 

Following  testimony  by  members  of  the  House  of 
Delegates  in  relationship  to  this  document,  it  was  asked 
that  consideration  be  given  to  reapportioning  the  State  of 
Nebraska  for  more  and  in  some  cases,  smaller  councilor 
districts.  It  was  pointed  out  that  sometimes  the  councilor 
is  hard-pressed  to  know  somebody  in  the  outer  confines  of 
his  district,  which  makes  it  quite  difficult  to  deal  with 
these  people  or  in  fact  to  even  know  what  is  going  on  in 
that  part  of  the  district  The  gentlemen  testifying  felt  that 
smaller  districts  would  obviate  this  difficulty  and  we  ask 
that  the  Board  of  Directors  consider  this  for  action  at  the 
next  meeting.  Otherwise,  the  minutes  of  the  Board  of 
Councilors  were  recommended  as  written. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #3  REPORT  AS 
A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Robert  Morgan,  M.D.,  Alliance, 
Chairman 

Louis  J.  Gogela,  M.  D.,  Lincoln 
John  Mitchell,  M.D.,  Omaha 


Reference  Committee  #4 

•Reference  Committee  #4  considered  four  reports  and 
one  resolution. 

(1)  REPORT  OF  THE  STATE  DEPARTMENT  OF 
HEALTH 

The  Reference  Committee  accepts  the  report  as 
submitted  by  the  Director  of  the  Health  Department. 

MR.  SPEAKER.  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OL1R  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

No  testimony  was  heard  in  opposition  to  this  By-Law 
change.  Acceptance  of  this  change  is  recommended.  Your 
Reference  Committee  accepts  this  report  as  written. 

MR  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

A number  of  very  important  legislative  and  legal  items 
are  in  the  process  of  being  considered.  Special  mention 
was  made  of  the  need  of  the  members  of  the  Nebraska 
Medical  Association  and  their  wives  to  attend  local 
meetings  held  throughout  the  state  discussing  these 
assorted  legal  issues.  Your  Reference  Committee  accepts 
this  report  as  written. 

MR  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 
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(4)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 

PLANNING 

Special  note  was  made  of  the  fact  that  traditional 
medical  practice  is  still  the  most  important  part  in  the 
physician/ patient  relationship.  It  is  only  the  method  of 
payment  that  is  presently  under  duress  and  changing. 
Your  Reference  Committee  accepts  this  report  as  written. 

MR  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #2  — METROPOLITAN 

OMAHA  — SECOND  OPINIONS 

This  resolution  reads  as  follows: 

WHEREAS,  second  opinions  have  frequently  been 
obtained  as  consultations,  and 

WHEREAS,  more  and  more  patients  are  asking  for 
second  opinions,  and 

WHEREAS,  insurers,  employers,  etc.  are  beginning 
to  require  second  surgical  opinions  in  elective  cases  as  a 
prerequisite  for  payment,  and 

WHEREAS,  the  request  for  a second  opinion  not 
stimulated  by  the  physician  creates  a new  interpro- 
fessional relationship  between  physicians  which  may 
not  be  clearly  understood  by  all  concerned: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ameri- 
can Medical  Association  study  the  relationship  between 
the  patient  the  attending  physician,  and  the  physician 
rendering  the  second  opinion  and  report  back  with  such 
guidelines  or  recommendations  as  may  be  deemed 
necessary. 

Your  Reference  Committee  accepts  this  resolution  as 
written. 

MR  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
following  discussion,  this  was  approved  by  the  House. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Richard  Svehla,  M.D.,  Omaha, 
Chairman 

R.  A Blatny,  M.D.,  Fairbury 
Craig  Urbauer,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  two  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

The  Reference  Committee  recommends  that  the  report 
be  accepted  as  presented.  It  also  commends  Doctor 
Rodney  Basler  and  his  Commission  for  their  efforts  in 
updating  the  public  affair  goals  for  this  challenging 
transition  time. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  BOARD  OF  DIRECTORS,  SECTION  1,  ITEM  2 - 
NMA  AND  AMA  MEMBERSHIP 

Reference  Committee  #5  recommends  passage  of  this 
report  and  urges  wholehearted  support  to  the  Association’s 


efforts  to  increase  NMA  and  AMA  membership.  It  should 
be  noted  that  the  NMA  is  entitled  to  an  additional 
delegate  to  the  American  Medical  Association  if  state 
participation  rises  to  75%.  We  further  recommend  that 
each  delegate  urge  participation  in  the  NMA  and  AMA 
through  their  county  societies. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  RESOLUTION  #1  — METROPOLITAN  OMAHA 

— DRUG  LABELING  REGULATIONS 

This  resolution  reads  as  follows: 

WHEREAS,  90%  of  the  new  advanced  drugs  in  1960 
were  introduced  from  the  U.  S.A.  and  other  English- 
speaking  countries  (the  International  Pharmaceutical 
Conference  in  Switzerland  was  carried  on  in  English), 
and 

WHEREAS,  at  the  present  time  the  U.S.  pharma- 
ceutically-introduced new  drugs  are  in  about  the  13  th 
place  in  the  world,  and 

WHEREAS,  many  years  of  exclusive  patent  time  are 
used  up  by  the  FDA  before  final  release  of  drugs  for  the 
market  (Destroying  the  incentive  and  economics  to 
research  new  drugs),  and 

WHEREAS,  the  generic  drugs  may  not  be  bio- 
equivalent to  the  original  drug  or  to  the  generics  made 
by  other  companies; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ameri- 
can Medical  Association  should  recommend  that  1)  the 
U.S.  patent  exclusive  time  starts  on  the  day  that  the 
FDA  releases  a drug  for  marketing,  and  2)  Generic 
drugs  be  dispensed  with  the  name  of  the  manufacturer 
on  the  label  and  3)  The  printout  which  is  sent  with 
every  drug  include  a percentage  of  bioactivity  compared 
to  the  original  drug  (approved  by  the  FDA) 

The  Committee  heard  testimony  concerning  the  time- 
liness of  this  resolution  considering  the  marked  increase 
in  the  use  of  generic  drugs  in  this  time  of  increased 
awareness  of  cost. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF 
RESOLUTION  #1  AS  PRESENTED.  This  was  sec- 
onded. 

Dr.  Kelley  moved  that  this  resolution  be  amended  by 
adding  the  following  final  RESOLVED: 

“BE  IT  FURTHER  RESOLVED,  that  an  enabling  law 
would  have  to  be  passed  by  the  Legislature,  to  require  all 
generics  dispensed  in  Nebraska,  include  the  name  of  the 
manufacturer,  therefore  the  State  Legislature  and  the 
Governor  should  be  advised  of  the  advantages  in  cutting 
cost  by  shortening  of  hospital  in-  patient  care  if  the  name 
of  the  manufacturer  of  the  generic  is  included  on  the  label 
insuring  bio- equivalence  of  the  drug”. 

This  amendment  to  the  resolution  was  approved,  and 
this  section  of  the  Reference  Committee  report  was 
approved  as  amended. 

(4)  RESOLUTION  #5  — NMA-UNMC  STUDENT 

CHAPTER  — STATE  LICENSURE  EXAMS 

This  resolution  reads  as  follows: 

WHEREAS,  there  are  currently  two  alternatives  that 
fulfill  the  examination  prerequisites  for  medical  licen- 
suree,  the  National  Board  of  Medical  Examiners  Three 
Part  Exam,  and  the  Federation  of  State  Medical  Boards 
(FSMB)  Examination  known  as  FLEX,  and 

WHEREAS,  the  Federation  of  State  Medical  Boards 
is  urging  all  state  medical  boards  to  recognize  only  the 
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FLEX  exam  for  licensure,  thus  eliminating  the  national 
boards  as  an  alternative  exam  for  licensure,  and 

WHEREAS,  the  American  Medical  Association  has 
twice  passed  resolutions  urging  all  medical- licensing 
boards  to  endorse  the  certificate  of  the  National  Board 
of  Medical  Examiners  for  purposes  of  licensure  thus 
supporting  the  availability  of  two  examinations  for 
licensure; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
support  the  AMA’s  position  to  maintain  both  the 
National  Board  of  Medical  Examiners  exam  and  the 
Federation  of  State  Medical  Board’s  FLEX  exam  as 
alternatives  to  medical  licensure 

Reference  Committee  #5  heard  testimony  from  repre- 
sentatives John  Peterson  of  the  University  of  Nebraska 
Medical  Student  Chapter  and  Doctor  James  Dunlap  from 
the  Board  of  Examiners.  It  appears  that  there  was  some 
false  information  concerning  the  position  of  the  Federa- 
tion of  State  Medical  Boards.  Therefore,  the  Reference 
Committee  recommends  the  resolution  be  accepted  with 
the  deletion  of  the  second  WHEREAS,  and  being 
replaced  by,  “WHEREAS,  the  Federation  of  State 
Medical  Boards  considers  the  FLEX  examination  for 
licensure  to  be  an  alternative,  and”. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF 
RESOLUTION  #5  AS  AMENDED.  This  was  approved 
by  the  House. 

(5)  RESOLUTION  #7  — METROPOLITAN  OMAHA 

- PHYSICIAN  REPRESENTATION  ON 

HOSPITAL  BOARDS 
This  resolution  reads  as  follows: 

WHEREAS,  hospital  boards  of  trustees  often  have 
insufficient  medical  representation,  and 

WHEREAS,  boards  of  trustees  could  benefit  from 
more  input  of  practicing  physicians  on  all  aspects  of 
medical  care  within  the  hospital  and  the  community, 
and 

WHEREAS,  the  Darling  Case  clearly  established  a 
legal  precedent  of  the  responsibilities  of  the  boards  of 
trustees  in  institutions  which  are  medical  by  nature,  and 

WHEREAS,  the  pressures  of  the  future,  including 
efforts  at  cost  containment,  etc.,  will  place  even  greater 
responsibilities  on  the  trustees  and  make  stronger 
physician  representation  and  input  even  more  critical; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  recommend  that  each 
hospital  seriously  consider  increasing  substantially  the 
number  of  physicians  who  are  voting  representatives  on 
their  board  of  trustees,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  communicate  this  recommenda- 
tion to  the  chairman  of  the  boards  of  trustees  of  each 
hospital  in  the  state. 

Lengthy  testimony  and  discussion  was  given  concerning 
a relationship  between  the  hospital  board  of  trustees, 
hospital  administration  and  medical  staffs.  It  was  the 
concensus  of  opinion  that  the  exchange  of  information 
between  these  important  providers  of  medical  care  should 
be  increased  and  that  the  joint  goal  continue  to  be  quality 
care  for  the  patient. 

Mr.  Speaker,  we  recommend  acceptance  of  Resolution 
#7  with  the  insertion  of  “and  chiefs  of  staff’  following  the 
word  “Trustees”  in  the  last  RESOLVED.  Hence,  this 
would  read,  “BE  IT  FURTHER  RESOLVED,  that  the 
Nebraska  Medical  Association  communicate  this  recom- 


mendation to  the  Chairman  of  the  Boards  of  Trustees  and 
Chiefs  of  Staff  of  each  hospital  in  the  state.” 

MR  SPEAKER,  WE  RECOMMEND  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE  AS  AMENDED.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

Charles  Damico,  MD.,  Hastings, 
Chairman 

Wm.  Chleborad,  MD.,  Fremont 
R C.  Weldon,  M.D., 

Nebraska  City 


Reference  Committee  #6 

Reference  Committee  #6  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  reports  and  recommendations. 

(1)  RESOLUTION  #6  — CHEYENNE- KIMBALL- 
DEUEL  — DEVELOPMENT  OF  MEMBER 
BENEFITS  BY  NMA  AND  AMA 

This  resolution  reads  as  follows: 

WHEREAS,  membership  is  the  number  one  priority 
of  the  NMA  and  the  AMA  if  they  are  to  carrry  out  their 
number  one  function, that  of  effective  physician  repre- 
sentations, and 

WHEREAS,  those  physicians  who  realize  the  im- 
portance and  potential  of  these  organizations  and  feel  it 
is  their  patriotic  duty  are  already  members,  and 

WHEREAS,  the  recruitment  of  new  members  repre- 
sents a task  of  salesmanship,  and 

WHEREAS,  membership  salesmen  need  all  the 
marketing  tools  we  can  muster; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
and  the  AMA  develop  a list  of  benefits  that  have  already 
accrued  to  members  and  the  profession  in  general,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  and 
the  AMA  develop  an  additional  benefit  package  that 
accrues  to  members  only. 

The  resolution  is  concerned  with  the  recruitment  value 
of  identifying  benefits  of  membership  in  the  NMA  and 
AMA  which  could  be  available  to  members  only.  It  was 
pointed  out  that  in  Oklahoma,  a society  which  has  unified 
membership,  reduced  medical  liability  rates  are  available 
only  to  members,  at  a considerable  savings.  The  Refer- 
ence Committee  agrees  with  the  intent  of  the  resolution 
and  recommends  that  an  appropriate  committee  of  the 
NMA  should  develop  a list  of  benefits  that  accrue  to 
members  and  the  medical  profession  in  general  in 
Nebraska,  and  that  particular  or  additional  benefits  be 
identified  which  can  be  reserved  for  members  only,  with 
the  intent  of  recruiting  new  members  in  the  Nebraska 
Medical  Association  and  the  American  Medical  Associa- 
tion. 

Mr.  Speaker,  I recommend  adoption  of  Resolution  #6. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  bv  the 
House. 

(2)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  — 
ANNUAL  MEETING 

This  report  was  reviewed  and  some  comments  were 
received  by  the  Committee.  Doctor  Cornelius,  AMA 
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Delegate,  was  present  and  responded  to  questions  about 
the  report.  He  pointed  out  that  Report  LL  of  the  Board  of 
Trustees  was  available  to  any  member  of  NMA  and  could 
be  requested  either  from  NMA  or  AMA.  The  Committee 
believes  the  members  of  the  Association  should  be 
encouraged  to  read  this  report  and  its  description  of  the 
development  of  the  Medicare  program.  Your  Reference 
Committee  draws  the  attention  of  the  House  of  Delegates 
to  Section  5,  of  this  report  — the  adoption  of  a resolution 
supporting  the  concept  that  a third-party  payor  should 
provide  more  equitable  reimbursement  for  physician 
services  which  are  solely  cognitive  in  comparison  with 
procedural  services  and  that  appropriate  action  be  taken 
to  promote  this  more  equitable  reimbursement.  Your 
Committee  looks  forward  to  the  report  to  be  submitted  to 
the  AMA  House  of  Delegates  at  the  1984  Interim 
Meeting.  Your  Reference  Committee  is  pleased  to  note 
that  the  NMA  might  be  able  to  increase  its  delegate 
representation  by  having  75%  or  more  of  its  members  as 
members  of  the  AMA.  The  Committee  urges  all  members 
of  this  House  to  promote  AMA  membership  to  this  end. 
Your  Reference  Committee  congratulates  Doctor  Corne- 
lius on  another  fine  and  informative  report  and  expresses 
again  its  appreciation  for  his  representation  of  the 
Nebraska  Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
discussion  followed  regarding  membership  recruitment 
and  member  benefits.  It  was  suggested  that  the  list  of  non- 
members should  be  distributed  to  the  members  of  the 
House  of  Delegates  to  enhance  and  encourage  recruit- 
ment efforts  by  individual  delegates  in  their  regions.  The 
Chair  ruled  that  this  would  be  done. 

Dr.  Dunlap  told  the  House  that  there  would  again  be  a 
Professional  Liability  Seminar  held  just  prior  to  the  1985 
Annual  Session.  He  said  he  thought  the  premium  discount 
offered  by  the  insurance  company  to  those  attending 
should  be  to  NMA  members  only.  The  House  then 
approved  this  section  of  the  Reference  Committee  report. 

(3)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Your  Committee  heard  discussion  relating  to  this 
Commission’s  comments  on  the  impact  of  DRG’s,  and  to 
Section  4 of  the  Report  of  the  Board  of  Directors  dealing 
with  this  same  subject.  Your  Committee  believes  that  the 
reporting  system  described  in  the  Report  of  the  Com- 
mission on  Governmental  Affairs  should  be  implemented 
as  soon  as  possible,  and  your  Committee  supports  the 
Commission’s  recommendation  that  these  notices  be  sent 
directly  to  NMA  for  consolidation  and  transmittal  to  the 
American  Medical  Association.  Your  Committee  believes 
that  monitoring  should  cover  two  areas:  the  effect  of 
DRG’s  and  their  limitations  on  appropriate  care  of  the 
patient,  and  the  impact  on  the  physician  in  performing 
professional  duties  and  obligations.  Your  Committee 
urges  that  reports  received  by  the  office  of  the  Association 
might  be  included,  when  appropriate,  in  newsletters  and 
other  communications  to  the  membership. 

The  Committee  believes  that  the  federal  government’s 
actions  in  the  Baby  Doe  issue  represent  an  unwarranted 
intrusion  into  the  traditional  patient/ physician  relation- 
ship and  urges  that  members  of  the  Association  contact 
their  Senators  and  Representatives  in  this  regard.  The 
Committee  supports  the  suggestion  of  asking  our  Con- 
gressional delegation  to  visit  a neonatal  center  in  order 
that  they  might  more  fully  appreciate  the  problems 
associated  with  the  care  of  these  patients. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 


(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
SECTION  2 

Reference  Committee  #6  reviewed  the  description  of 
the  NMA  Agenda  for  Long  Range  Planning  and  agrees 
with  the  importance  of  the  list  of  subjects,  recognizing 
that  other  subjects  are  appropriate  matters  for  considera- 
tion. Discussion  with  the  committee  emphasized  the  need 
for  physicians  and  medical  staff  to  be  concerned  about 
their  relationship  with  the  hospitals  in  which  they  work. 
Your  Committee  believes  that  physicians  should  recog- 
nize that  the  various  components  of  our  health  care 
system  may  respond  differently  to  increasing  political  and 
social  pressures.  And  although  there  may  be  occasional 
feelings  of  competition  and  conflict,  we  must  work  to 
resolve  these  and  to  provide  for  our  patients  the  best 
possible  care. 

Your  Committee  heard  discussion  regarding  Item  3, 
Alternate  Health  Plans.  Your  Committee  agrees  that  the 
Association  must  study  this  subject  as  fully  as  possible. 
We  commend  the  appointment  of  a task  force  to 
investigate  the  Association’s  role  in  the  possible  develop- 
ment of  a state- wide  IP  A- type  organization,  and  we  agree 
that  the  Association  must  study  its  potential  role  in 
collective  bargaining,  whatever  form  this  activity  takes. 
Your  Committee  encourages  the  development,  as  soon  as 
possible,  of  a program  of  information  for  all  members  of 
the  Association,  to  enable  physicians  to  understand  the 
different  types  of  alternate  health  plans  that  are  in 
operation  and  that  have  been  proposed.  Your  Committee 
suggests  that  this  be  not  only  carried  out  by  mailings,  but 
that  an  appropriate  amount  of  time  be  spent  at  an  Annual 
Session  in  presentations  on  this  subject,  enlisting  the 
consultation  of  qualified  speakers  from  Nebraska  and 
other  areas  so  that  we  may  all  be  informed  as  fully  as 
possible  about  these  rapidly- developing  systems  of  care. 

Your  Committee  endorses  the  need  to  develop  addi- 
tional coalitions  with  business  in  the  state  and  agrees  that 
pressure  from  these  business  coalitions  will  have  a 
significant  effect  in  producing  changes  in  the  manner  in 
which  health  care  is  delivered. 

The  Committee  heard  one  comment  urging  that  the 
Association  should  be  reluctant  to  surrender  its  role  in 
monitoring  quality  assurance  to  the  PRO  Steering 
Committee.  A speaker  warned  that  many  of  the  concerns 
of  this  Committee  would  be  related  to  economics  and  cost 
containment,  and  that  quality  assurance  might  become  a 
secondary  concern.  Your  Committee  recommends  that 
the  function  of  monitoring  quality  and  doing  professional 
review  not  be  performed  by  the  same  committee.  The 
Committee  heard  questions  regarding  the  liability  impli- 
cations of  performing  professional  review,  and  heard  some 
assurance  that  no  liability  would  exist.  The  Committee 
believes  this  point  must  be  answered  definitely  by  a legal 
consultant. 

Your  Committee  commends  the  NMA  President, 
Herbert  Reese,  ED,  for  his  foresight  and  initiative  in 
appointing  a long  range  planning  committee  and  develop- 
ing the  goals  and  comments  contained  in  Section  2 of  the 
Report  of  the  Board  of  Directors.  Your  Committee 
believes  that  referring  these  concerns  to  existing  com- 
mittees and  councils,  and  ad-hoc  committees  where 
necessary,  is  an  appropriate  way  to  implement  the 
development  of  the  six  goals.  The  Committee  looks 
forward  to  reports  on  these  items  and  suggests  that 
continuing  review  of  the  goals,  possibly  yearly,  should  be 
carried  out.  The  Committee  believes  that  although  we  are 
in  a position  of  reacting  to  political  and  economic  pres- 
sures, it  is  necessary  that  we  develop  our  own  initiatives 
and  objectives. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Warren  Bosley,  M.D.,  Grand 
Island,  Chairman 


David  Dyke,  M.D.,  Lincoln 
William  Rumbolz,  M.D.,  Omaha 

Dr.  Lempka  was  asked  for  a report  to  the  House  on  the 
merger  of  St  Joseph  Hospital  with  American  Medical 
International 

There  being  no  further  business,  the  House  was 
adjourned. 
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DRGs  Inflated,  GAO  Says 

Medicare's  diagnosis  related  groups  (DRGs) 
rates  are  inflated  because  the  data  base  used 
to  calculate  the  rates  included  excessive 
payments  for  respiratory  therapy,  the  General 
Accounting  Office  has  concluded. 

In  a study  of  33  hospitals  that  contracted  for 
respiratory  therapy  services  in  1981,  GAO 
concluded  that  cost  reports  for  26  of  the 
institutions  overstated  respiratory  therapy 
costs  by  an  average  of  38%  and  total  hospital 
costs  by  an  average  of  1%.  Further  examina- 
tion of  claims  in  eight  hospitals  by  medical 
reviewers  indicated  that  4.6%  of  the  respira- 
tory therapy  services  in  those  hospitals  were 
medically  unnecessary. 

Because  the  DRG  rates  are  based  on  1981 
cost  data,  the  inclusion  of  excessive  payments 
for  respiratory  therapy  services  — which 
account  for  about  4%  of  Medicare  payments 
for  inhospital  care  — resulted  in  inflated  DRG 
rates,  the  GAO  report  said.  It  advised  that 
Medicare  develop  programs  to  audit  hospital 
cost  data  and  utilization  “ to  help  assure 
excessive  costs  included  in  the  initial  DRG 
rates  are  perpetuated.” 

* * * 

HHS  Says  Medicare  Costs  Could 
Be  Cut  By  Multiple  Visits 

Medicare  should  save  about  $1.3  billion  over 
the  next  five  years  if  payments  for  physician 
visits  to  patients  in  hospitals  and  skilled 
nursing  homes  were  reduced  when  the  phy- 
sician had  made  “multiple  visits”  in  a single 
trip  to  the  institution. 

That  is  the  finding  of  a study  by  the 
Inspector  General  of  the  Department  of  Health 
and  Human  Services  who  wants  the  depart- 
ment to  ask  Congress  for  permission  to 
implement  this  reimbursement  change.  The 
Health  Care  Financing  Administration  refused 
to  act  on  the  recommendation  but  agreed  to 
study  it  as  part  of  the  overall  issue  of  physician 
reimbursement. 

Essentially  the  IG’s  recommendation  would 
extend  a concept  that  since  1970  has  paid 


physicians  billing  for  a “multiple  visit”  at  an 
ICF  about  $3  per  visit  less  than  for  a visit  to  a 
single  patient  in  the  facility. 

If  the  “multiple  visit”  billing  reduction  were 
applied  only  to  patients  in  skilled  nursing 
facilities,  Medicare  could  save  $139  million 
over  five  years,  the  report  estimated.  Applica- 
tion to  hospital  visits  as  well  would  save 
another  $1.2  billion. 

* * * 

Hospice  Bill  Passed 

Legislation  to  increase  payments  for  home 
care  services  provided  to  Medicare  hospice 
patients  received  final  approval  by  Congress  in 
its  waning  days. 

The  bill,  which  the  President  has  until 
November  9 to  sign  or  veto,  would  restore  the 
home  care  payment  to  the  $53.17  a day  the 
Department  of  Health  and  Human  Services 
initially  proposed  but  later  lowered  to  $46.25. 
The  Congressional  Budget  Office  estimates 
that  the  just- enacted  increase  will  increase 
Medicare  spending  by  “no  more  than  $1 
million”  in  fiscal  1985. 

The  Congressional  action  followed  several 
studies  that  found  that  few  hospices  were 
signing  up  for  the  Medicare  hospice  program 
and  that  many  cited  inadequate  home  care 
rates  as  the  rationale  for  nonparticipation. 

* * * 

Medicare  Changes  January  1 

Medicare’s  more  than  30  million  bene- 
ficiaries will  be  required  to  pay  a deductible  of 
$400  each  time  they  are  hospitalized  next  year. 
The  new  deductible,  which  takes  effect  Jan- 
uary 1,  is  a 12.4%  increase  over  the  current 
$356  deductible. 

Other  Medicare  coinsurance  rates  based  on 
the  deductible  will  rise  accordingly.  The 
premiums  the  recipients  pay  for  Part  B 
coverage  of  physician  services  will  also  rise  — 
from  $14.60  a month  to  $15.50  a month. 

* * * 
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EXPERIENCE  AIR  FORCE  NURSING 

Experience  — the  opportunity  for  advanced  education, 
specialization,  and  flight  nursing. 

Experience  — the  opportunity  to  develop  management  and 
leadership  skills  as  an  Air  Force  officer. 

Experience  — excellent  starting  pay,  complete  medical  and 
dental  care,  and  30  days  of  vacation  with  pay  each  year. 

Plus,  many  other  benefits  unique  to  the  Air  Force  life  style. 
And  the  opportunity  to  serve  your  country. 

Experience  — being  a part  of  a highly  professional 
health-care  team. 

Find  out  what  your  experience  can  be. 

Contact:  Call  Collect 

TSgt  Kenneth  M.  Miller 
(402)  556-0715 


^== 

WashingtoN otes 


THE  AIR  FORCE 
HEALTH  CARE  TEAM 


Slowdown  in  Health  Spending 

Americans  spent  $313.3  billion  for  personal 
health  care  services  last  year,  according  to  new 
statistics  from  the  Department  of  Health  and 
Human  Services.  When  research  and  construc- 
tion dollars  are  added  total  U.  S.  spending  for 
health  care  amounted  to  $355.4  billion  or 
$1,459  a person. 

This  10.3%  increase  in  total  health  spending 
over  the  prior  year  was  the  lowest  in  a decade 
and  compared  with  increases  of  12.5%  in  1982 
and  15.3%  in  1980.  Health  care  costs  in  1983 
continued,  however,  to  grow  more  rapidly  than 
the  overall  price  index  (3.8%)  and  the  gross 
national  product  (7.7%).  As  a consequence, 
health  care  expenditures  now  consume  a 
record  10.8%  of  GNP. 

Combined  spending  by  state,  local  and 
federal  governments  for  all  health  care  costs 
was  $148.8  billion  (or  41.9%)  of  the  total  in 
1983  while  private  parties  paid  $206.6  billion 
(or  58.1%)  of  the  total.  This  was  a slightly 
lower  share  than  governments  paid  in  1982 
and  slightly  higher  than  the  private  parties’ 
proportion  in  1982. 


The  shift  continued  a trend  that  began  in 
1980  and  occurred  despite  slight  increases  in 
the  federal  share  of  the  bill.  It  results  from 
Medicaid  and  other  cuts  that  have  lowered 
state  and  local  government’s  share. 

Among  the  private  payers,  health  insurers 
paid  $110.5  billion  or  31.9%  of  all  personal 
health  care  expenditures.  Patients  or  their 
families  paid  $85  billion  or  27%  of  these 
expenses. 

Medicare  and  Medicaid  expenditures 
amounted  to  $91  billion  in  1983,  up  from  $83 
billion  in  1982.  The  $54  billion  of  this  that 
went  to  hospitals  was  one- third  of  all  payments 
to  hospitals  and  12.5%  higher  than  the 
previous  year. 

Total  national  spending  for  hospital  care 
was  $147  billion,  up  9.1%  from  the  previous 
year.  Federal  officials  attributed  the  lower 
rates  of  increase  to  declining  hospital  ad- 
missions and  lengths  of  stay  in  both  the  private 
sector  and  Medicare  — and  not  to  the 
Medicare’s  prospective  pricing  system  which 
did  not  affect  most  hospitals  until  1984. 

(Continued  on  page  20 A) 
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SCIENTIFIC  SESSIONS  COMMITTEE 

Michael  Breiner,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D Omaha 

Richard  Hranac,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Glen  F Lau,  M.D Lincoln 

John  R.  Luckasen,  M.D Omaha 

Donna  K.  Nelson,  M.D Omaha 

Fred  J.  Pettid.  M.D Omaha 

Richard  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chairman Omaha 

Chris  Caudill,  M.D Lincoln 

Monroe  Dowling,  M.D Lincoln 

John  Fitzgibbons,  M.D Omaha 

David  E.  Jenny,  M.D Alma 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Craig  Urbauer,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Craig  Urbauer,  M.D.,  Chairman Lincoln 

Charles  S.  Wilson,  M.D.,  Vice-Chairman Lincoln 

Dwaine  J.  Peetz,  M.D.,  Advisor  & Counselor Neligh 

Michael  Breiner,  M.D Lincoln 

Judy  Butler,  M.D Superior 

James  H.  Dunlap,  M.D Norfolk 

Vernon  F.  Garwood,  M.D Lincoln 

Charles  Gregorius,  MD Lincoln 

Ronald  Klutman,  M.D Columbus 

Max  W.  Linder,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Bruce  Miller,  M.D Lincoln 

Robert  Osborne,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Blaine  Y.  Roffman,  M.D Omaha 

F F Paustian,  M.D Omaha 

Mylan  VanNewkirk.  M.D Scottsbluff 

Dennis  G.  O’Leary,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  Harry,  M.D.,  Chairman Lexington 

Robert  Bass,  M.D Elkhom 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

A.  Dean  Gilg,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

William  Lundak,  M.D Lincoln 

Michael  L.  McCoy,  M.D Lincoln 

John  O’Gara,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

W'arren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Card,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Paul  Phillips,  M.D Scottsbluff 

Eileen  Vautravers,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  Basler,  M.D.,  Chairman Lincoln 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  W'aring,  M.D Fremont 

AD-HOC,  HEALTH  GALLERIES  COMMITTEE 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Mrs.  Orin  R.  Hayes Lincoln 

Orin  R.  Hayes,  M.D Lincoln 

Mrs.  Glen  Lau Lincoln 

Glen  F.  Lau.  M.D Lincoln 

Mrs.  Richard  Olney Lincoln 

Richard  C.  Olney,  M.D Lincoln 

Mrs.  John  Reed Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 
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COMMITTEE  ON  HEALTH  PLANNING 


C.  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  Carson,  M.D McCook 

Chris  Caudill,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Roger  D.  Mason,  M.D Omaha 

John  F.  Porterfield,  M.D Lincoln 

Donald  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

AD-HOC  COMMITTEE  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Charles  Barton,  M.D Lincoln 

Darroll  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Richard  Raymond,  M.D O’Neill 

Robert  Shapiro,  M.D Lincoln 

Charles  S.  Wilson,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steve  Schwid,  M.D.,  Chairman Omaha 

Harry  Kieg,  M.D Papillion 

Barney  Rees,  M.D Omaha 

Glen  Lau,  M.D Lincoln 

Joe  Rogers,  M.D Lincoln 

Richard  Toren,  M.D Lincoln 

Richard  Hranac,  M.D Kearney 

Gerald  Rounsborg,  M.D North  Platte 

AD-HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 

Dale  Ebers,  M.D.,  Chairman  Lincoln 

Eugene  J.  Barone,  M.D Omaha 

Judy  Butler,  M.D Superior 

Wm.  H.  Johnson,  M.D Omaha 

Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Craig  Urbauer,  M.D Lincoln 


AD-HOC  COMMITTEE  PROFESSIONAL  LIABILITY 


James  Dunlap,  M.D.,  Chairman Norfolk 

Warren  Bosley,  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Blaine  Roffman,  M.D Omaha 

Robert  Shapiro,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

John  B.  Davis,  M.D Omaha 

Howard  A.  Dinsdale,  M.D Lincoln 

Daniel  S.  Durrie,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

TASK  FORCE  ON  ALTERNATE  HEALTH  PLANS  I 

Carl  J.  Cornelius,  M.D.,  Chairman Sidney 

Warren  Bosley,  M.D Grand  Island 

Dale  Ebers,  M.D Lincoln 

Vernon  F.  Garwood,  M.D Lincoln 

Richard  Meissner,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Ex-Officio 

Michael  Haller,  M.D Omaha 

Roger  Mason,  M.D Omaha 

TASK  FORCE  ON  ALTERNATE  HEALTH  PLANS  II 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Lonnie  Albers,  M.D Lincoln 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Sebastian  J.  Troia,  M.D Omaha 

Harlan  C.  Shriner,  M.D Lincoln 

TASK  FORCE  ON  INTER-RELATIONSHIPS  & 
INTERPROFESSIONAL  COOPERATION 

Robert  F.  Shapiro,  M.D.,  Chairman Lincoln 

Charles  L Barton,  M.D Lincoln 

R A.  Blatny,  M.D Fairbury 

Kevin  Case,  M.D Omaha 

John  D.  Coe,  M.D Omaha 

Charles  G.  Erickson,  M.D Lincoln 

Joseph  M.  Holthaus,  M.D Omaha 

Mr.  Michael  Phillips Omaha 

TASK  FORCE  ON  COMPUTERS 

Stuart  Embury,  M.D.,  Chairman Holdrege 


r 

l 
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Programs  being  developed  for  the  1985  Annual  Session  include 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 


The  diagnosis  and  treatment  of  common 
dermatologic  problems  which  would  be  en- 
countered by  the  practicing  clinician  will 
be  presented  and  divided  into  three  areas. 
These  areas  will  include  pediatric  derma- 
tology, dermatologic  surgery  and  common 
dermatoses;  the  focus  of  the  discussions 
will  be  toward  the  practical  approach  to 
cutaneous  entities  in  each  of  these  cate- 
gories. 

NEBRASKA  HEART  ASSOCIATION, 

LINCOLN  DIVISION,  and  the 
NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  FAMILY  PHYSICIANS 

This  course  is  designed  to  review  both 
cardiac  and  pacemaker  arrhythmias  with 
emphasis  on  diagnosis  and  treatment.  In 
addition,  cost  effective  evaluation  of 
dysrhythmias  as  well  as  pacemaker  indica- 
tions will  be  presented.  There  will  be  dis- 
cussion on  pharmacologic  agents  as  well  as 
drug  interactions.  This  course  is  aimed  at 
both  primary  care  and  subspecialty  physi- 
cians who  deal  with  cardiac  patients. 


NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

The  general  topic  of  this  course  will  be 
Strabismus.  The  speaker  will  be  William  E. 
Scott,  M.D.,  Professor  of  Ophthalmology, 
Department  of  Ophthalmology,  University  of 
Iowa  Hospitals  and  Clinics,  Iowa,  City,  IA. 

NEBRASKA  RADIOLOGICAL  SOCIETY 

Short  scientific  papers  will  be  presented 
by  residents  and  staff  of  the  University  of 
Nebraska  Medical  Center  Department  of 
Radiology. 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

This  course  is  designed  for  Candidates  and 
Fellows  of  the  American  College  of  Surgeons 
to  act  as  a forum  for  presentation  of  papers 
of  current  interest. 
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Physicians'  Classified  — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise  instructed. 
Where  numbers  follow  advertisements,  replies  should  be 
addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

FAMILY  PHYSICIAN:  Needed  now  to  join  B/C 
F.P.  in  modern,  superiorly-equipped  clinic  and 
adjoining  hospital.  Reason:  Associate  leaving.  Call 
shared  with  the  two  other  F.P.’s  in  this  award 
winning  community  in  west  central  Nebraska.  Send 
C.V.  to:  Larry  Wilson,  M.D.,  902  - 20th,  Gothenburg, 

NE  69138. 

FOR  SALE:  By  retiring  physician  one  Ritter 
table  and  other  office  and  reception  room  furniture. 
Contact  C.  R Williams,  MD„  Syracuse,  NE  68846 
(402)  269-2020. 


FOR  SALE  OR  LEASE:  Established  family 
practice,  building,  and  equipment  in  Lincoln, 
Nebraska  Exceptionally  clean,  safe  city,  home  of 
the  capitol  and  university.  Assume  37  years 
practice.  Excellent  opportunity  for  someone  in- 
terested in  family  practice,  pediatrics  or  internal 
medicine.  2250  sq.  ft  office  space,  750  sq.  ft 
garage,  1500  sq.  ft  apartment.  Send  inquiries  to 
Dot  Goeglein,  6821  Kearney  Ave.,  Lincoln,  NE 
68507  (402)  488-4802. 


WashingtoNotes 

(Continued  from  page  17 A) 

Spending  for  physician  services  rose  from 
$62  billion  in  1982  to  $69  billion  in  1983.  This 
represented  19%  of  all  health  care  spending 
and  was  an  increase  of  1 1.7%  compared  with  a 
12.5%  increase  in  1982. 

Nursing  home  care  consumed  $28.8  billion 
of  the  total  health  dollars;  dental  services 
$21.8  billion;  drugs  and  medications,  $23.7 
billion;  and  medical  devices  and  equipment 
$6.2  billioa 

Third  parties,  including  Medicare,  Medicaid 
and  private  insurers,  financed  73%  of  all 
personal  health  care  expenditures  in  1983. 
They  paid  for  92%  of  all  hospital  care,  72%  of 
physician  services  and  44%  of  other  health 
care. 

* * * 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 
Strictly  Confidential  — Professional  — Effective 


ADVERTISERS  INDEX 
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COMPLETE 

LABORATORY 

DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE'e 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A etal:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM  Curr  Ther  Pes 
73:18-22,  Jan  1971  9.  Amrem  R etal:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatl  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26  121-137,  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: m acute  or  chronic  medical  situations  requiring 
restful  sleep  Ob|ective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  ot  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction -prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


See  preceding  page  for  references  and  summary  of  product  information. 
Copynghc  © 1984  by  Roche  Products  Inc  All  nghts  reserved. 
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